MLH CCCR Investigator Study Submission Form
Date: ________________________


MLH Entity: 




Investigator name:
_________​________

Department: ________________

Email: ​​​​​​​​​​__________________



Disease Site:  __________
  

Study Title:
_________________________________________________________________________________________________________________________________________________________________________

Attach: 1) copy of protocol
2) projected costs checklist (may have to be completed at later date)  3) schedule of study events 
4) Investigator Brochure/Package insert, if applicable
Funding Source:    FORMCHECKBOX 
  Investigator initiated or self-funded  
       FORMCHECKBOX 
 Sponsor (name and contact information): ______________

       FORMCHECKBOX 
  Request assistance in locating potential funding sources

Proposed patient accrual: ​​____________
Proposed enrollment period: Start _________
End ______________
Expected length of patient participation: ________________
Have you conducted similar studies in the past?
 FORMCHECKBOX 
No     FORMCHECKBOX 
  Yes
Treatment Plan Summary/Schema (Note below any anticipated compliance problems/drop outs; include all non-Standard of Care activities)

Optional Studies (correlative, Quality of Life):  FORMCHECKBOX 
No     FORMCHECKBOX 
  Yes, specify




Additional specialist MDs/DOs services required?:  FORMCHECKBOX 
No     FORMCHECKBOX 
  Yes, specify




Special Training Requirements for staff? For MDs/DOs?:  FORMCHECKBOX 
No     FORMCHECKBOX 
 Yes, specify




Special equipment:  FORMCHECKBOX 
No     FORMCHECKBOX 
 Yes, specify




Special testing/labs  FORMCHECKBOX 
No     FORMCHECKBOX 
 Yes, specify





Specify if any support staff is needed (regulatory, statistics, research coordinators) to assist with conduct of study: ____________________________________________________________________ 
Submit this form and accompanying information to Diana Blade at bladed@mlhs.org or LMC, MSB Suite 4430.
10.8.12


