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	CARES AUTOMATED SYSTEMS ACCESS REQUEST
(CSA requests go to DCF Security-Form DCF_F_2923-E)
	STATE OF WISCONSIN


Send all requests to your authorized Security Officer. Provision of a four-digit PIN and Secret Word is mandatory. Failure to provide a four-digit PIN and Secret Word will result in the denial of your request. The department is legally responsible for protecting the confidentially of personally identifiable information.
[bookmark: Dropdown5][bookmark: _GoBack][bookmark: Text60]Request Type: 				 Other      
	SECTION 1: GENERAL INFORMATION

	[bookmark: Text71]1. CARES ID (if not new)      
	2. DWD WI Logon ID
[bookmark: Text72]     
	[bookmark: Text16]3. WAMS ID
     
	4. Employer Name
     
	5. Private Employer
[bookmark: Check24][bookmark: Check25]|_| Yes    |_| No 

	6. Name 
     
	7. Email Address
     
	8. Telephone Number – Work
[bookmark: Text3][bookmark: Text52][bookmark: Text24](     )      
	9. 4 digit PIN (Required)
     

	10. Secret Word (Required)
     
	11. Agency Name
     
	12. County / Tribe or Consortium
     
	13. Agency Start Date
     

	14. Name – Supervisor
     
	[bookmark: Text6]15. Telephone Number – Supervisor
[bookmark: Text53][bookmark: Text44](     )      
	16. Agency Type
[bookmark: Dropdown2][bookmark: Text55]  Other:      

	SECTION 2: SYSTEMS ACCESS

	17. Choose the System(s) (below) for which access should be ADDED or DELETED.      *Requires WiEXT Account       **Requires WAMS ID

	System Name
	Add
	Delete
	System Name
	Add
	Delete
	System Name
	Add
	Delete

	CARES
	[bookmark: Check7]|_|
	[bookmark: Check8]|_|
	CWW**
	[bookmark: Check59]|_|
	[bookmark: Check60]|_|
	IMMR

	KIDS
	|_|
	|_|
	ECF**
	[bookmark: Check53]|_|
	[bookmark: Check54]|_|
	IM Management Reports
	|_|
	|_|

	EXTRANET*
	|_|
	|_|
	EBT (Choose one)
	FSET Reports
	|_|
	|_|

	EOSP/Control D 
	[bookmark: Check51]|_|
	[bookmark: Check52]|_|
	EBT- Issuance
	|_|
	|_|
	IMQA Reports (IMQA Tool Users Only)
	[bookmark: Check55]|_|
	[bookmark: Check56]|_|

	
	
	
	EBT- Repayment
	[bookmark: Check19]|_|
	[bookmark: Check20]|_|
	[bookmark: Text74]WEBI ID (if not new)      
	
	

	[bookmark: Text73]Other:      

	SECTION 3: SYSTEMS ACCESS SUPPLEMENT

	18. Security Level

	19. Worker Type (ES, WP)

	20. Job Function Code

	21. County/Tribe Number
[bookmark: Text70]     
	22. Location Code
     

	[bookmark: Dropdown6]23. BV/FRAUD Access (pos 3) 
	[bookmark: Dropdown7]24. Primary CARES Access (pos 4) 


All CARES users wanting Update Access in their own agency and/or Consortium/Region should fill out this section
	25a. Please check the IM Consortium offices to be added or removed
	25b. Please check the W2 Region(s) offices to be added or removed
	25c. Please check the FSET Region(s) offices to be added or removed



	|_| Bay Lake
|_| Capital
|_| Great Rivers
|_| MilES
	|_| Moraine Lakes
|_| WKRP
|_| Central
|_| East Central

	|_| Northern
|_| Southern
|_| Western

	|_| North Central
|_| Northeast
|_| Northwest
|_| Southeast
|_| Southwest
|_| Western
	|_| Milwaukee East Central
|_| Milwaukee Northern
|_| Milwaukee Southern
|_| Milwaukee West Central
|_| FSC All
	|_| Region 1
|_| Region 2
|_| Region 3
|_| Region 4

	|_| Region 5
|_| Region 6
|_| Region 7
|_| Region 8

	|_| Region 9
|_| Region 10
|_| Region 11


	[bookmark: Check49][bookmark: Check50] 26. Individual Offices |_| Add	 |_| Remove	     


User Agreement for Access to the Wisconsin Department of Health Services Systems
I have a legal and ethical responsibility to protect the confidentiality and security of all protected data and information to which I have access to via the Wisconsin Department of Health Services (DHS) system application(s). Confidential information may include but is not limited to: financial information, client/patient-identifiable information, or protected health information. This information is protected by state and federal laws. In order to be granted data about DHS clients that we serve, I agree to the following:
I will not in any way access, use, divulge, copy, release, sell, loan, review, alter or destroy any confidential information except as properly and clearly authorized within the scope of my job and all applicable policies and laws. I will not redisclose any information I have accessed unless needed to complete my authorized task and as allowed by law.
I acknowledge the receipt of my IDs and passwords. I understand that passwords are the equivalent of my signature and I am responsible for their use.
If I know of an actual or attempted privacy or security violation or inappropriate use or disclosure of this data, I will notify my Security Officer and supervisor.
It is my responsibility to inform my supervisor and Security Officer, in writing, when I am leaving employment. When my association ends, I will no longer access confidential information and will not take any confidential information with me.
I understand that my actions in this system may be intercepted, monitored, recorded, copied, audited or inspected by and disclosed to authorized personnel. Any improper use or unauthorized access of this system may result in administrative disciplinary action and civil and criminal penalties. By signing this form and continuing to use DHS system(s), I consent to these terms and conditions.
By the entry below of my typed name between two forward slashes “/             /”, I indicate that I am the person named and that I adopt this entry as my legal electronic signature on this document.  After completing the signatures, please email this form to DHSCARESSecurity@wisconsin.gov 
	SIGNATURE – User
/               /
	Name 
     
	Date Signed 
     

	[bookmark: Text19]Organization      
	Title      

	SIGNATURE – Supervisor
/               /
	Name 
     
	Date Signed 
     

	SIGNATURE – Agency Security Officer
/               /
	Name 
     
	Date Signed 
     

	Telephone      
	Email      

	SIGNATURE – County/Tribal Security Officer
/               /
	Name 
     
	Date Signed 
     

	SIGNATURE – State Security Officer
/               /
	Name 
     
	Date Signed 
     



