Publisher Access Request Form


(Please note that all shaded fields are required information. Incomplete request forms will delay processing.)


Applicant Information:

	Name:
	
	NSID:
	

	
	Last Name, First Name, Middle Name or Initial
	
	(e.g. abc123)

	Email:
	
	Phone:
	

	
	
	
	

	Department:
	



Access: (choose one)
This request is to:   FORMCHECKBOX 
  grant access      FORMCHECKBOX 
  modify access      FORMCHECKBOX 
  remove access 
Folder Access: (access is restricted to U of S Faculty and Staff; choose all that apply)

General Folders (please choose at least one)
 FORMCHECKBOX 
  Administrative - for use by College/Department Staff providing administrative support for SiRIUS

 FORMCHECKBOX 
 Advisor – for use by College/Department Staff who advise students
College Folders (access to these folders is restricted to members of the college only)
 FORMCHECKBOX 
 CCDE


 FORMCHECKBOX 
 Dentistry
 FORMCHECKBOX 
 Education


 FORMCHECKBOX 
 Engineering

 FORMCHECKBOX 
 Graduate Studies


 FORMCHECKBOX 
 Kinesiology
 FORMCHECKBOX 
 Law


 FORMCHECKBOX 
 Nursing
 FORMCHECKBOX 
 Pharmacy and Nutrition


 FORMCHECKBOX 
 STM
Administrative Unit Folders (access to these folders is restricted to members of the administrative unit only)

 FORMCHECKBOX 
 SESD – Awards
 FORMCHECKBOX 
 SESD – Convocation


 FORMCHECKBOX 
 SESD – Registration
 FORMCHECKBOX 
 SESD – Student Care


 FORMCHECKBOX 
 SESD – Transcripts
 FORMCHECKBOX 
 SESD – Admissions


 FORMCHECKBOX 
 SESD – Recruitment
 FORMCHECKBOX 
 SESD – ASC


 FORMCHECKBOX 
 SESD – Open Studies
 FORMCHECKBOX 
 SAT 
I have read and agree to abide by the University of Saskatchewan Data Management, Data Access and Data Use Policy. 
[Policy document available online at http://www.usask.ca/university_secretary/policies/operations/4_38.php]
Applicant Signature:  





  
Date: 














mm/dd/yyyy

College Dean or Department Head Authorization:

As the authorized college/department representative, I approve the access requested by the above named employee. If this employee leaves my college/department, I will notify SIS Security immediately so that system access may be removed.

Authorized Signature:  






Date:  













mm/dd/yyyy

Printed Name:  







Phone:  


Signed completed form should be forwarded to SIS Security, John Mitchell 272.


For SIS Security Use Only:

Additional information:

	

	

	

	

	

	

	

	

	


