Requesting Proxy Access to an Adult’s ARMC Epic MyChart Portal Account

Use this form if you are an adult patient (18 years or older) and wish to allow an adult access (grant proxy) to
your ARMC Epic MyChart Portal account.

Before granting proxy to your account, | understand:
* The proxy must have an email address.

» That my proxy will have the same access and privileges that | have for the ARMC Epic MyChart Portal.
| understand that this allows my proxy online access to my personal health information. My proxy will
be able to view the same portions of my record that | am able to view. | also understand that additional
information may be made available to my proxy through the ARMC Epic MyChart Portal as ARMC
continues to implement this product.

* The proxy will have access until | revoke such access. | understand that a written request is necessary to
revoke or cancel my proxy’s access. However, | understand that my revocation will not be effective as to
uses and/or disclosures already made while the access was enforced. | realize that the information used
and/or disclosed pursuant to the proxy’s access may be subject to re-disclosure and no longer protected
by federal and state privacy laws.

Before accepting proxy access to another person’s account, | understand:

As proxy | have a duty to use and access the ARMC Epic MyChart Portal account of another person

in accordance with the patient’s individual health care instructions and other wishes to the extent that
they are known to me. If the patient’s instructions or wishes are not known to me, use and access must
be made in accordance with the patient’s best interest. In determining the patient’s best interest, | must
consider the patient’s personal values to the extent known to me.

Adult Patient — Access to Another Adult’s Patient Portal Records

Select One:

[0 Adult-Capable Patient:
—The patient must sign this form to grant access to their health information.
—Authorization for Proxy access is valid until revoked by the patient.
O Legal Representative or Guardian of Adult (Adults who have a surrogate relationship with another adult
through a legal arrangement.)
—Select the option below that best describes the guardianship:
O Legal Guardian (Court Order)
O Durable Power of Attorney for Health Care
O Other:

—If you are the legal guardian or you have a durable power of attorney for healthcare for this patient, then
this request must be accompanied by a copy of the legal paperwork verifying your authority to have
access to the patient’s health information.

—You must notify ARMC immediately in case of any change in authority.

—You must provide the most current legally valid copies of the appropriate paperwork and notify ARMC
immediately of any change in authority to act on behalf of the patient.
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Patient’s Last Name:

Patient’s First Name:

Patient’s Date of Birth:

Patient’s Phone Number:

Patient’s Address:

City:

State: Zip Code:

Patient’s Email Address:

Patient’s Last Four of Social Security Number

Proxy’s Last Name:

Proxy’s Relationship to Patient:

Proxy’s First Name:

Proxy’s Date of Birth:

Proxy’s Phone Number:

Proxy’s Address:

City:

State: Zip Code:

Proxy’s Email Address:

Patient Acknowledgement

— | hereby affirm that | am the patient identified above. | understand that | may be subject to penalties under law
for submitting false or misleading information related to this application to grant access to ARMC Epic MyChart

Portal.

—l am at least 18 years old and am granting access to my health information to the above-named adult.

—By signing this request, | understand that | am giving my permission for Arrowhead Regional Medical Center to
disclose my protected health information through the patient portal to my proxy.

—l understand that the information contained in the portal may include sensitive information such as behavioral
health information, HIV, or sexually transmitted disease information and substance use disorder information.

—l understand that | have a right to revoke this authorization at any time in writing and that the information
disclosed may be re-disclosed by the recipient and no longer protected by Federal and State privacy laws.

PATIENT'S SIGNATURE

Proxy Acknowledgement

TIME DATE

[ I hereby affirm that as proxy | will honor the patient’s health care instructions, personal values, other wishes, and
best interests to the extent that they are known to me.

PROXY'S SIGNATURE

TIME DATE
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