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            Every age. Every vaccination.

Washington State Immunization Information System

System User Access Accounts for Providers (Multiple Users) 
Use this worksheet to request user accounts for multiple staff that will access the Washington State Immunization Information System. We will provide a temporary password for users which they will be required to change when they log into the system the first time. Make additional copies of this form if needed or download it from www.waiis.wa.gov. Please do not share passwords or user accounts. If you have questions, please contact our Help Desk at 1-800-325-5599 or 206-205-4141 or via email at iishelpdesk@kingcounty.gov. Please fax the form to 206-205-4146. 
System User Access Account – Washington State Immunization Information System
Login ID: _______________________ User’s Office Phone Number: __________________________ Ext. ___________



(minimum 4 characters*)   








    (include area code and extension, if applicable)   




First Name: ____________________________________ Last Name: _________________________________________
Name of Medical Organization: _______________________________________ Clinic Site: ______________________

Does user float? 




 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    

Does user administer vaccines?  

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   If yes, tell us the user’s credentials: __________________________
 







  















(e.g. MA, RN)

Work Email Address: ________________________________________________________________________________

System User Access Account – Washington State Immunization Information System
Login ID: _______________________ User’s Office Phone Number: __________________________ Ext. ___________




(minimum 4 characters*)   








    (include area code and extension, if applicable)   




First Name: ____________________________________ Last Name: _________________________________________
Name of Medical Organization: _______________________________________ Clinic Site: ______________________

Does user float? 




 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    

Does user administer vaccines?  

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   If yes, tell us the user’s credentials: __________________________
 







  















(e.g. MA, RN)

Work Email Address: ________________________________________________________________________________

System User Access Account – Washington State Immunization Information System
Login ID: _______________________ User’s Office Phone Number: __________________________ Ext. ___________




(minimum 4 characters*)   








    (include area code and extension, if applicable)   




First Name: ____________________________________ Last Name: _________________________________________
Name of Medical Organization: _______________________________________ Clinic Site: ______________________

Does user float? 




 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    

Does user administer vaccines?  

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   If yes, tell us the user’s credentials: __________________________
 







  















(e.g. MA, RN)

Work Email Address: ________________________________________________________________________________







If you have a disability and need this document in another format, please call 1-800-525-0127 (711-TTY relay)
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