RESEARCH SUMMARY for DIAGNOSTIC IMAGING SERVICES REQUESTS





Please refer to separate pages…“NOTES for Completing the Form”


Please attach addendums for any areas where insufficient space is encountered and reference them in the space available on this document.


Study Name: � FORMTEXT ��     �…�
Principle Investigators: � FORMTEXT ��     ��
�
Number of Patients: � FORMTEXT ��     ��
Duration of Study: � FORMTEXT ��     ��
Record Retention Requirements: � FORMTEXT ��     ��
�
Campus Participation:       � FORMCHECKBOX �� Civic CH        � FORMCHECKBOX �� General GH        � FORMCHECKBOX �� Riverside RI�
Imaging is: � FORMCHECKBOX �� clinically indicated/OHIP billable    � FORMCHECKBOX �� Non-clinical/research funded (see notes)�
�
Campus: � FORMTEXT ��     �  No. of pts. � FORMTEXT ��     � Test: � FORMTEXT ��     �� FORMTEXT ��     �  No. tests/pt. � FORMTEXT ��     �    � FORMCHECKBOX �� clinical � FORMCHECKBOX �� research�
Variables (see notes) specific to the research beyond standard test protocol?  � FORMCHECKBOX �� Yes � FORMCHECKBOX �� No�
�
Campus: � FORMTEXT ��     �  No. of pts. � FORMTEXT ��     � Test: � FORMTEXT ��     �� FORMTEXT ��     �  No. tests/pt. � FORMTEXT ��     �    � FORMCHECKBOX �� clinical � FORMCHECKBOX �� research�
If yes, explain: � FORMTEXT ��     ��
�
Campus: � FORMTEXT ��     �  No. of pts. � FORMTEXT ��     � Test: � FORMTEXT ��     �� FORMTEXT ��     �  No. tests/pt. � FORMTEXT ��     �    � FORMCHECKBOX �� clinical � FORMCHECKBOX �� research�
Research forms, etc. to be completed by radiologists:  � FORMCHECKBOX �� Yes  � FORMCHECKBOX �� No�
�
Campus: � FORMTEXT ��     �  No. of pts. � FORMTEXT ��     � Test: � FORMTEXT ��     �� FORMTEXT ��     �  No. tests/pt. � FORMTEXT ��     �    � FORMCHECKBOX �� clinical � FORMCHECKBOX �� research�
Research forms, etc. to be completed by technologists: � FORMCHECKBOX �� Yes  � FORMCHECKBOX �� No                                             (If yes to either, describe in summary addendum)�
�
Funding: � FORMCHECKBOX �� Peer-Reviewed   � FORMCHECKBOX �� Industry   � FORMCHECKBOX �� Other (specify) :� FORMTEXT ��     ��
Identify radiologist(s) recruited to this study: � FORMTEXT ��     ��
�
Name & address to invoice: � FORMTEXT ��     ��
�
�
Name of research co-ordinator: � FORMTEXT ��     ��
Identify any radiologist’s fee agreements for this study: � FORMTEXT ��     ��
�
Co-ordinator’s phone no. � FORMTEXT ��     �          e-mail address: � FORMTEXT ��     ��
�
�
Radiation Safety Committee Approval Required:   � FORMCHECKBOX �� Yes   � FORMCHECKBOX ��  No  


Radiation Safety Committee Approval Requested:   � FORMCHECKBOX �� Yes   � FORMCHECKBOX ��  No   (see notes)�
Indicate amount of grant money allocated for radiology services:  � FORMTEXT ��     �


Potential for academic paper (specify) :  � FORMTEXT ��     ��
�
Radiation Safety Committee Approval Received:   � FORMCHECKBOX �� Yes   � FORMCHECKBOX �� No   � FORMCHECKBOX �� Pending�
�
�
Executive Summary (purpose of research and outline of patient and document flow):   Please address this question using a separate addendum.   Provide sufficient detail for us to assess impact on our department regards any special scheduling requirements for tests in order to comply with the research protocol.  Identify what is clinically indicated and what is not part of the patient’s standard care; outline any variables to the standard testing protocol; will any additional contrast or other substance above the standard testing protocol be required?  Indicate any additional workload as a result of research driven paperwork or patient care by the technologist or physician.  Outline how, when and from where patients will arrive; will they have special research requisitions, be accompanied by a research co-ordinator/nurse.  Clarify any difference in the number of patients being screened and the number ultimately identified as the number of patients in the study (clarify if screening will involve testing of patients that does not appear in the number of patients identified as taking part in the study).�
�
Your signature is required and confirms that this information accurately reflects the particulars of this research as outlined in the official protocol being submitted to Ethics. �
 Signature: _____________________________________    Date: _______________________�
�
With this form submit copy of your research application and protocol flagging the specifics re diagnostic imaging.�
�
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