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Title:  
 Visit # 

1. Date/Time of Visit:       
2. Subject Name:        

3. Date of Visit:       
4. Visit #      
5. Subject ID:      
6. UCSF Medical Record Number
     
7. Diagnosis


     
8. Admit as Research Subject to CCRC – 12 Moffitt

9.
 FORMCHECKBOX 
 NA
 FORMCHECKBOX 
Consent and HIPAA authorization accompanies orders.


 FORMCHECKBOX 
 NA
 FORMCHECKBOX 
Consent and HIPAA authorization to be brought to visit by study staff.
10.Contact Information

·     PI/Responsible MD:


Office:  Pager: 

·     Study Coordinator: 


Office: 

·     Nurse Practitioner: 


Office: 

Category __  Study linked to ZZ Acct. No. XXXXXXXX zz XXXXXXXX Using visit labels will route charges to the study

11. Verify presence of signed consent and HIPAA

12. Allergies:  FORMCHECKBOX 
NKA or List:      
13. Study personnel to interview the subject. (If applicable)


14. Obtain and Record Vital signs (BP, P, RR, & Temp) Pain is 5th vital sign.

15.  Obtain weight and record on nursing flowsheet 

11.
 FORMCHECKBOX 
 N/A   FORMCHECKBOX 
 Blood draws (Indicate which lab UCSF Clinical Lab or CCRC Core Lab specimens will be sent.)


           a.   FORMCHECKBOX 
 Protocol Blood Draws
 
Provider Signature: ___________________ Date: ____________ Time: ____________

 Print Provider Name and UCSF Provider Number:       #      
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14.  Copy nursing flowsheet and place in protocol file at desk for study coordinator.

15. Patient may be discharged after completion of these orders.
(If there  are any meds to be given while subject is on CCRC, please include the following statement)
MEDICATION RECONCILIATION ATTESTATION - I have compared and reconciled all of the medications ordered above with any current medications taken by this subject before beginning this study including OTCs and herbals as listed in:
 ( Admit H&P        ( PREPARE H&P         ( Clinic note of __________(date)       ( Other:_________________

( CCRC Protocol Number ________ _  Concomittant Medication List dated _________________

By my signature below I certify that all inclusion/exclusion criteria have been applied to this subject and that the subject either meets all criteria to be included in this study, or that an exception has been approved for a condition that does not affect the study.


Provider Signature: ___________________ Date: ____________ Time: ____________

 Print Provider Name and UCSF Provider Number:       #      
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