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C.   
  ACHN 
  Cermak  

Primary 
 
 

  Core Center  
  J H Stroger   

Location 
 

 Juv Det 
 OFH  

(check one) 
 

  Provident 
  Public Health 

D.  
Access Duration 

          _____ /_____ / _____    --   _____ /_____ / _____ 
              Start Date                        End Date  
(End date for temporary users such as students, volunteers, residents & contractors) 
 

  County Employee (No end date)  EMP# Req ______________ 
____________________________________________________ 
Medical Department or ACHN Site or Public Health Site 

E.   Special Access     Cook County email         VPN             Peds Pt Assign*        HealtheRegistries 
 Teletracking same access as:______________________________    Zeiss same access as _____________________________ 
   Share Drive Request (please input path): 

F.  Cerner        Check 1 below or request access the same as (existing user) _____________________________________________ 
 
 

 APP Cardiology 
 APP Critical Care 
 APP Dermatology 
 APP Family Medicine 
 APP Internal Medicine 
 APP Specialty 
 APP TRAUMA 
 APP Urology 
 APP Vascular 
 APP Women’s Health 
 Dentist 
 ED PA/NP 
 ED Physician 
 ED Physician Admin 
 ED Resident  
 ED Student Junior  
 ED Student Senior  
 Fellow Cardiology 
 Fellow Colorectal 
 Fellow Critical Care 
 Fellow Endocrinology 
 Fellow Nephrology 

 Fellow Neurology 
 Fellow Oncology 
 Fellow Pulmonary 
 Fellow Rheumatology 
 Genetic Counselor 
 Nurse APN 
 Nurse APN Anesthetist 
 Nurse APN Cermak 
 Nurse APN II 
 Nurse APN Oncology 
 Nurse APN Psych BH 
 Physician 
 Physician Amb 
 Physician Anesthesia 
 Physician Assistant 
 Physician Assistant Amb 
 Physician Assistant BH CHS 
 Physician Assistant Oncology 
  Physician Cardiologist 
 Physician Colorectal 
 Physician Core 
 Physician Critical Care 

 Physician Dermatology 
 Physician Endocrinology 
 Physician Family Medicine 
 Physician Gastroenterology 
 Physician Internal Medicine 
 Physician Nephrology 
 Physician Obstetrics 
 Physician Oncology 
 Physician Ophthalmology 
 Physician Psychiatry 
 Physician Pulmonary 
 Physician Radiologist 
 Physician Urology 
 Physician Vascular 
 Physician Women’s Health 
 Physician w/Scheduling Tools 
 Psychiatrist BH 
 Psychiatrist CHS 
 Psychologist BH 
 Psychologist CHS 
 Psychologist w/Scheduling  
 Resident 

 Resident Allergy/Immunology 
 Resident Anesthesia 
 Resident BH 
 Resident Cardiology 
 Resident Critical Care 
 Resident Dermatology 
 Resident Family Medicine 
 Resident Gastroenterology 
 Resident Internal Medicine 
 Resident Obstetrics 
 Resident Rad 
 Resident Trauma 
 Resident Urology 
 Resident Vascular 
 Resident Women’s Health 
 Student APN BH 
 Student Med/PA pre-clin - Non ED 
 Student Medical Clinical 
 Student Pharmacist 
 Student Psychologist BH 
 Student Therapy 
 Student Trauma 

Cerner  FirstNet  ED:         PROV         ADULT        PEDS        TRAUMA 

G. 

Request 
authorized  
by   
 
( Department 
Chair or 
Director ) 

Signed ________________________________________ 
 
Print Name _____________________________________ 
 
Phone or pager _________________________________ 

 
Title 

 

* Signed  ________________________________________ 
 
Print Name  ________________________________ 
 
Phone or pager ______________________________________ 

 
Title 

 

CCHHS Computer Sign-On Request Form  
Network:  ______________________ 
 
Cerner:   _______________________ 
 
Other:  

                                   Medical 

A.     Add      Change access or personal info         Inactivate          Re-new 

B.    

 
___________________ 
Healthcare Credentials  
(e.g., DDS, DO, MD, OD, PA-C) 

Last              

 

First            MI  
 

 
____________________________ 
Cook County ID badge #  or last 2 of SSN 

 
______________________________ 
NPI 
 
______________________________ 
State License # 

 
______________________________ 
Taxonomy 
 
______________________________ 
DEA 

 

With my signature, I affirm that I received, read, and will abide by 
the Information Security Rules of the Behavior. 
 
______________________________________________________ 
User’s Signature  

 
_______ / _______ / 20____      ____________________ 
Date                                                      Firm/Agency, if non-County 
 
_________________________________________________ 
Position or Title 

mailto:help@cookcountyhealth.org
Chiara Santiago

Chiara Santiago
X

Chiara Santiago
Santiago

Chiara Santiago
Chiara

Chiara Santiago
MD

Chiara Santiago
01

Chiara Santiago
125081384

Chiara Santiago
1407504194

Chiara Santiago
220068

Chiara Santiago
14

Chiara Santiago
25

Chiara Santiago
Plastic/General Surgery resident

Chiara Santiago
UI Health

Chiara Santiago
X

Chiara Santiago
01

Chiara Santiago
14

Chiara Santiago
25

Chiara Santiago
06

Chiara Santiago
30

Chiara Santiago
26

Chiara Santiago
X

Chiara Santiago
X

Chiara Santiago
justin chang, MD

Chiara Santiago
X

Chiara Santiago
X


