
Designation Patient Portal Access 1/29/2020 

 

 

 
Designation of Portal Access at  
Kossuth Regional Health Center 

 
You can designate one or more individuals to have access to your patient portal account at Kossuth Regional Health 
Center. Designees are able to view your medical record, medical bills and appointments in the portal. The portal also 
allows the ability for the designee to schedule appointments and communicate with KRHC staff on your behalf.  
 
Patient Name:  ________________________________________________________  Date of Birth: _____-_____-_____ 

(LAST)   (FIRST)    (M.I.) 
Address: _____________________________________  City: ________________________ State: ____  Zip: _________  

Telephone:  _____ - ______- __________  

I request the following designee(s) be granted access to my portal account: 

Designee Name:  ______________________________________________________  Date of Birth: _____-_____-_____ 
                      (LAST)   (FIRST)             (M.I.) 

Address: _____________________________________  City: _______________________ State: ____  Zip: _________  

Telephone:  ______ - _______- ______________     Relationship to patient: __________________________________  
 

Email                    

 

@ 

 gmail.com 
 yahoo.com 
 netamumail.com 
 hotmail.com 
 ______________________ 

   Please list additional designees on the back of this form. 

Please choose one of the following security questions below. You will use this number for secure access to your account. 

 Last four digits of Social Security Number 
 Year you got married 
 Year you graduated high school 
 Year your father was born 
 Year your mother graduated high school 
 Year your mother was born 
 Your postal code 

 

 

Security Answer 

 
FOR MINORS BETWEEN AGES OF 12 AND 18: By signing below, I attest that I understand the designees have access 
to my patient portal and information within that account. I understand that this designation will be in effect until I turn age 
18 and access is automatically revoked, or until I revoke this request in writing and Kossuth Regional Health Center has 
received the written request. 
 
FOR INDIVIDUALS AGE 18 AND ABOVE: By signing below, I attest that I understand the designees have access to my 
patient portal and the information within that account. I understand that this designation will be in effect until I revoke this 
request in writing and Kossuth Regional Health Center has received the written request. 
 
Patient's Signature:  ____________________________________________  Date: __________    Time: _________ 

Witness: _______________________________________________________ Date: ___________   Time: _________ 

 

REVOCATION OF DESIGNEE 
I hereby revoke designation of my Kossuth Regional Health Center patient portal to the individual named below. I 
understand this revocation is in effect going forward and does not prevent this individual from using or disclosing 
information obtained during the time she/he served as my designee. 
 

Patient's Signature:  _____________________________________________   Date: __________ Time: __________ 

Witness: _______________________________________________________   Date: __________  Time: __________ 

Designee to remove:  ______________________________________________________________________________ 

Email to remove:  _________________________________________________________________________________ 


