Research Imaging Agreement Form – PLEASE TYPE


Investigator and Study Information: 




Date: ________________

Project Title: __________________________________________________________________________________

______________________________________________________________________________________________

Principle Investigator:
__________________________
Is the PI a member of the Radiology faculty at AECOM/MMC
Yes ⃞

No ⃞
Primary Department: 
____________________________

Mailing Address: 
____________________________

                             
____________________________

                             
____________________________

Phone:
__________________________

FAX:                           
__________________________

Email: 
__________________________

IRB/IACUC status:
Not submitted⃞
Submitted⃞
Approved⃞
Radiology Services Required: 

Will the study require imaging of research subjects/animals?
Yes ⃞

No ⃞
If No (e.g., retrospective or in vitro studies) skip to Attestation on page 2
Modality requested:   
X-ray ⃞
Ultrasound ⃞

CT ⃞

MRI ⃞

Interventional ⃞
Mammography ⃞
Specific study requested:

Will the studies you are requesting be standard clinical examinations or will they require customized research protocols? 
Yes ⃞

No ⃞  If no, please explain. 

Total number of studies: 
________

Frequency of studies: 

________

Do any of the following apply?      

Children
 


Yes ___
No ___



Pregnant subjects
 

Yes ___
No ___



Subjects unable to give consent
Yes ___
No ___



Contrast



Yes ___
No ___



Sedation



Yes ___
No ___
If the PI is not a member of the Radiology faculty at AECOM/MMC, is a Radiology faculty member collaborating with you on this project? 
Yes ___
No ___

If yes, please specify their role on the project:

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Funding:

How is the study funded?

Departmental Funds ⃞
AECOM/MMC Grant ⃞

Nonprofit Foundation ⃞
Industry ⃞
Military⃞

NIH ⃞
NSF ⃞
Bill Patient (requires IRB approval) ⃞
MMC fund to bill study procedures against: _______________________________

Department Administrator:_____________________________________________

Telephone: _________________

FAX: ______________________

Email: _____________________

Medical Oversight:

A licensed physician must take responsibility for all subjects referred for study procedures. This physician will be listed as the referring physician when study subjects are registered, will receive the final radiology report and will be contacted in the event an unexpected finding is discovered. The responsible physician must be the Principle Investigator unless the Principle Investigator is either not a physician or not currently licensed. 

Please specify contact information for the responsible physician:

Name: 

________________________________

NYS License # 

________________________________

Address:

________________________________



________________________________

Phone:

________________________________

FAX:

________________________________

Email:

________________________________

Emergency contact: (pager/mobile phone, etc.)



________________________________




________________________________

Attestation:

As the principle investigator of the above named study, I agree to provide payment as billed for all study procedures performed in the Montefiore Medical Center Department of Radiology, unless specific alternate fees have been agreed in writing prior to performance of said procedures.

I will further make sure that a licensed physician is assigned to the protocol at all times and is responsible for patient follow-up in the event of an unexpected finding or adverse outcome. If the assigned physician terminates their relationship with the project or is otherwise unable to fulfill the duties described above, I will make sure that no further study subjects are referred for imaging until a replacement physician is identified and his/her name and contact information is provided to the Department of Radiology. 

Signature:_______________________________________________ 
Date: __________________
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