
A.14.1.4                                           Copy – Medical Records        Copy – Parent /Legal Guardian              Effec. Date   10/2/20 
 

 
JOHNS HOPKINS MEDICINE Scan into patient record once completed 
Proxy Access Form – Incapacitated Child       
                          (0-17 years old)      

 

JOHNS HOPKINS MEDICINE MYCHART 

REQUEST FOR ACCESS TO INCAPACITATED CHILD’S MYCHART INFORMATION 
(please print clearly) 

 

Child’s Name:  ____________________________________________ Child’s Birth Date:  __________________ 
                                    (first)                              (middle initial)                                        (last) 

Address:                ____________________________________________ Phone #:       _______________ 
                                                                     (street address) 

 ________________________________________________ Medical Record #:   __________________ 

                                    (city)                                (state)                                         (zip code)                  (if known)  
 
 
To request access to your incapacitated child’s Johns Hopkins Medicine MyChart (“MyChart”) information, please complete and sign 
this form and return it to your child’s provider’s office. If you are a Johns Hopkins Medicine patient, you will need to have an active 
MyChart account to access your child’s MyChart information. If you are not a Johns Hopkins Medicine patient, a MyChart account will 
be created for you when this form has been processed. 

 
 
Parent /Legal Guardian Information 
 Parent’s/Legal Guardian’s       Parent/Legal Guardian’s  

 Name:        _____________________________________________________ Birth Date:          ____________________ 
      (first) (m. initial) (last)                     (required) 

 Address: ____________________________________________ Phone:                 ________________ 
 (street address)                      (required) 

 ____________________________________________ E-Mail Address:  ____________________ 
 (city)                                (state)                       (zip code - required)                         (required) 

 
Last 4 digits of Parent’s/Legal Guardian’s SSN (for matching purposes if you have been a Johns Hopkins’ patient): _________________ 

 

I understand that: 

 My access to my child’s MyChart information will be permitted only until my child reaches age 18. This MyChart age range 
limitation does not affect any legal right I have to access my child’s record by other means. I also understand that I may request a 
copy of my child’s medical record in paper or electronic format from the Health Information Management (Medical Records) 
Department at the Johns Hopkins Medicine location where my child receives care. 

 By signing below, I acknowledge that I have read and understand this MyChart Request and the MyChart terms and conditions, 
and I agree to their terms. 

 
 
I represent that I am the patient’s parent or legal guardian and that my child is incapacitated.   Incapacitated means the patient’s clinical 
team has determined the patient cannot make informed decisions about their medical care because they are not able to understand the 
risks and consequences of a procedure or treatment.   (Attach proof of legal guardianship status if applicable.) 

 
Printed Name of Parent/Legal Guardian:   ____________________________________________ 
 

Signature of Parent/Legal Guardian:  ___________________________________________   Date: _____/_____/_____   
                                                                                                                                                                         (required)       

 
This form is for signature only by a parent or legal guardian with parental rights for the child named above; do not submit this form if you 
do not have parental rights for the child named above.  


