General Clinical Research Center (GCRC)

university of maryland


patient name: ____________________________________________________________________

                                                                         (LAST, FIRST, MIDDLE)

birthdate: _______________             age: ______________          Sex:_______________


date of service: ______________

protocol number: __________________

principal investigator: ______________________________________


Contact information: _____________________________

Study Coordinator: __________________________________________


Contact information: ______________________________

ethnicity:           

  FORMCHECKBOX 
 HISPANIC OR latino 

 FORMCHECKBOX 
 not HISPANIC OR latino 

 FORMCHECKBOX 
 unknown or not reported

race:



 FORMCHECKBOX 
 american indian /alaska native
 FORMCHECKBOX 
 asian

 FORMCHECKBOX 
 black or african american

 FORMCHECKBOX 
native hawaiian or other pacific islander
 FORMCHECKBOX 
 white




 FORMCHECKBOX 
 more than one race




Email to GCRCschedule@medicine.umaryland.edu OR  Fax  to  410-328-8749
In order to provide continuity of care please complete this section for All pediatric participants and participants receiving study drug/procedures
Diagnosis: ____________________ 

Pediatric participants:  Approx. Height _______ Approx. weight____________

IV access issues (ports/catheter/difficult stick):__________________________

Special needs: ______________________________________________________

Sensory impairments:  _______________________________________________________

Support system: _____________________________________________________________
Transportation: (e.g. private/public)_____________________________________________
Medically Relevant Religious Preference (e.g. no transfusions):_______________________

Other issues: ________________________________________________________________

OUT-PATIENT





research participant registration form
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