
Primary Site:

 MHA Admin Read-Only  MHA/AHP Unlicensed

MHA Clinical Read-Only MHA MOA

MHA Physician/NP - FFS MHA Youth Worker - Insite

MHA Physician/NP - Contract/Salaried MHA Youth Worker - Strength

MHA Supervisor MHA Youth Worker - SWT

MHA RN/LPN MHA Student

MHA/AHP Licensed SSW 13 - Transitional Housing

Additional Comments

Print Name: E-mail:

Additional Sites:

PROVINCIAL EMR MHA NEW USER ACCESS REQUEST FORM

EMR Start Date (yyyy/mm/dd):

Name:

*For Health PEI sites: Approval can be provided by Network Managers or Clinical Leads
*For Non-Health PEI Sites: Approval is listed in the Participation Agreement

Phone Number:

Email Address:

Occupation:

USER INFORMATION

PROVIDER ADDITIONAL INFORMATION

EMR SIGNING AUTHORITY APPROVAL*

CLINIC INFORMATION

EMR ROLE

Signature: Date:

P l e a s e  s u b m i t  c o m p l e t e d  f o r m s  t o  e m r s u p p o r t @ g o v . p e . c a  
T h i s  f o r m  m u s t  b e  c o m p l e t e d  f o r  a l l  n e w  u s e r s  o f  t h e  E M R  s y s t e m .  

P l e a s e  a l l o w  5 - 7  b u s i n e s s  d a y s  f o r  E M R  a c c e s s  t o  b e  s e t  u p  a n d  t r a i n i n g  s c h e d u l e d .

End Date (for temporary users):

Billing Number: License Number:

Requires own appointment schedule: Yes No
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