



Combination FACT Sheet/Checklist

 Treating Investigator:





Date:

         Contact Phone #:

                         Pager#:

Principal Investigator:



Study Coordinator:



         Contact Phone #:



    Contact Phone #:

                         Pager#:



   
        Pager#:

Study#/Title:


Brief outline of study objectives, procedures & test article being investigated (include dosages & regimen if applicable):

Summarize possible side effects or interactions:

Precautions to staff or subjects:

Additional Comments:

******************************************************************************
Study Subject Completion List:

· Signed Informed Consent for Research Study

· HIPAA Authorization for Research

· Study Schema Provided
· Additional Protocol Specific Information and tools (if applicable)

· Supportive or Clinical Care Pathway Documents (if applicable)

· Nursing Impact Statement

Investigator Signature:





Date:
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