[image: image1.jpg]


Study Orders
Center for Clinical Investigation


Subject Legal Name:  

D.O.B.:  
  Age:  

Medical Record #:  

Gender:  

Ethnicity:  

Race:  
Admitting Information
Date of Admit/Visit (Day 0):  
Time of Admit/Visit:  

Length of Stay (Number of Days):  

Date of Discharge:  

Time of Discharge: 
Visit Information: 

Type of orders: 

Location of study: 

Consent form:  

Protocol Information
Protocol Title:
Principal Investigator:
IRB Protocol #:

IRB Expiration date:
Purpose

Medical Information

Diagnosis:

Medical History:

Allergies:

Sensitivities:

List of non-study medications taken at home:
Dietary

Pharmacy

Inpatient Prescriptions
Medication Name; include dose, route, frequency, and duration of therapy (or number of doses). If IV medication, include drug amount and volume (and concentration) with any special handling. Preparation instructions should be provided but not included with orders unless determined by pharmacy.  

Study Day(s) ____

Study Date(s) _____/_____/_____

Time of administration _____:_____ AM / PM

Time to have medication on floor _____:_____ AM / PM

Discharge Prescriptions
Medication Name; include dose, route, frequency, and duration of therapy (or number of doses).

Study Day ____

Study Date _____/_____/_____

Date to have medication on floor _____/_____/_____

Time to have medication on floor _____:_____ AM / PM

Nursing/Technician

Day 0:  



(Admit Day)

Day 1:  



Day 2:  



(Labs will be written as “refer to lab chart” (bold).)

LAB CHART 

	Time
	Test
	Tube
	Volume (mL)
	Special Instructions

Or Comments

	Day 0:

	
	
	
	
	

	
	
	
	
	

	Day 1:

	
	
	
	
	

	
	
	
	
	


MD Signature:  

Date:  


Print Name: ___________________________________

Contact information

	
	Name
	Pager/Cell Phone

	Primary Medical Contact:
	
	

	Secondary Contact:
	
	

	Study Coordinator Contact(s):
	
	











Protocol #: 
Last Modified date:
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