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IBRS / IDRS Confidentiality & User Agreement

By authority of IC 16-37-1 the Indiana State Department of Health is implementing the Indiana Birth Registration System (IBRS) and the Indiana Death Registration System (IDRS).  This form is to be used to register users and allow system access.  

By signing this form, the User acknowledges the conditions under which access to the IBRS / IDRS is granted, and agrees to be held to these conditions:

· To maintain system confidentiality (Users who violate these laws will have access to the IDRS immediately revoked by the State Registrar).  

· All users shall safeguard their user ID, password and PIN number (if applicable).
· All users shall agree to keep their user ID, password and/or PIN number (if applicable) confidential.
· All users shall periodically change their password. 
Facility / User Information
Type of account:       FORMCHECKBOX 
 new user        FORMCHECKBOX 
 modify account access
Check the system(s) you need access to:       FORMCHECKBOX 
 IBRS        FORMCHECKBOX 
 IDRS

Facility Name: __________________________________________________________________

______________________________________________________________________________


Print Employee Name



Date (month, day, year)

     
Employee Signature











New user State issued drivers license or state ID number: _____________________________
New user date of birth: __________________________________________________________
______________________________________________________________________________
Site Manager’s 
Name



Date (month, day, year)


Site Manager’s Signature      

Site Manager’s E-mail: _____________________________
Telephone: ___________________
Send completed form and a photocopy of the new user’s state issued DL or ID to:
Vital Records Department

Indiana State Department of Health

2 North Meridian Street

Indianapolis, IN 46204

~Or~

Fax to the IBRS/IDRS Support Center at 317-233-5956

Please copy and use additional sheets as necessary.

 IBRS / IDRS Facility Location Information 
User Name: __________________________________________________________________




First







MI








Last
To E-mail:____________________________________________________________________
CC E-mail: ___________________________________________________________________

	1
	Office Association Name: 

	
	Address: 

	
	City:                                                            State:                                 ZIP: 

                           

	
	Telephone number: (          )                                                                Ext:


	
	Check all that apply for this location
Birth User Type:
      FORMCHECKBOX 
Certifier
 

 FORMCHECKBOX 
Administrative Staff 
Death User Type:       FORMCHECKBOX 
Physician 


 FORMCHECKBOX 
Coroner 



 FORMCHECKBOX 
Deputy Coroner 


                            FORMCHECKBOX 
Health Officer 
        FORMCHECKBOX 
Funeral Director 

 FORMCHECKBOX 
Administrative Staff 

License number (if applicable):  _____________________ Term Expires:_____/_____/____


	2
	Office Association Name: 

	
	Address: 

	
	City:                                                            State:                                 ZIP: 

                           

	
	Telephone number: (          )                                                                Ext:


	
	Check all that apply for this location
Birth User Type:
      FORMCHECKBOX 
Certifier
 

 FORMCHECKBOX 
Administrative Staff 
Death User Type:       FORMCHECKBOX 
Physician 


 FORMCHECKBOX 
Coroner 



 FORMCHECKBOX 
Deputy Coroner 


                            FORMCHECKBOX 
Health Officer 
        FORMCHECKBOX 
Funeral Director 

 FORMCHECKBOX 
Administrative Staff 

License number (if applicable):  _____________________ Term Expires:_____/_____/____



	3
	Office Association Name: 

	
	Address: 

	
	City:                                                            State:                                 ZIP: 

                           

	
	Telephone number: (          )                                                                Ext:


	
	Check all that apply for this location
Birth User Type:
      FORMCHECKBOX 
Certifier
 

 FORMCHECKBOX 
Administrative Staff 
Death User Type:       FORMCHECKBOX 
Physician 


 FORMCHECKBOX 
Coroner 



 FORMCHECKBOX 
Deputy Coroner 


                            FORMCHECKBOX 
Health Officer 
        FORMCHECKBOX 
Funeral Director 

 FORMCHECKBOX 
Administrative Staff 

License number (if applicable):  _____________________ Term Expires:_____/_____/____
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