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                 DDD Office Use

	Submitted by:____________________________

Approved by:_____________________________

Date of Approval:_________________________

Domain:_________________________________
UID:_____________________________________


State of New Jersey 








Submitted by:____________________________

Department of Human Services – Division of Developmental Disabilities

Approved by:____________________________

Community User Application Form






Date of Approval:_________________________

Systems Username and Password Application
	Agency Name
	     
	Federal ID #
	     

	Address 1
	     

	Address 2
	     

	City, State, Zip
	     

	CEO Name
	     
	CEO Telephone and Extension
	     


	First Name
	     
	Middle Initial
	     
	Last Name
	     
	Last 4 Digits of SS#
	     

	Telephone and Extension
	     
	Unique E-Mail 
	     
	If DDD Employee, Provide User Name used to log into your computer
	     


Disclosure on Confidentiality and Protected Health Information

I understand that as a representative of _____________________, as a provider of services to clients under the direction of the New Jersey Department of Human Services, Division of Developmental Disabilities (Division), that the Agency and its employees are bound by N.J.S.A 30: 4-24.3 Confidentiality of Client Records, P.L. 104-191 Health Insurance Portability and Accountability Act, N.J.A.C 10:41 Records Confidentiality and Access to Client, Division, and Provider Records, and any other applicable state or federal law or regulation.  To ensure the protection of these records the Agency will be responsible for immediately notifying the Division in the event that the employee is terminated, leaves the Agency, or for any reason no longer serves in the capacity where accessing this information is a part of their job duties, so that the Division can remove that employee as a user of all DDD applications. The Agency and its employee further recognizes that unauthorized access to any DDD site requiring authentication is strictly forbidden.  The Agency and its employee agree to use DDD applications only for authorized purposes with the understanding that confidentiality of client information and Protected Health Information is of the utmost importance.  The Agency and its employee agree not to use a code, access a file or retrieve any stored information other than where explicitly authorized. The Agency and its employee understand that all information stored in, transmitted or received through this site is explicitly for the purpose of providing quality services and care to clients and it is to be used that end.  The Agency and its employee further understand that representatives of the Department are authorized to monitor the use of the site to ensure that it is being used in a manner consistent with the Department's policies and interests.  
__________________________________________

________________

                                                         Applicant Signature



                    Date

__________________________________________

________________

                                                         CEO Signature




                    Date

	Requesting Access to:
	FTPS System


One form with original signature must be completed and submitted for each applicant.   All fields are required.  Incomplete forms will not be accepted.  Mail completed forms to: 
DDD 

P.O. Box 726 

Trenton, New Jersey 08625-0726

Attention:  Olmstead Unit
