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OUTPATIENT REGISTRATION

CTSI Clinical Research Center  ●  San Francisco VA Medical Center

Date: ___________________________________



MM

DD

YY

Birth Date:_______________________________



MM

DD

YY

Name:________________________________________________________



Last


First


Middle

Sex:
 FORMCHECKBOX 
 Male

 FORMCHECKBOX 
 Female
 FORMCHECKBOX 
 Transgender

Ethnicity:   FORMCHECKBOX 
 Hispanic or Latino

 FORMCHECKBOX 
 Non-Hispanic or Latino
Race:
 FORMCHECKBOX 
 Black/African American
 FORMCHECKBOX 
 Asian
 FORMCHECKBOX 
 Native American Indian/Alaska Native


 FORMCHECKBOX 
 Hawaiian/Pacific Islander
 FORMCHECKBOX 
 White
 FORMCHECKBOX 
 More than One Race
 FORMCHECKBOX 
 Other
Veteran Status:   FORMCHECKBOX 
 Veteran
 FORMCHECKBOX 
 Non-Veteran
DO NOT WRITE BELOW THIS LINE – FOR CCRC OR RESEARCH STAFF ONLY

	CCRC USE ONLY:

TIME IN________________

TIME OUT_________________

BILLING CATEGORY: 
 FORMCHECKBOX 
 A
 FORMCHECKBOX 
 B
 FORMCHECKBOX 
 D




 FORMCHECKBOX 
 Low

 FORMCHECKBOX 
 Medium
 FORMCHECKBOX 
 High

RESEARCH STAFF USE:

CHR#_____________________
PID#______________________

PI_______________________________________________________

COMMENTS:




___ CPRS    ___ Database    ___Charges

