Fountain of Hope Family Services
End User Information System Access Request
Employee Name:  _____________________________________EmpID not SSN____________________________
Email _________________________________________Phone__________________________

DeptID ________________________________________DeptName______________________

Position /Job Function ___________________________________________________________
DeptID Requesting Access To_______________________________________________ ____________________

Requestor Agreement
By signing this form, I certify that I have read and understand the statement of confidentiality of records. I understand that my FOHFS ID and password are to be kept confidential. Should I share this information, my access will be revoked.

Requestor Signature ___________________Date Signed____/____/20_____

Manager Approval (Only)
By signing this form, I approve this employee for access requested on the following pages, including access to confidential student and/or employee data.

Manager Approval___________________Date Signed___/____/20_____

Manager Name___________________Manager Phone (       )            -

Manager Email____________________________________
Access Request –Check Requested Items 
Access will only be granted if the proper training courses have been completed, and the functionality is required to perform your job. The FOHFS Training Team, in conjunction with the Finance, Human Resources, Inter Students. Information Security Officer has the final signoff on the access that should be granted.

____Accounting    ____HR      _____Clinical       ______Reports      ______Query    _______Web Site     ____Email
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