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Patient Information

Last Name:

First Name:

Date of Birth:

|Parent or Legal Guardian Information

Last Name:

First Name:

Date of Birth:

Address:

City:

State:

Zip Code:

Phone Number:

Relationship to Patient:

Email Address:

| am requesting proxy access to the patient's MyMidMichigan account. | certify that | am the patient's parent, legal
guardian or personal representative, and have provided any necessary supporting documentation. | understand that

without proper documentation, access will not be granted.

Parent or Legal Guardian Signature Date/Time

Distribution: Original - Medical Record - Collate with GEN01200 Revised 8/13/2021
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Consent Form
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