Neurological Treatment Trials

Research Subject Intake Form 

(to be completed by a team member)
Patient Name: __________________

Date: ________________

MRN: 


DEMOGRAPHICS
Study Enrolled Into:
· ARTSS II
· ATACH II
· POINT
· ProTECT
· RISS
· SHINE
· RUN
Site:

· Kings County Hospital Center
· Downstate/UHB 
Gender:

· Male
· Female
Age: _______

CONTACT INFORMATION

Patient
Home Phone:
(         ) ____ - ______
Work Phone:
(         ) ____ - ______
Cell Phone:
(         ) ____ - ______
Address:




Legally Authorized Representative
Name:






Relationship: 





Home Phone:
(         ) ____ - ______
Work Phone:
(         ) ____ - ______
Cell Phone:
(         ) ____ - ______
Address:




Other
Name:






Relationship: 





Home Phone:
(         ) ____ - ______
Work Phone:
(         ) ____ - ______
Cell Phone:
(         ) ____ - ______
Address:




Other 2

Name:






Relationship: 





Home Phone:
(         ) ____ - ______
Work Phone:
(         ) ____ - ______
Cell Phone:
(         ) ____ - ______
Address:




FOLLLOW-UP INFORMATION

Follow Up 1

Time Point: 





Date:






Investigator:




Follow Up 2 (if applicable)
Time Point: 





Date:






Investigator:




Follow Up 3 (if applicable)

Time Point: 





Date:






Investigator:





Team Member Signature: 
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Date: 


