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System Access Request Form
Permission to access to these software applications is granted only with approval/authorization.
	Please fax completed application to:   508-383-8177
	

	First Name:
	MI:
	Last Name:
	Office Phone:

(xxx) xxx-xxxx
	Today’s Date:

	Department:
	Hospital Access Needed: MWMC   St. Vincent’s
	Last 4 digits DL#:

	Job Title:
	DOB:  (mm/dd)

	If no DL# available – last 4 digits of Government Issued ID: (passport): 
	Work Phone:

	Type of User:
	· Physician


· Physician Office staff



	Physician Office Name: 


Office Address:




	Medical Staff Services Use Only
	Provider credentialed by Medical Staff Services     Signature:

Date: __________

	Reason for Access:
	· Job requirements

· Change user Name

From Name: _________________ To Name: 




	Special Notes:
	


	Applications
	

	Check the applications which are necessary for your position:
	(   Meditech

(    Network 

(    Remote Access (login from remote location)

· Impax (View X-ray, etc)

· Other ___________




New users must also read, sign and fax the attached Electronic Data Confidentiality Agreement.
Employee Signature:
________________________________
Date:

Physician or 

Office Manager’s Signature:

Email:
Date: __________


New England Market  Information Systems

ELECTRONIC DATA CONFIDENTIALITY AGREEMENT

I accept my personal responsibility to protect confidential data/information from inappropriate disclosure.  I understand that this information may concern patients, employees, acquaintances, friends, a relative or neighbor of mine, or even me.

I acknowledge that my logon ID(s) is to be used only by me and that my password(s) must never be disclosed to anyone for any reason.  I will contact my supervisor in the event that I suspect knowledge of my personal logon ID/password has been gained by someone else.

I will sign off the computer system whenever I leave my device unattended.

I understand that the electronic mail systems are to be utilized for business purposes only.  I understand that any electronic communication between me and the recipient may not be considered private.  I can expect that mail services are monitored, and may be viewed and/or reproduced at any time.

I understand that Internet Browsing capabilities are to be utilized for business purposes only.  I understand that all internet usage is monitored and recorded, and the displaying, viewing, or printing of materials not directly related to my job or business activities is prohibited.

I understand that only facility tested, licensed, approved and owned software may be loaded on personal computers.  I agree to abide by license agreements.  Software will only be loaded by Information Services Department Staff.  

I understand my responsibility to notify my supervisor upon observation of any violation of Electronic Data Confidentiality Agreement.  I agree that, in the event I breach any provision of the Confidentiality Agreement, the Facility, has the right to reprimand me or to suspend or terminate my employment or volunteer status with or without notice at the discretion of the facility, and that I may be subject to penalties or liabilities under state or federal laws.  I agree that, if the facility prevails in any action to enforce this Agreement, the facility will be entitled to collect its expenses, including reasonable attorney’s fees and court costs.

Signature
Date

Telephone Extension
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