	Avatar Account Request/Change Form
Sacramento County - Department of Health and Human Services

	
	


	Select a password action:

	Effective Date of Change:       

	 FORMCHECKBOX 
 Add New        FORMCHECKBOX 
 Change Existing        (Complete 1 & 2)
	 FORMCHECKBOX 
 Deactivate   FORMCHECKBOX 
 Reactivate  (Complete 1 )


	1.  USER Information
LAST NAME
FIRST NAME

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Agency Name:
     
	Agency Liaison Email:
     

	SYSTEM CODE :       

	User Site Address: 
     

	User’s Phone Number:
     
	User’s Email:
     


	2.  ACCESS TYPE
Provider Roles
	County Roles

	 FORMCHECKBOX 
 ProvDE – Standard Data Entry role for Mental Health
 FORMCHECKBOX 
 ProvI – Inquiry role for Mental Health
 FORMCHECKBOX 
 ADSDE – Standard Data Entry role for Alcohol and Drug
(below require additional training and/or approval)

 FORMCHECKBOX 
 ProvFiscal – Access to advanced billing reports

 FORMCHECKBOX 
 ProvSched – Access to the Scheduler Option

 FORMCHECKBOX 
 ProvAdmit – Access to perform program admissions


	 FORMCHECKBOX 
 MAccess – Standard Data Entry role for Access Team
 FORMCHECKBOX 
 MADMIN – Data Entry role for Mental Health Admin

 FORMCHECKBOX 
 MADMINI – Inquiry role for Mental Health Admin
 FORMCHECKBOX 
 MMHTCDE – Standard Data Entry role for Treatment Center
 FORMCHECKBOX 
 MMHTCI – Inquiry role for Treatment Center
 FORMCHECKBOX 
 MCCMS – Data entry role for CCMS
 FORMCHECKBOX 
 MFiscal – Standard role for Fiscal staff

	COMMENTS:      


User Acknowledgement Agreement
This AVATAR account request abides by employee and contractor obligations and County of Sacramento Information Security Policy and HIPAA Privacy and Security policies and practices. Federal and state laws govern access, protection and privileges associated with management of Protected Health Information (PHI) and Personally Identifiable Information (PII). By requesting account access, this user understands the responsibility to safeguard a patient's right to privacy and agrees to only access information for patients and functions where this user's job duties involve treatment, payment or operations for Sacramento County operated or contracted behavioral health programs. 
Avatar Use Only
	Signature: _____________________________ Date: _____________________ 

Changes or new requests, including name changes, require supervisor signature. 
I authorize the requested access for the employee whose signature appears above:

Supervisor Name (Print):____________________________________ Phone: (_____ ) _____ - ______
Supervisor Signature: ________________________________________ Date: _____/ ______/ ______

	Received:
	

	
	Training:
	

	
	Processed:
	

	
	By:
	

	
	USERNAME:
	

	
	Comments:



