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Deactivation Form for Employee Departure

Re: CareNet UserID or CareNet Clinician Listing 

Please complete the following information when an employee leaves your employment and fax to Mid-South immediately upon the employee’s departure from your agency, so his/her CareNet user privileges to your Provider site will be deactivated.  

Please complete this form if one or more of the following reasons apply (please check each that apply):

__   Departing employee has a Mid-South CareNet UserID.

__   Departing employee was listed on the Clinician drop-down listing on the add treatment billing page. 

Employee Name:   First: __________________ MI: ___ Last:  ____________________ 

Program Name of Specific Provider Site:  ___________________________________

Date employee left employment at site listed above: __________ (month, day and year)

If applicable, date of last face-to-face or group session this employee provided to a CareNet treatment client at the provider site listed above: _______________ (month, day and year)

The following is requested to be completed, if applicable:

If the above employee had user privileges or was listed in the clinician drop down box at another Provider site (satellite office) within your company name, please list additional Provider site information below:

Program Name of Specific Provider Site:  ____________________________________

Date employee left employment at site listed directly above: __________ (month, day and year)

If applicable, date of last face-to-face or group session this employee provided to a CareNet treatment client at the provider site listed directly above: _______________ (month, day and year)

Program Name of Specific Provider Site:  ____________________________________

Date employee left employment at site listed directly above: __________ (month, day and year)

If applicable, date of last face-to-face or group session this employee provided to a CareNet treatment client at the provider site listed directly above: ________________ (month, day and year)

 Name and phone number of person completing this form:  _______________________________________________________________________

Comments (if necessary): __________________________________________________

_______________________________________________________________________
_______________________________________________________________________

Please submit this form to Linda Proper at Mid-South for processing [Fax: (517) 337-8578].  If there are questions, please call Linda at 517 337-4406 X-107.  In the near future, this form will be placed on the Mid-South website: www.mssac.com (under CareNet).  
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