
 

Form# 827280 1/17/2020           

              

Patient Portal Proxy Access Revocation Form 

 

 

Patient Information:  

Patient Name:                                                                                                               Date of Birth: 

__________________________________________________________      ___/____/_____   

Email Address:______________________________________________ 

 

Revoking Proxy Access:   

Proxy Name: _______________________________________________         

Email Address: ______________________________________________ 

  

Acknowledgement:   

______________________________________________________________________________

Signature of Patient                                                                                                     Date 

______________________________________________________________________________

Signature of Witness                                                                                                   Date 

 

 


