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Modified for use in Idaho 
GAIN ABS User Information
	Mail this completed form to the WITS Coordinator per the check list.
If you have any questions about this form, please e-mail the WITS Helpdesk at DBHWITSHD@dhw.idaho.gov  or call 208-332-7316.


	Today’s Date: 

	User INFORMATION

	Agency name:      

	GAIN ABS User First Name:      

	GAIN ABS User Last Name:      

	Phone number:      

	E-mail address:      

	Address:      

	City:      
	State:      
	Zip code:      

	Staff ID: To be assigned by SUD

	Does the USPS package (addressed to Denise) include a completed GAIN Usage Agreement for this user?  |_| Yes      |_| No 

	

	Permissions

	(Please select the permissions for this user. According to HIPAA guidelines, a person should only have enough access necessary to perform his or her job. Also, the number of users that have permission to delete assessments, transfer assessments, and receive assessments should be limited.)

	|_| Create assessments 

	|_| Edit assessments (If this GAIN ABS user will be completing assessments in more than one session, he or she must have this permission.)

	|_| Read/review assessments

	|_| Generate/edit GAIN Recommendation and Referral Summaries (G-RRS)

	|_| Read/review GAIN Recommendation and Referral Summaries (G-RRS)

	|_| Generate/edit Quick Recommendation and Referral Summaries (Q-RRS)

	|_| Read/review Quick Recommendation and Referral Summaries (Q-RRS)

	|_| Generate Personalized Feedback Reports (PFR)

	|_| Generate full assessment reports (full list of items and responses)

	|_| Generate Validity Reports

	




GAIN Usage Agreement
 (Last updated By GAIN June 20, 2007)

By signing below I am agreeing to:

· use the GAIN only if I (or my agency) have a valid GAIN license agreement.
· represent the GAIN only as a tool for research or program evaluation and, if used clinically, as one of several sources of information that should be combined with clinical judgment in making diagnosis, placement and other clinical decisions.
· not train others to use the GAIN until I have been certified, or not otherwise misrepresent my certification level to others. 

Name:		___________________________________________________________

Agency:	___________________________________________________________

Address:	___________________________________________________________

		___________________________________________________________

Phone:		___________________________________________________________

Fax:		___________________________________________________________

E-mail:		___________________________________________________________

Grant Program (if applicable):__Not  Applicable________________________________

Grant # (if applicable):_ Not Applicable_______________________________________

Sponsor/Funder (if applicable):__ Not Applicable_______________________________

GAIN License #:  Idaho Project License

________________________________________			____/_____/_________
Trainee Signature							Date (MM/DD/YYYY)

________________________________________
Print Trainee’s Name 							

________________________________________			____/____/__________
GAIN Certified Trainer						Date (MM/DD/YYYY)

________________________________________
Print Trainer’s Name 

Trainer, Please initial All that apply:
___ GAIN Coursework Certificate		
___ GAIN Administration Certification	


