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Digital Information Sharing Agreement

What fields do | need to complete on the digital Information Sharing Agreement for processing?

The Department of Health- Office of Immunization has upgraded the agreement for Washington State
Immunization Information System access from a paper application to a digital webform. This reference
guide will help you through the application process.

Note: These agreements are for organizations and institutions, not individual users to gain access to the
Washington State Immunization Information System.

1. Enter the name of your organization on the highlighted line:

This agreement (“Agreement”) is between the Washington State Department of Health (‘DOH") and
B (“Provider”) for the exchange of inmunization data.

DA DALIMM

2. Select one option that best describes your organization:

s Provider/Plan is: (check one):
*
) A public agency, corporation, or other entity with individual shareholders, members, officers,

employees, contractors, or other personnel who are authorized under Washington law to provide
health care or public health services to individuals.

* _
() A health care service contractor authorized by the Washington Insurance Commissioner to sell
health insurance to, and/or administer health insurance plans in Washington State.
) A school, school district, childcare program, Head Start organization, and/or ECEAP grantee
authorized to provide or coordinate health care services for students through personnel who are
authorized under Washington law to provide such services.

*
U An individual authorized under Washington law to provide health care services to individuals.
O A federal or state government agency that is authorized by law to provide health care or public
health services.
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3. You must select a checkbox. If you do not, your information sharing agreement will be
considered incomplete and will be sent back. A new agreement will need to be submitted for
review.

e If you are the only person completing and signing this document, select- “I will be
the only signer.”

e If you need a credentialed provider to sign the provider signatory, please select
“There will be a separate provider signatory.”

D [ will be the only signer

ATTA

There will be a separate provider signatory

You must make a selection. Select box one if you will be the only signer, select box two if a provider signature is needed.

TIP: Whomever signs as the Provider Signatory, must have an active WA state medical
license. This will help determine if you should select the “only signer” or the” separate
provider signatory” option.

4. Fill out your organization’s contact information. Enter the date in which you are
filling out the agreement to the “agreed on” section of the document.

Provider/Plan:

Contact Person and Title:

Organization: *

Mailing Address; *

City/State/Zip: *

Phone: * Fax: Email: *

DOH:

Organization: Washington State Department of Health Office of Immunization
Mailing Address: PO Box 47843

City/State/Zip: _QOlympia, WA 98504-7905

Phone: 1-360-236-3595 or 1-866-397-0337

AGREED onthis*___ day of * 20
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5. If you are the only signer, both the Agency Signatory:
agency signatory and provider * Qlick here to sign
signatory will appear for your Signature

* *Enter your job title

completion (as shown in the photo).

MName, Title Please Print

If you selected “there will be a
separate provider signatorv”. vou Provider Signatory: (The Agency’'s licensed hea
p P g Yy consultant, or other authorized health care provid:
will onIy be responsible for signing the operation and management of Agency’s healt
. . . Washington State unless the provider is part of th
the agency signatory section and will provider is part of a tribal health care system and
email this agreement to the provider

(participant 2) for their signature. *Click here to sign

Signature
Note: At the end of the application, * *Enter your job title
there will be a space to provide the

Name, Title Please Print
provider’s email address. *

Credential Number

Credentialing State if not Washington

6. Please keep page 8 attachment B for your records, this page does NOT need to be returned to DOH
for processing.

7. Add a clinic contact or system

. Primary Contact Name:
administrator for your .
organization here: Phone:

Title: Enteryour job title

*
Email Address:
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‘s oy Assign to next participants X
8. After you have selected “sign

you WI” see a bOX that says, ”aSSign To complete the form please enter the information for the next participant. They will receive an
P email to complete this form.
to next participants”. You only need

to fill out information for participant Pacticipant2 A
two |f you indicated on the You only need to fill out information below for participant 2 if you indicated on the informati
. . . on sharing agreement that there will be two signers. If you are the only signer, please leave t
|nf0rmat|0n Sha”ng agreement that his section blank and select next. Read Less
there will be a separate provider First name Last name
Signatory. Enter first name Enter last name

Email address Confirm email address
If you are the On|y Signer, please Enter email address Enter email address
leave this section blank and select +Add Message

next.

9. You will then be asked to “Enter
Your Information.” This step is asking Enter Your Information
to verify your email address. Please
ensure that you enter your email
address and then select “verify” when
you get the email in your inbox. If you m
miss this step, your agreement will
not send to the next participant for
completion.

Please enter your email and then click to sign this document.

Email

10. You have submitted your agreement!

What'’s next? Depending on your selections, your agreement will be sent to either your second
participant for signature or to the Office of Immunization- Data Quality team. Once the Data Quality
team receives your application, we will review it for completeness and accuracy and send it to our
director for approval. Once approved, the contact person listed on the Information Sharing Agreement
will receive a signed, emailed copy. Please save this for your records. All new digital agreements will
expire 3 years after approval.

’ ‘ Questions? Contact the Data Quality team at pchoiisa@doh.wa.gov
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