
Confidentiality and Information Security Acknowledgement

I have read the Confidentiality Policy, Computer Use and Security Policy, and the Information Security
Agreement. I understand my responsibilities and will abide by all the provisions identified.

Provide the name and signature of individual needing access.

~
Print Name Clearly

ast 4 digits of SS# ~h Month

ignature

Check the box that applies and provide the remaining information.

[] Physician    CDH Dr. #

Practice Name

Partner Name (1)

[] Physician Office Staff

Office Manager

Office Manager Email Address

Office Phone Number

Practice Name

Practice Address

Primary Physician Name

[] Contractor / Temp Worker / Vendor

Company Name

CDH Supervising Manager

CDH Department Name

[] Student

Circle Type: Nursing

School Name

Rehab Pharmacy Other

CDH Supervising Manager "~"~&’v;V~ ~T/::z~-P-.~:.-~ k_q~ g"~-" ? ~ ~

~/ CDH Department Name ~ ~ ~ g /’~~~/ ~~V .~6~ ~-

F~ completed form to 630-933-2588 - the "Provisioning Group"
Then call either Lisa Crank @ 630-933-1193 or Jennie Bernaden @ 630-933-6773 when faxed.

For CDH Use Only

Provision Provision Date UserID
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