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Patient Portal Policy 

WHAT IS A PATIENT PORTAL? 

Sunset Pediatrics provides this site for the exclusive use of its established patients. The patient portal is designed to 

enhance patient - provider communication. The secure web portal is a way to view certain health information for your 

child and communicate non-urgent information with our staff.  

IMPORTANT NOTE: In order to maintain security over access to your child’s health information, Patient Portal access at 

this time can only be granted to the responsible party for the patient. Sunset cannot create multiple users or allow 

multiple people access to the Patient Portal. 

Some of the features offered with this service include: 

 Ability to view patient demographic information and send requests to our staff to update this information. If you 
have access to more than one child’s account, you will need to make updates for each patient individually 

  Limited health summary information after your visit with one of our pediatricians 

 Patient statements and online payments 

 Immunization Records 

 Messaging with your provider’s medical staff for non-urgent questions 
 

HOW DO I SIGN UP FOR THE PORTAL? 
Once we have a signed consent form on record, we will send you a secure email to the email address you have provided; 

follow the login instructions in the email and input your username and temporary password. Once you log in it will ask you 

to create a new password.  

PATIENT PORTAL IS NOT INTENDED FOR THE FOLLOWING:  

 Diagnosis or extended treatment; all advice given over the patient portal is for routine inquiries that are non-

urgent in nature. Should the medical team need additional information, they will reach out to find a time for a 

phone follow up. All response via the patient portal is at the discretion of the physician and his or her staff. They 

reserve the right to require an in-person visit to provide diagnosis/ treatment.   

 Emergency communication. Communication on the portal is restricted to non-urgent issues. If your child is 

experiencing an emergency, please dial 9-1-1 or go to the nearest emergency room. Our system will notify us 

when we have messages. We will normally respond to all messages within 24-48 hours after receipt. 

PROTECTING YOUR CHILD’S PRIVATE HEALTH INFORMATION AND RISKS:  

While we work hard to ensure that all communication through the portal is secure, it is imperative that Sunset has your 

correct email address and that you inform us of any changes to your email. It is your responsibility to make sure your login 

information is protected from unauthorized persons. If you think someone has learned your password, please promptly 

change it or call our office.  Your email address is confidential and protected information, Sunset will never purposeful 

share this information with a third party.  

ACCESS FOR CHILDREN 14 -17 YEARS OLD:  

According to Oregon Law (ORS 109.640), minors 14 years of age or older can give consent to treatment without parent 

consent, and as such, we need to extend confidentiality to those patients as we would an adult. For this reason, patients 

14 and older who wish their parent to have access to the Patient Portal will be asked to sign a release form granting their 

responsible party access to this information. Without a signed release form, access to the portal account will be disabled 

for responsible parties when the patient turns 14. 
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Patient Portal Access Form 
Patient Name:   _______  Birth Date ____ /____ /____    Sex: M  F  

Parent or Legal Guardian: ____________________________ 

ACCESS TYPE WHAT IS REQUIRED 

□ Your minor child (age 13 or younger)

□ Your minor child (age 14 to 17) Page 2 of this form – Authorization to Use and/or Disclose 
Protected Health Information (signed by patient) 

□ Your adult child (age 18+) Page 2 of this form – Authorization to Use and/or Disclose 
Protected Health Information (signed by patient) 

Please return Portal Access Forms to the clinic or fax them to 503-291-1584 

RESPONSIBLE PARTY REQUESTING ACCESS 

Name: ____________________________ ______ Birth Date ____ /____ /____ 

Address (if different than patient’s): ____________________________ 

Phone: ________Email: _______ _______ 

ACKNOWLEDGEMENT AND AGREEMENT 

I acknowledge that I have read and fully understand this consent form and the policies regarding the patient portal and 
those that appear at login. I understand the risks associated with online communications between my provider and me, 
and consent to the conditions outlined herein. In addition, I agree to follow the instructions set forth herein, including the 
policies set forth in the log in screen, as well as any other instructions that my provider many impose to communicate 
with parents via online communications. I understand that the patient portal is an optional service and that Sunset 
Pediatrics reserves the right to suspend or terminate it at any time and for any reason. I understand and agree with the 
information that I have been provided. 

Responsible Party Signature: ___________________ _____ __________________________ 

Relationship to patient: ____________________________________Date: _________________________ 

FOR INTERNAL USE ONLY 
□ Reviewed and verified form. ________ initials
□ Reviewed and verified Authorization Form for request types 2 and 3. ________ initials
□ Proxy activated in Aprima ________ initials
Scan forms into Aprima ________ initials 
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Portal Authorization to Disclose Protected Health Information 
The information used or disclosed pursuant to this authorization may be subject to re-disclosure and may no longer be 
protected under federal law. Refusal to sign this authorization will not affect my ability to obtain health care services or 
reimbursement for services unless this authorization is required to bill my insurance company.  

 

I authorize the disclosure of all information maintained in my Portal Account, including the following specific information as 
it may pertain to me (the following items must be initialed to authorize access to your Portal Account): 

_____ HIV – positive test results and HIV diagnosis 

_____ Mental health information and/or records 

_____ Genetic testing information and/or records 

_____ Other sexually transmitted diseases 

_____ Drug/alcohol diagnosis, treatment or referral information. Federal regulations require you to describe how much 
and what kind of information is to be disclosed: __________________________________________________________ 

Federal and/or state law may restrict re-disclosure of HIV-positive test results and HIV diagnosis, other sexually 
transmitted disease information, mental health information, genetic information and drug/alcohol diagnosis, treatment or 
referral information. 
 
The only circumstance when refusal to sign means I will not receive health care services is if the health care services are 
solely for the purpose of providing my health information to someone else, and this authorization is necessary to make 
that disclosure. My refusal to sign this authorization will not adversely affect my enrollment in a health plan or eligibility 
for health benefits unless this authorization is necessary to determine if I am eligible to enroll in the health plan. 
 
I may revoke this authorization in writing at any time, except to the extent that action has been taken in reliance upon this 
authorization. If I revoke my authorization, the information described above may no longer be used or disclosed for the 
purpose described in this authorization. Unless revoked earlier, this authorization will remain in effect for so long as I 
maintain a Patient Portal account. However, if I am under the age of 18, this authorization will expire when I turn 18 years 
old. 
 
 
 
_________________________________________________________________________________________________ 
Signature of Parent/Legal Guardian/Patient 18+  Print Name/Relationship to Patient  Date 
 
 
__________________________________________________________________________________________________ 
Signature of Patient (14-17years old) REQUIRED  Print Name     Date  
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