
 NINTH STREET 
INTERNAL MEDICINE ASSOCIATES, LTD. 

S:  Portal-RxHx-Contact 

 

To our patients: 

 

We are implementing two very important elements of our electronic health record program, The Patient Portal, and 

access to the Complete Prescription Medication History.  

The Patient Portal section of our electronic record will: 

 

1. Provide you access to important elements of 

your medical record including: 

 Medical summaries  

 Lab results 

 Visit summaries 

 

 

2. Facilitate secure email communications  

for non-urgent issues including:  

 Prescription refill requests 

 Referral requests 

 Appointment requests 

 Non-urgent messages to and from your care team 

We will respond to these email communications within 2 business days. 

 

PLEASE NOTE THAT URGENT MEDICAL ISSUES REQUIRING SAME DAY ATTENTION CONTINUE TO 

REQUIRE THAT YOU PHONE US.  In addition, if you rarely check your email please do not enable the portal. 

 

PATIENT PORTAL ACCESS REQUEST 

I request that NSIM provide me with access to the secure Patient Portal so that I can view portions of my medical record, 

send, and receive non-urgent secure messages regarding my health records, laboratory tests, and appointments. 

 

Email address: _________________________________________________________________________ 

 

________________________________________________________  ______________________ 

Print Patient Name        DATE OF BIRTH 

 

________________________________________________________  __________________ 

Patient Signature        Date 

 

Complete Prescription Medication History With this tool, we will have up-to-date information about all 

prescriptions given to you by all of your providers.  It will also help prevent adverse medication interactions.  

Please be assured that this is for the NSIM providers only.                                            
CONSENT TO OBTAIN MY COMPLETE PRESCRIPTION MEDICATION HISTORY 

 

I authorize NSIM to view my external prescription history.  My signature certifies that I have read and understand the 

scope of my consent and that I authorize access to my prescription medication history.   

If you do not wish to take advantage of this service, please check here.    

 

_____________________________________________        ________________________________ Date__________      
Print Patient Name            Patient Signature           

  

 

             
Witness        Date 

CONTACT PREFERNCES 

How would you prefer NSIM to contact you electronically for appointments reminders or to relay information? 

CHOOSE ONE ONLY:  (PLEASE CIRCLE) 

 

HOME PHONE                EMAIL            TEXT MESSAGE              CELL PHONE 


