Alameda County Behavioral Health Care Services
Clinicians Gateway Staff Authorization Request Form

PLEASE TYPE ALL REQUEST FORMS SUBMITTED TO THE HELP DESK

 FORMCHECKBOX 
  New   FORMCHECKBOX 
  Update   FORMCHECKBOX 
  Disable





Date of Request:     
Clinician must obtain a Staff ID # and Network Username before requesting a CG account.
	InSyst Staff # / Username:
	     /     
	Provider Name:
	     

	CG Staff Personal Info:

	First Name:
	     
	Last Name:
	     

	Professnl. Suffix
	                      (i.e. LCSW, MD, etc.)
	Job Title:
	     

	Day Phone # :
	     
	E-mail Address:
	     

	Provider Address:
	
	 FORMCHECKBOX 
  Daily Staff Log in CG

	City:
	     
	 FORMCHECKBOX 
  LPHA ( licensed professional in the healing arts )

	State, Zip:
	     
	 FORMCHECKBOX 
  Can Review / Co-sign Notes

	 
	
	 FORMCHECKBOX 
  Review / Co-sign of Notes is Required

	Provider Contact Person:
	     
	Provider Phone # :
	     

	


	Please check ALL the Clinician’s Gateway Group authorization requests for this Staff:

	

	 FORMCHECKBOX 
  BHCS Employee
	 FORMCHECKBOX 
  Contract Organization (not Alameda County Employee)

	 FORMCHECKBOX 
  Face Sheet Access Only
	 FORMCHECKBOX 
  FSP Forms;    FSP Name:      

	 FORMCHECKBOX 
  View Notes Only
	 FORMCHECKBOX 
  AB3632 – Database Data Entry

	 FORMCHECKBOX 
  Clinician who Provides Services
	 FORMCHECKBOX 
  AB3632 – Database Viewing

	 FORMCHECKBOX 
  Doctor who Provides Services
	 FORMCHECKBOX 
  Information Systems Staff

	 FORMCHECKBOX 
  Clinical Admin (support or supervision)
	 FORMCHECKBOX 
  Information Systems Administration

	 FORMCHECKBOX 
  Change the Reviewer of a Note Role (supervisor)
	 FORMCHECKBOX 
  BHCS Senior Management – Global Viewing

	


	Please list ALL Provider Reporting Unit Numbers associated with this Staff:


	RU# 
	     
	RU# Name:
	     
	RU#
	     
	RU# Name:
	     

	RU# 
	     
	RU# Name:
	     
	RU#
	     
	RU# Name:
	     

	RU#
	     
	RU# Name:
	     
	RU#
	     
	RU# Name:
	     

	RU# 
	     
	RU# Name:
	     
	RU#
	     
	RU# Name:
	     

	


SEND FORM TO:







System Support Staff:

IS System Support Services






Web Portal Created?____E-Sig____Conf____
1900 Embarcadero Cove, 4th Floor




Oakland, CA 94606







Help Desk Log # _______________________
Tel 510-567-8181, Fax 510-567-8161




his@acbhcs.org
    QIC 28004






Date & Name__________________________
