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Children's Connect Consent Form 
Thank you for your interest in Children's Connect, an easy-to-use Internet tool that provides you quick and secure online access to 
some of your child's health information. To sign up for access to your child's Children's Connect record, please complete both pages 
of this form and return it to the address shown below. If you would like to access an adult child's Children's Connect information, 
please ask your Children's Physicians office for the appropriate form, or print one online at www.ChildrensPhysiciansOmaha.org. 
Once the Children's Physicians office completes your application process, you will be mailed an enrollment letter that contains your 
Children's Connect access code. You must have this letter in order to log into the Children's Connect health portal. 

Parent/Guardian Information (all sections required - please print clearly) 

Name (last, first, middle initial) _________________________________________________________________  

Your Social Security Number (last 4 digits)_______________________  Your Date of Birth ____________________  

Street Address ______________________________ City _________________  State _____  Zip __________  

E-mail Address _____________________________________________ Phone Number ____________________  

Primary Children's Physicians Office   

Please provide the following information for each child. (All fields are required. If you have more than 4 children for whom you 
would like access, please request another form or print one from www.ChildrensPhysiciansOmaha.org. 

A. Name (last, first, middle initial) _____________________________________________________________  

Date of Birth______________________________________________________________________________  

Relationship to child    parent      step-parent       foster parent        Other ______________________ 

B. Name (last, first, middle initial) _____________________________________________________________  

Date of Birth______________________________________________________________________________  

Relationship to child    parent      step-parent       foster parent        Other ______________________ 

C. Name (last, first, middle initial) _____________________________________________________________  

Date of Birth______________________________________________________________________________  

Relationship to child    parent      step-parent       foster parent        Other ______________________ 

D. Name (last, first, middle initial) _____________________________________________________________  

Date of Birth______________________________________________________________________________  

Relationship to child    parent      step-parent       foster parent        Other ______________________ 

Please note the following limitations for Children's Connect based on your child's age. These age range limitations do 
not affect any legal right you have to access your child's record by other means. To request a paper copy of your child's record, 
contact your child's Children's Physicians office directly. 
• If your child is age 0-13, you will be granted full access to your child's Children's Connect record. 
• If your child is age 14-18, you will be granted partial access to your child's Children's Connect record [e.g., appointment 

scheduling, immunizations]. 
• Once your child reaches age 19, you will no longer have access to your child's Children's Connect record. 

Please fill out the back side of this form. Then, send your completed form to your primary Children's Physicians office 
location. Addresses are available online at www.ChildrensPhysiciansOmaha.org. 

See back side.  
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CP Childrens Connect Consent Form-MR300048-0410 

Children's Connect Terms and Conditions CP Childrens Connect Consent Form-MR300048-0210 

 
• I understand that Children's Connect is intended as a secure online source of confidential medical information. If I share my 

Children's Connect ID and password with another person, that person will be able to view my child's health information. I agree 
that it is my responsibility to select a confidential password, to maintain my password in a secure manner, and to change my 
password if I believe it may have been compromised in any way. 

• I understand that Children's Connect contains selected, limited medical information from a patient's medical record and that 
Children's Connect does not reflect the complete contents of the medical record. I also understand that a paper copy of a 
patient's medical record may be requested from the patient's Children's Physicians office. 

• I understand that access to Children's Physicians is provided by Children's Physicians as a convenience to its patients and that 
Children's Physicians has the right to deactivate access to Children's Connect at any time for any reason. I understand that use 
of Children's Connect is voluntary, and I am not required to use Children's Connect. 

• By signing below, I acknowledge that I have read and understand this Children's Connect Consent Form and I agree to its terms. 

 

 

 

 

______________________________________/_________________________ 

Signature of Parent/Guardian                                             Date (required) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

For Office Use Only 
________________________________________________/_____________________________/_______________________ 
Staff Signature      ID Verification Type  Date (required) 
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