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FIORIDA AGENCY FOR HEAILTH CARF ADMINISTRATION



  INTERNET ACCESS REQUEST/NEW USER APPLICATION FORM

	1. Facility Information 

	Facility Type
	 FORMCHECKBOX 
 Hospital      FORMCHECKBOX 
 AmSurg      FORMCHECKBOX 
 HMO      FORMCHECKBOX 
 NH       FORMCHECKBOX 
 ALF                    

	Facility Name
	     

	License Number
	     
	AHCA/File # 
	     

	Contact Person
	Last      
	First      

	Phone number with extension
	(     )  -          Ext         
	Contact Title 
	     

	E-mail address of the contact person
	     

	By my signature, as the Administrator or Risk Manager, I request AHCA to grant internet access to the persons named in section #2, after applicant has read and signed section #3.  I further acknowledge it is my responsibility to notify AHCA to deactivate the account at employment departure.

Date:  _     ___________    Signature :_ _____________________________________    Title:       _______     

	2. List of Individuals Authorized to Submit Reports

	List the names and titles of the individuals authorized to submit reports. A separate account and user ID will be established for each person submitting reports to the Agency.

	Name/Title of Authorized Person
	E-mail Address  *Required*
	Title   **Required**

	1.      
	     
	     

	2.      
	     
	     

	3.      
	     
	     

	4.      
	     
	     

	3. Signatures of Authorized Individuals

	By accessing this system, I am agreeing to follow the Agency for Health Care Administration’s policies regarding acceptable use and protection of confidential health care information and will abide by the following requirements:

· Do not disclose or lend your USER ID AND/OR PASSWORD to someone else.

· Do not browse or use this information for unauthorized or illegal purposes.

· Do not make any disclosure of this data that is not specifically authorized.

· Do not intentionally cause corruption or disruption of these files.

By submitting electronic reports, I am affirming that the information contained in the reports is true, correct, and can be relied upon by the recipient pursuant to Florida law.

                                                                Signature                                                                                                              Date

	1. 
	Date:      

	2. 
	Date:      

	3. 
	Date:      

	      4.
	Date:      

	Fax to:
E-Mail to: 
	Fax:  (850) 921-5459                Telephone:  (850) 412-3731
riskmgmtps@ahca.myflorida.com  
	Internal AHCA

 FORMCHECKBOX 
 Approved

 FORMCHECKBOX 
 Denied

 FORMCHECKBOX 
 Returned to Provider


