
Instructions for Citrix Access Forms 

FORMS MUST BE LEGIBLE. 
Typed forms preferred but neatly handwritten forms are acceptable. If 
not legible, the form will be returned delaying the application process. 

Complete Section # I .  
For the Office Acronym, leave this item blank. 
For Site Name, indicate your hospital's name. 

Complete Section #3. 
Indicate your First Name, Middle Initial, and Last Name. 
Leave user name BLANK. 
Enter the last 4 digits of your SSN as they will be required for 
verification if you need your network password reset by DOH. Please fill 
in your email address. If you do not have one please provide your direct 
supervisor's email address. This is very important, as most 
communications regarding the e-Vitals Electronic Birth Registration 
System are sent via email. 

Complete Section #?'. 
Circle the Function Group role you are requesting. 

0 Complete Section #12. 
Print Name, Sign and date 

Complete Section # 14. 
Have your supervisor print their name, sign, and date 

PLEASE FAX OR EMAlL FORMS TO THE FOLLOWING: 

FAX NUMBER: 1-866-624-8321 
EMAIL ADDRESS: vsqastaff@doh.state.fl.us 
Please allow 2 - 3 weeks to be processed. 

Any cancellations of access forms must be done in writing either by 
email or fax to: 

FAX NUMBER: 1-866-624-832 1 
EMAI L ADDRESS: vsqastaff@doh.state.fl. us 
Please note: 
IF A USER'S ACCOUNT REMAINS INACTIVE FOR 90 DAYS THE USER 
ACCOUNT WILL BE DELETED AND IN ORDER TO REGAIN ACCESS 
THE ENTIRE APPLICATION PROCESS MUST BE REPEATED 



Communications Service 
1-866-624-8321 

Site Natne: 
Address 1 : 
Address 2. 
CitylStatelZip: 
10 Digit Phone: 

Address 1 :  
Address 2: 
CitylStatelZip: 

i Same as Site Infolmation 

Title: 
Username: 
Ernail Adclress: 
Phone: 
LAST 4 SSN: 
Fax. 

4. Justification for Access 
e-Vitals Electronic Birth Registration - Governance $252 

6. Applications Needed 

7. Function Grp: Hosp Admin Birth Registrar 
(CIKCLL ONt) 

9. Cost 

Number of months requested: 
Monthly charge ($). s 
Total Charge: $ _- _ 

1 I. User's Acknowledgement 

I (rchnowletlge tlrrrf remote rrccetr ir for officicrl Jicrte brrtinas prrrporer 
orr!y a ~ t d  tlrrrt tlre rrse of DOH conrputer (rnd ~tehvorh co~~neetio~rs nr(ry be 
nronitor~~rl c r l  arrl( lime lo r r r  rrrre contplirrtrce ~villr DOI I  policia. 

13. Supervisor's Achnowleclgement 

I lrrrve revie~verl ~vrilr i l ~ e  rrser. pertinent DOH policier, ritclrrtliit'y brrt not 
linrrtetl to flrote rc~l(rted to o~*erlitne crntl rnt?r[)6,~r~tog' tinre, tecrrri~s ~ n ( 1  
contI)rrrer rrte, a t ~ d  teleconr~~urtirrg. 

15. System Administrator's Acknowledgement 

I hrrve revie~vetl t l t i ~  C i t r i ,~  i lccea Retlrrerl. A N  itrforrnrrtion OII thir 
rerlrrat i r  nccrrr(rte rrtz(l crN reqrriretl signtrtrrrer rrre volirl. 

17. Director/Administrator's Acltnowledgement 

I, t11e CIIIS/CFID Director, Proprcmr Ofjice Drrector, or ~lrlnrrttistrrrtiw 
Director ~rrtltorize DOH I T  to ennble C i t rk  uccetr for illis ~rter. By 
contpletirrg tltit fornr, rrtv of'jre crcceptc olljinrmcicrl obligrrtionr 
crs$ocinted ~villr tlris rerlrrert. 

For 

5. DateIPeriod Needed 
From (MMIDDIYYYY): 

To (MMIDDIYYYY): Indefinite 
8. Network Shares Needed 

(\\server\shared-directory\folder) 

10. Billing Information 
EO: SAMAS ORG Code: 
OCA: 
Version: FID: 

12. Print User Name: 

User Si, nnattrre: 

Date: 

14. Print Supervisor Name: 
- 

Supervisor Signatt~re: 
-- - 

Date: 

16. Print System Administrator Name: 

System Administrator Signature: 
Date: 

IS. Print DirectorlAdministrator Name: 

DirectorIAdministrator Signature: 
--- Date: 

Office Use Only 

Incomplete: Approved: Rejected: 
Comments: 

19. Security Administration Signature 20. Date 




