	FAIRVIEW-UNIVERSITY MEDICAL CENTER

APPOINTMENT REQUEST

for

General Clinical Research Ctr


	For internal GCRC use:

	
	INFORMATION NEEDED BY:  ____/____/____

	
	 FORMCHECKBOX 

Medical Record 
Number
	 FORMCHECKBOX 

Pass Account 
Number
	 FORMCHECKBOX 

Medical 
Record/Chart

	
	ADMIT APPT:
	 FORMCHECKBOX 
 INPATIENT

 FORMCHECKBOX 
 OUTPATIENT
	APPT CHANGED TO:  

	
	DATE

     
	TIME

     
	
	DATE

     
	TIME

     

	FAIRVIEW MEDICAL RECORD #: 

     
	FULL LEGAL NAME-LAST-FIRST-M.I. (NO NICKNAMES) 

     

	STREET ADDRESS:

     
	CITY:

     
	STATE:

     
	ZIP CODE:

     

	HOME PHONE:

     
	WORK PHONE:

     
	BIRTHDATE M/D/Y:

     
	SEX:

 FORMCHECKBOX 
  MALE     FORMCHECKBOX 
  FEMALE

	SOCIAL SECURITY #: 

     
	MARITAL STATUS: 
	 FORMCHECKBOX 
   MARRIED
	  FORMCHECKBOX 
   WIDOWED
	PREVIOUS LAST NAME:

     

	
	 FORMCHECKBOX 
   SINGLE
	 FORMCHECKBOX 
   DIVORCED
	  FORMCHECKBOX 
   SEPERATED
	

	PERSON TO NOTIFY – EMERGENCY:

     
	RELATIONSHIP:

     
	PHONE:

     

	SERVICE OR CLINIC

GCRC

(612) 624-0104
	ADMITTING PHYSICIAN:

	
	NAME:      
	PHONE:      

	DIAGNOSIS OR SIGNIFICANT MEDICAL PROBLEMS:

     

	PROTOCOL #

     
	DURATION OF STAY

     
	PATIENT CATEGORY (A,B,C,D)

     

	OUTPATIENT PROCEDURES TO BE CARRIED OUT (PLEASE ATTACH ORDERS)

     

	ETHNICITY: (Select one)
 FORMCHECKBOX 
  Hispanic or Latino

 FORMCHECKBOX 
  Not Hispanic or Latino
	RACE: (More than one box may be selected)
 FORMCHECKBOX 
  American Indian or Alaskan Native
 FORMCHECKBOX 
     Native Hawaiian or Pacific Islander

 FORMCHECKBOX 
  Asian



 FORMCHECKBOX 
     White

 FORMCHECKBOX 
  Black or African American

 FORMCHECKBOX 
     Does not wish to disclose

	This information is REQUIRED because the GCRC is NIH-funded.  All federally funded research projects must have appropriate inclusion of women, children, and minorities.  Awardees are required to include gender and ethnicity of research participants in an annual report.

	OUTPATIENT:   WILL A MEAL BE REQUIRED?     FORMCHECKBOX 
  YES    FORMCHECKBOX 
 NO

 FORMCHECKBOX 
 BREAKFAST          FORMCHECKBOX 
  BRUNCH          FORMCHECKBOX 
  LUNCH           FORMCHECKBOX 
  DINNER            SNACK:  FORMCHECKBOX 
 AM    FORMCHECKBOX 
 PM    FORMCHECKBOX 
 HS

	ALL PATIENTS:  DIET ORDER:

     


	FORM COMPLETED BY:

	NAME:      
	PHONE:      
	  DATE:      

	Please fax completed form to  612 626-4771
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