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	User Information

	1
	First Name
	     


	2
	Last Name
	     


	3
	Email Address
	     


	4
	Phone Number
	     


	5
	Last four digits of Social Sec. #
	     


	6
	User Type
	 FORMCHECKBOX 
 Physician                   FORMCHECKBOX 
 Clinical Staff

 FORMCHECKBOX 
 Nurse/PA                   FORMCHECKBOX 
 Billing Staff
 FORMCHECKBOX 
 ARNP

	7
	JMH Provider Number (if applicable)
	     


	8
	Department (service)
	 FORMCHECKBOX 
 ENT

 FORMCHECKBOX 
 Medicine-Specialty _______________________
 FORMCHECKBOX 
 Surgery-Specialty  _______________________
 FORMCHECKBOX 
 Orthopedics-Specialty ____________________
 FORMCHECKBOX 
 Rehab
 FORMCHECKBOX 
 OB/GYN/GYO
 FORMCHECKBOX 
 Pediatrics-Specialty ______________________
 FORMCHECKBOX 
 Urology
 FORMCHECKBOX 
 Neurology

 FORMCHECKBOX 
 Neurosurgery

 FORMCHECKBOX 
 Anesthesia-_____________________________
 FORMCHECKBOX 
 Ophthalmology
 FORMCHECKBOX 
 Radiology

 FORMCHECKBOX 
 Other      

	9
	Requested Application
	 FORMCHECKBOX 
 Physician Coding System
Will this MD enter billing?   FORMCHECKBOX 
 
View only                          FORMCHECKBOX 
 
 FORMCHECKBOX 
 Lab Viewer

 FORMCHECKBOX 
 Note viewer

 FORMCHECKBOX 
 Transplant Flowsheet
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	Name (print or type)
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	Date

	
	
	
	

	Department Administrator

	Signature
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	Date

	
	
	
	


User Request form


Instructions for this form


Complete items 1-9 on your computer


Print this Form


Complete signatures at the bottom


Submit to:


Mary Murtha


Ryder Trauma Center – Rm T-237


PO Box 016960 (D-55)    Miami, Fl 33101


Fax: (305) 545-8590











