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	Research Registration Form

FAX Form to SPA at 612-262-4953 or send this as an
e-mail attachment (HIPAA secure) to spa@allina.com

	

	Instructions:  Complete this form when a research participant is scheduled at an Allina facility and meets one or more of the following criteria:  1) there are services paid by the study; 2) the participant is a Medicare/Medicaid beneficiary; or 3) a medical device will be or was used.  Send this form to SPA, using one of the numbers above, when (1) an outpatient service is scheduled; or (2) at the time of hospital stay.  
Please Print Clearly.

	

	Research Participant Information

	Privacy Note: All information is confidential and will be handled according to HIPAA regulations.

	Name:
	     

 FILLIN  "Participant Name"  \* MERGEFORMAT 

 FILLIN   \* MERGEFORMAT 

 FILLIN  "Participant Name"  \* MERGEFORMAT 
	Date of Birth:
	     

	

	

	Research Service Information

	Date of Service:
	     
	Study Visit # (optional):  
	     

	Patient Class (check all that apply to this date of service):
	 FORMCHECKBOX 
Outpatient
	 FORMCHECKBOX 
Inpatient
	 FORMCHECKBOX 
Allina Physician Visit

	Allina Facility:

	
 FORMCHECKBOX 
 Abbott Northwestern 
	 FORMCHECKBOX 
Mercy
	 FORMCHECKBOX 
MHI Clinic
	 FORMCHECKBOX 
PEI
	 FORMCHECKBOX 
St. Francis
	 FORMCHECKBOX 
United
	 FORMCHECKBOX 
Unity

	
 FORMCHECKBOX 
 Allina Medical Clinic (please name):
	     

	
 FORMCHECKBOX 
 Other:
	     

	

	

	Research Plan Code

	The Research Plan Code stops the participant’s bill for review by the research site.  A bill must be reviewed if there are services to be paid by the study.

	Does the bill need to be reviewed by the research site?   Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 


	

	

	Medical Device Information (Device Study Only)

	Complete this section if a research medical device will be or was used during this date of service.  FORMCHECKBOX 
 N/A

	Device Name:
	     
	
	Location:   FORMCHECKBOX 
 OR    FORMCHECKBOX 
 Cath Lab    FORMCHECKBOX 
 IR

	Physician Name:
	     
	
	  FORMCHECKBOX 
  Other:
	     

	Device Type:
	       FORMCHECKBOX 
 IDE      FORMCHECKBOX 
 HDE      FORMCHECKBOX 
 PMA     FORMCHECKBOX 
  Approved     FORMCHECKBOX 
 Other      

	FDA Assigned # (IDE and PMA only)
	     
	

	

	

	Research Coding

	The V70.7 diagnosis code and/or –Q0 or –Q1 modifier are required when the participant is a Medicare or Medicaid beneficiary receiving protocol-directed care.

	Does the participant have Medicare or Medicaid coverage?  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 


	

	Research Site, Study, and Contact Information

	Research Plan Code:
	     
	
	
	
	

	Research Site Name: 
	     

	Study Name:
	     

	SPA ID #:
	     
	or
	Allina IRB ID #:
	     

	     
	
	     
	
	

	Contact Name
	
	Contact Phone
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