
PCR FULL LEGAL NAME:

LAST: FIRST:

PCR DATE OF BIRTH: SEX:   F        M       UNKNOWN X   

PCR EMAIL:

PCR PHONE:

PCR ADDRESS:  (IF DIFFERENT FROM ABOVE)  SAME 

PCR ADDRESS:  STREET:

APT # CITY: 

STATE:  ZIP CODE:

HAVE THERE BEEN ANY CHANGES TO NAME OR ADDRESS IN THE PAST 12 MONTHS?

NO YES ___________________________________________________________

DOES PCR HAVE A PATIENT GATEWAY ACCOUNT?          NO YES

IF YES, USERNAME:  

PATIENT FULL LEGAL NAME:

LAST: FIRST:

PATIENT DATE OF BIRTH: SEX:  F        M UNKNOWN X              AGE:

PATIENT ADDRESS:  STREET:

APT # CITY: 

STATE:  ZIP CODE:

FOR PATIENTS OVER THE AGE OF 13, CREATE A PG SELF ACCOUNT FOR TEEN?          NO YES

IF YES, PATIENT’S EMAIL ADDRESS:  

(Note:  for patients 13 to 17, a PCR must exist in order for the patient to have a PG self account.  A self 
account generates a user ID for the teen to log in.)
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PATIENT CARE REPRESENTATIVE (PCR)
ACCESS AUTHORIZATION FOR PATIENT GATEWAY APPLICATION

MM DD

Step 1:  One Patient per form – Print Legibly
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Step 2:  One PCR per form – Print Legibly

Staff Authorization Received & Approved by: ____________________________________   Date:  _____________________

PCR Identification Verification:

License State ID Passport Other Photo ID

Practice/Provider:  (or Stamp with Practice/Provider Information)

Y Y Y Y

MM DD Y Y Y Y

Patient Gateway




