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Clinical Research Services Request Form

Instructions: Investigators whose practices/practice groups already have a Master Services Agreement in place with Health First must complete and submit this “Clinical Research Services Request Form” as part of the initial submission materials for any prospective clinical research to be performed within Health First.

Include the necessary contact information in the Section 2, and note any modifications to the original Master Services Agreement in Section 3.
This Clinical Research Services Request Form shall be binding upon the undersigned upon its execution by the duly authorized representatives of the parties as of the day and year first written below. It is subject to the terms of the Master Clinical Research Study or Clinical Trial Agreement dated      .

1.
CLINICAL TRIAL-RELATED INFORMATION

	Effective Date:
	     

	Study Title:
	     

	Principal Investigator:
	     

	Test Article:
	     

	Is This a Multi-Center Trial?
	(yes or no)

	Estimated study initiation date
	     

	Estimated study completion date
	     

	Estimated number of participants to be enrolled:
	     


2.
NOTICE

Any notice required or permitted hereunder shall be in writing and shall be deemed given as of the date it is (A) delivered by hand or (B) sent by registered or certified mail, postage prepaid, return receipt request, and addressed to the party to receive such notice at the address set forth below, or such other address as is subsequently specified in writing, as well as any persons so designated under the Master Clinical Research Study or Clinical Trial Agreement itself:

If tO Health First:

For all payment queries, the following information must be provided: 1) Project Title, 2) Study #, 3) Center #, and 4) PI Name
	Health First Contact:
Name
Title
Address 1
Address 2
Phone:      
Fax:       
E-mail:      
	For Contract Matters:
Corporate Counsel
Legal Department

Health First

6450 US Highway 1

Rockledge, FL 32955

Phone: 321-434-4355

Fax:  321-434-4275


If to Practice Group:

For all payment queries, the following information must be provided: 1) Project Title, 2) Study #, 3) Center #, and 4) PI Name
	Practice Group Contact:
Name
Title
Name of Practice
Address 1
Address 2
Phone:      
Fax:       
E-mail:      
	For Administrative Matters: 


Name
Title
Name of Practice
Address 1
Address 2
Phone:      
Fax:       
E-mail:      
For Technical Matters:

{Enter the name, address and phone number of the  Practice Group’s Technical matters person:  USUALLY THE PRINCIPAL INVESTIGATOR}



3.
MODIFICATIONS AND ADDITIONAL TERMS FOR THIS CLINICAL TRIAL: [CAUTION: 
The provisions of this section supersede any conflicting provisions of the Master Clinical Research Study or Clinical Trial Agreement.]

     
NOTE: If this Clinical Research Services Request Form requires services to be performed beyond the expiration or termination date of the Master Agreement, then the terms of the Master Agreement shall remain in effect until the expiration or termination of this Clinical Research Services Request Form.

4.
LIST OF ATTACHMENTS AND PROTOCOL:


Protocol: [Code Number and Title]: 


Schedule A – Budget for Items and Services Provided at HF


Schedule B – Medicare Coverage Analysis or Protocol Procedure Analysis


Copy Of Master Service Agreement

5.
COST AND PAYMENT
A.
Payment shall be made to the HF according to Schedule A appended hereto and incorporated herein by reference. All costs outlined on Schedule A shall remain firm for the duration of the Research, unless otherwise agreed to in writing by the HF and [Practice].

B.
Checks will be made payable to “Health First.” Checks will reference the Protocol number and account name and will be mailed to the address shown in Schedule A.


HF Tax Identification Number:
59-0624371

C.
HF shall neither directly nor indirectly seek or receive compensation from patients or third-party payers for any treatment or services that are required by the Protocol and are paid for by [Practice].

D.
Neither [Practice]nor the Principal Investigator shall either directly or indirectly seek or receive compensation from patients or third-party payers for any treatment or services that are required by the Protocol and are paid for by sponsor.

E.
The costs of the Research set forth on the Schedule A attached hereto represent all costs to [Practice] for performing the Research at HF, including overhead. 
In Witness Whereof, the parties hereto have executed this Clinical Research Services Request Form in duplicate by proper persons thereunto duly authorized

	Holmes Regional Medical Center, Inc.
By  __________________________

(signature)
	Name of Practice
By  __________________________

(signature)

	Print name  __________________________
	Print name  __________________________

	Title  __________________________
	Title  __________________________

	Date  __________________________
	Date  __________________________

	
	


ATTACH W9 FORM 

PLEASE ATTACH EXCEL SPREADSHEET FILES:
· Schedule_A_budget_template.xls
· Schedule_B_mca_template.xls or prot_proc_template.xls
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