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eTenet Clinical Browser Physician Access Code Request Form

Physician Information:  This section to be completed by physician.

************PLEASE PRINT*********** 

Physician Name: ___________________________  ______________________ _________

Last
First
MI

Address: _______________________________________  ____________________________ __________


Street
City
Zip

Phone: (_______)_________________   Specialty: _______________________  UPN #: ______________

Tenet facilities where the physician has privileges:
(








(Hospital 1)




(








(Hospital 1)

Are you a member of a medical group?  Group Name: __________________________________________

Do you provide after hours coverage for another physician such that you need to have access to patient information for that physician?  

If yes, please provide the name of the physician: _______________________________________________

AFFIDAVIT OF COMPLIANCE

I agree to keep my access code confidential and to guard the confidentiality of all system information.  As a physician with medical staff privileges at a Tenet facility, I share responsibility for the protection of Tenet’s information assets and will be held accountable for maintaining their integrity, confidentiality, and availability.

I agree to access and use clinical data only for those patients to whom I provide professional medical services and agree that the clinical data is part of the patient’s medical record and therefore subject to the same law and regulations regarding confidentiality.  I also agree that if I compromise such confidential information, Tenet shall have the right to immediately terminate, without my notice, my authorization to use the clinical browser tool.  I further agree that I am responsible for the acts or omissions of individual members of my office staff who are granted access to patient clinical data and other system information.

Tenet Health System reserves the right to pursue legal prosecution under local, state, and federal statutes.




Physician Signature: ______________________________________________

Approval to be completed by Facility Security Officer:

Facility Security Officer: _____________________________________Date________________________

Signature

Physician Employee ID Code: 



Date:




reviewed\revised: 10/01


