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Radiology

PACS Access Request


Any access or use of PACS will be done as a requirement of the undersigned’s work, and will be subject to the terms of the LSUHSC-S Confidentiality Agreement and HIPAA Policies.


This form is required for access to PACS, and must be filled out completely and signed by the head of your department. Incomplete forms or forms with improper department head signatures can not be processed. Once this form is complete, it should be returned to the Radiology department in the Hospital, room 2H-16. Or you may fax the form to 56430. If you have any questions, please contact Courtney Cooper, at 56454.
****Complete entire form****

Printed Name:




LSUHSC-S E-mail Name (please print):

_____________________________

_____________________________


Employee Signature:



Social Security Number (Last four):

_____________________________

_____________________________

Employee Title (please print):


Employee Number/Doctor Number:






(Must include both for physicians)

_____________________________

_____________________________

Date:





Pager:

_____________________________

_____________________________

Department Head Signature:


Department:

_____________________________

_____________________________

LSU Health Sciences Center - Shreveport












