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This form identifies who is authorized to be the Organization Administrator(s) for your organization.

All Fields Required

Organization Name: 






 Phone Number: 








Address/City/State/Zip:
 













Organization Administrators are responsible for authorizing all user additions, changes, and deletions for the organization for all HealthBridge services. They are also responsible for periodically confirming that all organizational users are current and accurate. Please identify the authorized Organization Administrator(s) for your organization below.  

Authorized User Administrators Only
	First, Middle, Last Name, and Job Title

	User Admin Signature
	Phone

	Email Address

	Please Indicate:
Add, Delete or Change (State the change)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	 
	
	 
	 
	 

	 
	
	 
	 
	 

	
	
	
	
	


By signing below, I certify that I have the authority to grant these privileges for my organization.  
(Must be a physician, practice manager, resident supervisor, contract signature, etc.)
__________________________________________________
 




 Organization Representative Printed Name 
   Signature 

 Date 
__________________________________________________
 




The Health Collaborative Representative Printed Name 
   Signature 

 Date
Send this completed form to info@healthcollab.org
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