[image: image1.png]® ASHLEY COUNTY

MEDICAL CENTER




Physician
Workforce Access Authorization Form
(To be filled out by Department Director)
Description









     

New User Setup


Existing User 

Terminate Account

Start Date: 





Termination Date: 



User
First Name: 



 
Last Name: 






Home Department: 


Title: 


   
Employee #: 


eMail:







NPI:





Fax (or 870.364.1245):




              DEA:                                              __
Access Requirements: (Check all that apply)

__ Windows

__ VPN Remote-Access
(Requires TCND Agreement to be signed)

__ CPSI


__ Email (list groups)








__ T-System
__ OBIX

__ eCW
__ PACS
CPSI Security
Please provide a current physician that you want copied to this hire.
Name to copy from:________________________________________

Badge Number to copy from:________________________________
Department Director

Director Signature: 




 Date: 





Please fill out this form in its entirety.  The IT department will not setup a physician without this form being filled out and signed by the department manager.

Please provide under CPSI Security, a name and badge number of a physician that has the same security that you would like for this new hire to have access to.

Windows and CPSI have been preselected because every physician has to have both of these.  If you would like the physician to be on an email group, please specify which one you would like.

