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STEP BY STEP ACCESS 

 to CACFP Web-based Claiming 

 
  Complete the form Authorization for Online Health Commerce System (HCS) 

Access (DOH-5158). 

 

 

 Complete the form Account Request for HCS (DOH-5039). 

 

 

 Mail the completed forms, from Steps 1 & 2, to: 

NYSDOH DON Child & Adult Care Food Program – CIPS 

150 Broadway Room 650 

Albany, NY 12204 

 

 

 HCS will email the HCS application forms to the HCS Director and HCS 

Coordinator. 

 

MAIL THE COMPLETED AND SIGNED FORMS BACK TO HCS. 

 

 

 HCS will send a PIN # to each account holder to activate his or her HCS 

account. 

 

 

 Notify CACFP when your HCS accounts are activated. 

 

This must be done by the HCS Director or HCS Coordinator. 

 

Send email to: 

CACFPFISCAL@health.ny.gov 

 

 

 CACFP will confirm your CIPS accounts are active. 

 

 

  

CONGRATULATIONS! 
You are ready to begin using CIPS! 

STEP 1 

STEP 3 

STEP 4 

STEP 5 

STEP 6 

STEP 7 

STEP 2 
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Step 1. Complete the form Authorization for Online HCS Account Creation (DOH-5158) 

Complete the Authorization for Online HCS Account Creation, enclosed. Your Board Chair or equivalent 

(non-profit organization) or the Owner (for-profit organization) must sign the top part of this form. This 

person then designates staff who will be referred to by HCS as the Director and the Coordinator for the 

organization. The HCS Director does not have to be the director of your organization. 

As defined by HCS, the Director binds your organization to NYSDOH and must agree to abide by the 

policies and procedures for accessing and using data and information contained in the HCS network. The 

HCS Coordinator maintains the organization user accounts and contact information. Tasks of the HCS 

Coordinator include requesting new user accounts, informing NYSDOH when users leave the 

organization, and adding new organization administrators or additional Coordinators to the system. The 

HCS Coordinator is the person who will be the principal point of contact concerning HCS access. The 

Coordinator will also have access to the HCS Coordinator page of the HCS web site to add additional 

users for the organization. An organization may have more than one HCS Coordinator. CACFP 

recommends that at least one of the organization’s Coordinators be the CACFP Sponsor Administrator. 

Step 2. Complete the form Account Request for HCS (DOH-5039) 

Please Note: If the Director or Coordinator already has an existing HCS Account, please indicate the 

HCS User ID in the space provided on the Account Request form. This information is needed so the 

account is not duplicated. Steps 3-6 must still be completed, even if an HCS account already exists. 

Step 3. Mail the completed forms, from steps 1 & 2, to CACFP 

Mail the original signed copy of the Authorization for Online HCS Account Creation form (DOH-5158) 

and the Account Request for HCS form (DOH-5039) to: 

NYSDOH DON Child & Adult Care Food Program – CIPS 

150 Broadway Room 650 

Albany, NY  12204 

Once CACFP receives this information, we will request that HCS establish your organization’s Director 

and Coordinator HCS accounts. 

Step 4. HCS emails application forms to the HCS Director and HCS Coordinator(s) 

HCS will e-mail an application form (with the information you provided pre-filled) for each HCS account 

requested. Follow all instructions provided by HCS as follows: 

 Print form(s) 

 Have all signatures notarized 

 The Director must sign their own form, as well as each Coordinator’s form 

 Mail the original signed copy of these forms to HCS using address provided in the email 

 Keep a copy of the notarized form to use for account activation 

Step 5. HCS will send a PIN # to each account holder to activate his or her HCS account 

About 2 weeks later, the HCS Director and HCS Coordinator(s) will be notified that their account 

requests have been processed. A PIN and activation instructions will be mailed to each account holder. 

Follow the instructions in the letter. If you have any difficulty activating your account, call HCS 

Commerce Account Management Unit Help Desk at 1-866-529-1890 Option 1 for assistance. 

HCS account holders will receive periodic e-mail from HCS to confirm that account information is up to 

date. Prompts will be sent to update passwords every 60 days. It is important that HCS account holders 

log in occasionally, as accounts not used for a period of five months will be inactivated. 

Step 6. Notify CACFP when your HCS accounts are activated (this must be done by the HCS 

Director or HCS Coordinator.) 

Send email to CACFPFISCAL@health.ny.gov when you have activated your HCS account. 

Step 7. CACFP will confirm each CIPS account is active 
You will not be able to use CIPS until this happens. 

We will email a CIPS training manual to each HCS Director once the CIPS accounts are active. 

mailto:CACFPFISCAL@health.ny.gov


NEW YORK STATE DEPARTMENT OF HEALTH 
Child and Adult Care Food Program 

Authorization 
for Online Health Commerce System (HCS) Account Creation 

 

USDA is an equal opportunity provider and employer. 
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CACFP Agreement #________________ 
 
 _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

 NAME OF SPONSORING ORGANIZATION 
 
 
 
Please complete this form to begin the process of obtaining an HCS account to access CACFP web-based applications. 
 
 
SECTION 1 
 
I hereby authorize the persons listed in Section 2 to be responsible for assigning security access to other staff members, monitoring staff capability to 
accurately enter information, assuring that access to the HCS account is used only for authorized purposes and protecting the information from 
alteration or corruption. 
 
Original Signature _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
 CHAIR OF THE BOARD OF DIRECTORS OR OWNER 
 
Print Name ____________________________________________________________________________________________________________________________________________________________          Chair of the Board of Directors         Owner 
 
Date _________________________________________________________________  
 
 
SECTION 2 

HCS DIRECTOR 
 
The HCS Director establishes a binding agreement with NYS Department of Health to access HCS and abide by the policies and procedures for using 
information within the HCS network. The HCS Director has the highest security level for the organization and can function as the HCS Coordinator OR 
can designate one or more staff members for that position. 
 
Original Signature _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
 
Print Name ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
 
Title ________________________________________________________________________________________________________________________________________________________________________________________________________________ Date ________________________________  
 
 

HCS COORDINATOR 
 
The HCS Coordinator is responsible for managing the organization’s user accounts including requesting new accounts, informing NYSDOH when users 
leave the organization, and adding additional Coordinators to the system. The Coordinator is the principal point of contact concerning HCS access. 
 
Original Signature _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
 
Print Name ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
 
Title ________________________________________________________________________________________________________________________________________________________________________________________________________________ Date ________________________________________________________ 
 
For authorization of each additional Coordinator: photocopy this page, complete Section 1, leave the HCS Director section blank. 



USDA is an equal opportunity provider and employer. 
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NEW YORK STATE DEPARTMENT OF HEALTH 
Child and Adult Care Food Program Account Request for HCS 
 

CACFP Agreement #________________ 
 
DIRECTOR (one per organization) 

Full First Name: 

Full Middle Name: 

Full Last Name: 

Month of Birth: Day of Birth: 

Job Title: 

Work Address: 

Office Phone/Ext: Office Fax: 

E-Mail Address: 

NYSDOH Health Commerce System ID (if one exists): 

Date Completed: 

 
COORDINATOR (one or more per organization) 

Full First Name: 

Full Middle Name: 

Full Last Name: 

Month of Birth: Day of Birth: 

HCS Director’s Name (from above): 

Work Address: 

Office Phone/Ext: Office Fax: 

E-Mail Address: 

NYSDOH Health Commerce System ID (if one exists): 

Date Completed: 

 
Mail to: 

NYS DOH CACFP 
Riverview Center, 150 Broadway, Suite 650 

Menands, NY 12204-2719 
 

FOR OFFICE USE ONLY 

Request sent to HCS by _____________________________________________________________________ Date______________________________ 
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