
Methodist Healthcare System 
Remote Access Request Form 

Please fax completed form to 210-510-6018 
*Hand written forms not accepted*

Personal Information (*Required Fields- necessary for account creation and verification): 
  First Name:* Middle Initial:   Last Name:*   Date Of Birth:* 

Personal Address:*   City, State, Zip:*   Personal Phone (Text capable preferred):* 

Personal Email:*   Work Email: [If applicable]   3/4 User ID [Existing Methodist Access) 

  Two Factor Authentication Method: 
     Text              eMail               Voice 

Practice Information (*Required Fields) 
 Practice Name:*   Specialty:  Practice Phone Number:* 

Practice Address:*   City, State, Zip:* 

Practice Manager:*   Practice Manager’s eMail:* 

Are you a physician? 
Yes   No 

If yes, degree? (MD, DO, etc) Are you credentialed with Methodist Healthcare System? 
Yes                    No 

Application Access 
Meditech PatientKeeper Portal Radiology PACS 

If you require specific Meditech access, provide a current user to mirror (both required) 
  User Full Name:                                                   User ID (i.e abc1234): 

Rev 1/2018 

I understand that the password assigned to me for accessing the above designated application(s) is to be held in STRICT
CONFIDENCE, cannot be shared with other users, and is only to be used in the manner designated in the appropriate

Physician Sponsor Name (Printed):  ___________________________________________________________________ 
(Or Insurance Group Admin) 

Physician Sponsor Signature: _______________________________________________________ 
      (Or Insurance Group Admin)

 Required 

Date: ___________________________ 



Provider Confidentiality and Security Agreement 
Note: this form to be used for non-employed physicians, providers and their non-HCA-employed staff. 

General Rules 

Protecting Confidential Information  

Following Appropriate Access 



e.g

Doing My Part – Personal Security 
e.g.

e.g.

Upon Termination 
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