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MultiCare Health System Intake Form 
Medical Academics - Puget Sound Region 

 

This form must be completed and processed through the appropriate MedAc region for the learner to obtain access to 
MultiCare systems. Return this form as one attachment, both pages, to Kareena.andreas@multicare.org 

 Visiting Resident  MD  DO NPI#_________________________ DEA#________________________ 

 Nurse Practitioner Student    

 Midwifery Student     

 Physician Assistant Student    

 Medical Student  

 

Is learner a MultiCare employee?   yes     no    

 
User information 
Last Name:  ________________________________________________________________ 
Legal First Name:  ___________________________________________________________ 
Middle initial:  ______________________________________________________________ 
Preferred First Name:  _______________________________________________________ 
Former names:  _____________________________________________________________ 
Last 4 digits of Social Security Number:  _______________________________________ 
Birth month:  _______________________  Day:  __________________________________ 
Personal address:  __________________________________________________________ 
City:  ______________________________________________________________________ 
State:  _____________________________________________________________________ 
Zip:  _______________________________________________________________________ 
Email:  _____________________________________________________________________ 
Cell phone:  _________________________________________________________________ 
Other phone, optional:  _______________________________________________________ 
Work phone, optional:  _______________________________________________________ 
Residency or School:  ________________________________________________________ 
  

MHS Sponsor:  Kareena Andreas 
 
All trainees are expected to meet with their supervising physician or provider prior to procedures.  The purpose 
of this is to have the trainee communicate to the supervisor their stage of training/education, their familiarity 
with the planned procedure, and focus areas where they would like feedback.  There should also be a discussion 
regarding the role of the trainee in the procedure. 

 
 
USER SIGNATURE:  __________________________________________________  
DATE: _______________________________________________________________ 

  

mailto:Kareena.andreas@multicare.org


MHS Confidentiality & Use Statement 

I understand that MultiCare Health System (“MHS”) Information Services (“IS”) provides a wide range of services and support to physicians and other 
healthcare providers, and their support staffs, within its service area, including the provision of practice management tools and access to electronic 
medical records and patient accounting systems. 

I acknowledge that MHS maintains patient records and information in a confidential manner. Information in patient records or information collected 
from the patient is kept in strict confidence in accordance with the Uniform Health Care Information Act, the Health Insurance Portability & 
Accountability Act, and other state and federal laws. Systems for the privacy and security of patient records have been developed and are an 
important part of protecting patient confidentiality. 

During the normal course of my duties at MHS, I may have access to confidential patient records, protected health information (PHI), Personally 
Identifiable Information (PII), sensitive business information and other types of information that must be kept in confidence by me. This information 
may be maintained by MHS within one or more Application(s) or System(s), for the purpose of providing treatment to my patients, business 
operations and other reasonable business practices. By having access to such information, I agree to abide by all MHS policies and procedures 
pertaining to access and use of MHS Application / System records. I understand such policies and procedures may change from time to time, and I 
agree to participate in appropriate Application / System user education and training on an ongoing basis, and to familiarize myself with all applicable 
MHS policies and procedures. 

I have reviewed the MHS policies and procedures regarding patient confidentiality and information security. As a condition of my access to and use 
of information maintained within MHS Application(s) / System(s), I agree to abide by all established MHS policies relating to patient confidentiality. I 
will not access patient records or information via hard copy or information system unless I have a “need to know” in order to provide medical care 
and treatment to my patients. 

I understand that entries in patient records within MHS Application(s) / System(s) are accessible by other health care providers, and once entered 
become part of the patient’s composite health record within MHS and cannot be removed or segregated from other records within MHS applicable 
to such individual patients, particularly with regard to any MHS Patient Care Information System(s). 

I understand that unauthorized use or disclosure of PHI, PII or other sensitive information may subject me to civil liability under state and/or federal 
law, and that improper disclosure may also constitute a crime. I understand and authorize MHS to monitor and audit my use and access of all MHS 
Application(s) / System(s). 

I agree to use and access PHI, PII and other sensitive information strictly for lawful purposes within the scope of my duties and responsibilities and 
for no other purpose. I accept responsibility for taking appropriate measures to secure my workstation. I also agree to keep my MHS Network System 
password(s) private and not share password(s) with others. 
 
I assure MHS that I will not, under any circumstances, use or disclose PHI, PII or other sensitive information for any unauthorized purpose, and I will 
take appropriate steps to protect the confidentiality of patient information and records. 
 
I will immediately report to the MHS Information Services Help Desk any observed or known violations of this user agreement by myself or others 
having access to MHS Applications or Systems. 
 
I understand that unauthorized use or disclosure of PHI, PII or other sensitive information constitutes a violation of my employment or my clinic’s or 
department’s agreement with MHS allowing access to MHS Application(s) or System(s), and that willful violation of MHS rules may result in 
termination of my access or my clinic’s or department’s rights to utilize MHS Application(s) or System(s). 
 
I have read and understand the above statements. 
 
___________________________________________   
User Name (Please Print)      
 
___________________________________________   
User Signature        
 
___________________________________________   
Date         
 

  Electronic-Signature Only:  By providing my e-signature, I understand that checking this box constitutes my legal signature confirming that I 
acknowledge and warrant the truthfulness of the information provided in this document and is the equivalent and has the same force and effect of 
my wet (handwritten) signature. 


