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	Encounter new user request

	Completion of this form is voluntary, but is required in order to have access to the LTCare Encounter Reporting System.

	Name – User (First)
	(Last)
	Telephone Number
	Extension

	     
	     
	(   )      
	     

	Address 1

	     

	Address 2
	City
	Zip Code

	     
	     
	     

	E-Mail Address
	Fax Number

	     
	(   )      

	User Preferred Login ID
	Organization(s) ID (assigned numeric ID)

	     
	     

	Role Requested – Higher Levels Include Lower Level Access (i.e., certifier can purge and submit)

	 FORMDROPDOWN 


	Name - Supervisor
	Telephone Number
	Date of Request

	     
	(   )      
	     

	After this form is completed the supervisor must email it to DHSSOSHelp@wi.gov and CC the user on the form to ensure the email contact information is correct and the supervisor approved the request.
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