
Check your personal records anywhere, 
anytime using a computer, smartphone or tablet.

Make more informed health decisions for 
yourself and your family.

Manage your entire family’s healthcare  
in one spot.

Save valuable time with online communication 
and scheduling tools.

Access your medical information on the go!  
Download the free portal app at your Apple or Android 
store. Enter FollowMyHealth in the search field.

Access Your Medical 
Information ONLINE!

Create your FREE portal account using your 
smartphone and you can access your medical 

records before you leave our office!
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Click the registration link in 
the email you receive from  
noreply@followmyhealth.com.

Create your portal login 
using a unique username 
and password.

Enter the invitation code 
provided by your medical 
organization and click 
“Agree” to the release of 
information.

You will receive two emails:  
 

•  One welcoming you to the portal 

•  One confirming your connection with our organization

You now have 24/7, secure online access to our patient 
portal and your medical information!

GET STARTED
IT’S AS EASY AS 1, 2, 3



 

 
          Authorized Individual Proxy Portal Form 
Patient Name  Medical Record Number (For office use only) 

   
   
   
   
 
Please Provide the following authorized individuals information to receive a proxy invitation: 
ALL INFORMATION IS REQUIRED. 
 
First Name 
Last Name: 
Email Address: 
Last Four(4) of social security number or birthday year: 
Note: The last four (4) of the individual's SSN or the birthday year is used as the security code and will be 
required to be entered by the proxy when they are setting up the account. 
 
Relationship to patient: Put an X in the field that applies to you. 
 
  Relationship    Relationship 

  Mother    Brother 
  Father    Sister 
  Step Mother    Step Brother 
  Step Father    Step Sister 
  Guardian    Aunt 
  Spouse    Uncle 
  Grandmother    Attorney 
  Grandfather    Power of Attorney 
  Caregiver    Other 

Please specify other:  
 
Telephone Number:  (           ) 
Street Address: 
City: 
State: 
Zip Code: 
 

         
Printed Name of Parent/Patient/Legal Representative     Signature of Parent/Patient?Legal Representative          Date 
 

                            
        Witness Signature              Date 

 
 


	Company Name: OMNI Healthcare


