CABINET FOR HEALTH AND FAMILY SERVICES

DEPARTMENT OF COMMUNITY BASED SERVICES
TWIST ACCOUNT REQUEST [image: image1.png]



Please Check One:
 FORMCHECKBOX 
New User Request
 FORMCHECKBOX 
Change to Existing User

	


Please Check Domain:


 FORMCHECKBOX 
 CHFS  

Network Login ID:

	



 FORMCHECKBOX 
CIT (Non-CHFS users)
Request #:
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	Name (Last) 
	(First)
	(Int.)

	Request Date:
	DOB:
	 SSN: 

	Job Classification:
	Educational Level/Type of Degree:

	Office Phone:
	E-Mail Address:

	Office Address:

	Name of Supervisor:
	Supervisor Phone:

	USER SIGNATURE:                                                                                                                                   DATE:

	SUPERVISOR SIGNATURE:                                                                                                                     DATE:


ALL fields must be completed, including the User and Supervisor signature.  Hand written information must be legible.  Failure to complete all information will result in the user not being granted access and the form will be returned to the Supervisor.
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This Section to be completed by System Administrator
	Processed By:                                                                                                                              Date:

	County:                                                                                                Region:


After the administrator grants staff access, please scan/email the TWIST Account Request and CHFS-219 forms to Twist.Audit@ky.gov in care of the Office of Administrative Technology, Security and Audits Branch (OATS), for review.


Revised 03/11
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