
 

 
PATIENT PORTAL AUTHORIZATION FORM 

 
 

Please issue a username and temporary password for access to the patient portal at 
Spine and Pain Centers to: 

 
 
 
 

Patient Name:   
 
 
 

DOB:   
 
 
 
 

E-Mail Address:   
 
 
 
 
 
 
 
 

Patient’s Signature:   
 
 
 
 

Your username and temporary password will be emailed to you at the address 
listed above. 
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