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 Meditech Patient Portal - Parent Portal Access to Child – Ages 13-17 

In Wisconsin, parental access to a patient portal is locked at age 13 to comply with minor privacy laws, as minors may 
be able to consent to confidential services like mental health, reproductive health, or substance use treatment. 
Health care providers must now ensure they can protect this sensitive information. To regain access, the minor patient 
must provide their own consent for their parent or guardian to have "proxy access” 

To allow a parent/legal guardian to access a child’s aged 13-17 records in the patient portal please 
complete this form. 

Child 
Information: 

 
Please complete 

all sections 
Please print 

 
Name: __________________________________________________________________________ 
                                         First                                        Middle Initial                                                  Last 
 
Street Address: _________________________________________City:___________________ 
 
State: _____ Zip: _______ Date of Birth: ________________ Phone: _____________________ 
 

 

Parent/legal 
guardian  

Information: 
 

Please complete 
all sections 
Please print 

 
Name: __________________________________________________________________________ 
                                         First                                        Middle Initial                                                  Last 
 
Street Address: _________________________________________City:____________________ 
 
State: _____ Zip: _______ Date of Birth: ________________ Phone: _____________________ 
 
Email Address:  __________________________________________________________________ 
                                                  

I understand that I am allowing my parent/legal guardian “proxy” access to my Cumberland Healthcare 
records in the patient portal.  This authorization is valid until revoked by me.  I understand that a written 
request is necessary to revoke this authorization. However, I understand that my revocation is not to be 
effective as to uses and/or disclosures already made in reliance upon this authorization.  I realize that the 
information used and/or disclosed pursuant to this authorization may be subject to re-disclosure and no 
longer protected by federal privacy laws.   

 The signing of the form must be witnessed by a Cumberland Healthcare team member.  

 

Patient/Child Signature:_________________________________________________ Date:_______   

 

Parent/legal guardian Signature:__________________________________________ Date:_______   

 

Witness Signature:__________________________________________ Date:_______  Time:_______   

Witness Printed Name :_________________________________________________   

PRTAUTH 


