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Research Subject Registration Form
            NOTE: To check boxes, mouse click on the box.
Registration is required for each subject encounter.
The PI or Admitting Co-I of this study must have admitting privileges at University Hospital in order to register subjects.  Failure to register each stubject encounter is in violation of UH policy.  Complete this form (Parts A,B,& C for initial registration of subject and Part A&B for subsequent registration of same subject on same study) and fax/email form to the UH the Admitting Department at: tilleypa@umdnj.edu or Fax 973-972-9398.  Orange research labels can be picked up at the Admitting Department located on C level Room 202. Contact information 973-972-0910.  For explanation about orange labels go to: http://ocr.umdnj.edu/orange_label.cfm  or contact the Clinical Research Analyst located Tele: 973-972-5171 fax 973-972-8290. 
PART A.   COMPLETE  PART A AND SAVE TO YOUR HARDRIVE AS TEMPLATE.
Is this study funded?   FORMCHECKBOX 
No        FORMCHECKBOX 
Yes -Sponsor Name:         index #      *   Depart.:      
*You cannot register subjects without a UH ID#.  The UH ID# is assigned upon approval of the UH Study Registration (for information on UH study registration go to: http://ocr.umdnj.edu/pre-reg.cfm). At the time of your first billing cycle you must provide a banner index to the CRA (for UH billing information go to: http://ocr.umdnj.edu/orange_label.cfm).  Contact your Grants & Contracts Specialist for the banner index #.   
PI’s Name:      
Telephone#    -   -    
Email:      
Attending (if not PI):       
Telephone#    -   -    
Email:      
Study Coordinator:      
Telephone#    -   -    
Email:      
WIRB/IRB Protocol#        
WIRB/IRB Approval Date:   /  /    
Expiration Date:    /  /    
Protocol Title :        

PART B.   COMPLETE  FOR FIRST AND SUBSEQUENT ADMISSIONS / VISITS

Date of Service/Admit:   /  /        Indicate visit/day from schedule of events:  FORMDROPDOWN 
     other:      
Medical Record#        
 FORMCHECKBOX 
 NEED ORANGE LABELS
 FORMCHECKBOX 
 NO ORANGE LABELS                  

Subject Name:      
Mother’s Maiden Name:      
UH Services Utilized:  FORMCHECKBOX 
Pathology  FORMCHECKBOX 
Radiology  FORMCHECKBOX 
EKG  FORMCHECKBOX 
Advanced Imaging  FORMCHECKBOX 
Pharmacy  FORMCHECKBOX 
other     
(Check all that apply)

PART C.  COMPLETE FOR FIRST TIME ADMISSIONS/VISITS ONLY  
In order to ensure that the clinical research conducted at UMDNJ includes individuals of all races and ethnicities, please indicate subject’s race and/or ethnicity: 

RACE:   FORMCHECKBOX 
Black/African American    FORMCHECKBOX 
Asian    FORMCHECKBOX 
White   FORMCHECKBOX 
American Indian/Alaska Native    FORMCHECKBOX 
 Native Hawaiian/Pacific Islander ETHNICITY:   FORMCHECKBOX 
Hispanic or Latino   FORMCHECKBOX 
Not Hispanic or Latino 
Languages Spoken:  (list all)       
UH/NJMS requests the following information to ensure subject safety as a research participant. All information collected follows HIPAA medical privacy regulations.
Religion        Sex  FORMCHECKBOX 
M  FORMCHECKBOX 
F
SSN#    /  /     
Date of Birth   /  /      Marital Status  FORMCHECKBOX 
single  FORMCHECKBOX 
married        Phone#    -   -    
Address       
Emergency Contact Name       
Relationship to Subject_                                                        
Phone#    -   -    
Address        
Type of Insurance      
Policy #      
Is Subject Employed?  (check all that apply)   FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No       FORMCHECKBOX 
Full Time     FORMCHECKBOX 
Part Time
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