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Your Name:   ________________________________________________________________________Date:___________________

                                        (First )
                    (Middle)                                (Last)
 
Phone #: _____________________________ Title/Position: _________________________________________________________

Practice Name: ______________________________________________________________________________________________
Primary Office Contact: _______________________________________________________________________________________        

Office Address: _____________________________________________________________________________________________

Please provide a PASSWORD that you would like to use :__________________________________________________________
         * Must be at least 6 characters long and include one number.  Do not use your username, real name or common words.

         * This password will be the same for both services listed below regardless of the option/options you choose.  

         * NOTE: Passwords are case sensitive so it will be entered EXACTLY as you have written it on the line.  
Please supply a challenge question and response:  (ie. What city were you born in, what is your favorite ice cream flavor)

Question: _______________________________________________
Response: _________________________________

PLEASE CHECK 
THE SERVICE OPTIONS THAT YOU WOULD LIKE ACCESS TO:
1-□ ELECTRONIC ORDER FORMS  (Order forms sent directly to the scheduling department via the Internet) 

        Please provide your E-MAIL ADDRESS: ______________________________________________________________________
        * When you complete electronic order forms online, a confirmation of your submission will be sent to this e-mail address. 
        * This email address will also serve as your USER NAME for the electronic order forms.
2-□ ELECTRONIC IMAGES & REPORTS  (PACS- Picture Archiving Communication System) 

         Please provide a USER NAME using your first initial and full last name:__________________________________________
  * Scottsdale Healthcare related physicians may use the above or their SHC user name or “m” number.
Fax this completed form directly to (480) 425-4087
I understand that access to protected healthcare information within SCOTTSDALE MEDICAL IMAGING’s information systems is covered by state and federal law, including but not limited to the Health Insurance Portability and Accountability Act.  Access to electronic patient records by the user requesting such on this form will be audited.  Access to records for any purpose other than relevant patient care is prohibited by law.

X _________________________________________________________________ (requestor signature)
LOG-IN REQUEST FORM


Electronic Order Forms (and/or)


Electronic Images and Reports 
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