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	Date of Request:
	     

	Principal Investigator:
	     

	Study Title:
	     

	Protocol Number:
	     

	Sponsor
	     

	Budget #  and/or  eGC1#
( if applicable)
	     

	Study Contact:
	     

	Phone Number:
	     

	Email:
	     


Please Note:  The Radiology Clinical / Research Application Form is required for the use of the clinical imaging service (s) and device (s) at University of Washington Medical Center (UWMC), Harborview, Roosevelt and Seattle Cancer Center Alliance (SCCA) in the department of Radiology.  
	Please place “X” in one of the following boxes.

	· Pricing for CRBB RRR Account (Clinical Research Budget and Billing)
	 FORMCHECKBOX 



	· Preliminary price estimate only (These prices cannot be used to obtain an RRR account number from CRBB.)


	 FORMCHECKBOX 




	Radiology Research Imaging Centers – These are not clinical resources.  Dedicated research resources are operated by the Department of Radiology and can be used for human subjects. Imaging information generated by the dedicated resources cannot be used for patient care.  If the proposed research protocol includes a dedicated research resource, please contact the manager of the related dedicated research resource(s) for their review requirements and estimated pricing. (See below)



	BMIC (Dedicated Research 3T MRI)  
Baocheng Chu, MD, PhD

Biomedical Imaging Center
South Lake Union
815 Mercer Street

Seattle, WA 98109

Phone number: 206 616-9344
Email: chubc@u.washington.edu

	 DISC (Dedicated Research 3T MRI)
Kenneth Maravilla, MD

Diagnostic Imaging Science Center
MR Scientist & Lab Manager, Radiology
HSB Room AA048G

Phone number: 206 685-3138

Email: kmarav@u.washington.edu 

	HMC PET/CT (Dedicated Research PET/CT and CT at HMC)

Satoshi Minoshima, MD, PhD
Vice Chair for Research, Radiology
Harborview Medical Center

Ninth & Jefferson Building

Room 3NJB 360
Phone number: 206 543-3320
Email: minoshim@u.washington.edu



	1. Clinical Resources Location: (Please enter “X” in the box next to all proposed sites)
  

	UWMC
	 FORMCHECKBOX 


	SCCA
	 FORMCHECKBOX 


	Roosevelt
	 FORMCHECKBOX 


	HMC
	 FORMCHECKBOX 



To facilitate review of your proposal, for feasibility, approvals, and estimated research pricing by the Radiology RRR Pricing and Review Committee, please complete the following:

	2.  Is any Radiology investigator already involved in the planning of your project? If “Yes”, please specify the Radiology investigator’s name. (The feasibility review process will determine if radiologist involvement is required)

	No
	 FORMCHECKBOX 

	     

	Yes
	 FORMCHECKBOX 

	Name individual(s):      

	Most studies require interpretation by a clinical radiologist.  Have you arranged for this? 

	No    
	 FORMCHECKBOX 

	     

	Yes     

(please specify)
	 FORMCHECKBOX 

	      

	Unsure     

(please specify)
	 FORMCHECKBOX 

	      

	Is a blind study required? If "yes", please specify the Radiology Collaborator's name. If you need suggestions on potential Radiology Collaborators please contact Dr. Satoshi Minoshima at minoshim@uw.edu.

	No
	 FORMCHECKBOX 

	     

	Yes 
(please specify)
	 FORMCHECKBOX 


	     

	Does the radiologist have paid effort on the study?   Is the radiologist a co-investigator?

	No
	 FORMCHECKBOX 

	       

	Yes 

(please specify)
	 FORMCHECKBOX 


	       


	3. What specific imaging is requested? Please enter “X” for each requested modality and check the box for the location (s).  Include any specific procedures required for each image.  

	 FORMCHECKBOX 
 Angiography (Interventional Radiology)   
     Location:       FORMCHECKBOX 
 UWMC      FORMCHECKBOX 
 SCCA      FORMCHECKBOX 
 HMC
· Specific Anatomical  areas of interest:      
· Phantom required:   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      FORMCHECKBOX 
 Phantom Frequency (please specify):      
· Other  (please specify):       
          

	 FORMCHECKBOX 
 CT 

     Location:      FORMCHECKBOX 
 UWMC     FORMCHECKBOX 
 ROOSEVELT      FORMCHECKBOX 
 SCCA       FORMCHECKBOX 
 HMC

· Specific Anatomical  areas of interest:      
· Specify type of contrast:   FORMCHECKBOX 
 With Contrast      FORMCHECKBOX 
 Without Contrast      FORMCHECKBOX 
 Without and with Contrast 
· Specific CT equipment or functionality required: (e.g. High definition cardiac, dual energy, perfusion, etc.):      
· Other specific techniques required (e.g. special reconstruction or post processing):      
· Phantom required:   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      FORMCHECKBOX 
 Frequency (please specify):      
· Biopsy (please specify):      
· Other  (please specify):       


	 FORMCHECKBOX 
 MRI    
     Location:      FORMCHECKBOX 
 UWMC    FORMCHECKBOX 
 ROOSEVELT     FORMCHECKBOX 
 SCCA       FORMCHECKBOX 
 HMC

· Specific Anatomical areas of interest:     
· Specify type of contrast:   FORMCHECKBOX 
 With Contrast      FORMCHECKBOX 
 Without Contrast      FORMCHECKBOX 
 Without and with Contrast

· Specific technical or functionality required: 

 FORMCHECKBOX 
 1.5T     FORMCHECKBOX 
 UWMC    FORMCHECKBOX 
 SCCA    FORMCHECKBOX 
 HMC
 FORMCHECKBOX 
 3T        FORMCHECKBOX 
 UWMC    FORMCHECKBOX 
 SCCA    FORMCHECKBOX 
 HMC
 FORMCHECKBOX 
 Extra technical capability, please explain:      
· Are there specific MRI techniques, sequences, or functional parameters required beyond a standard clinical MRI (e.g. diffusion weighted, dynamic, cardiac specifics, or angiography)?      
· Other specific technique required (e.g. Functional anatomical, diffusion weighted, angiography, unique for qualifications, different sequences or dynamic, etc.):       
· Phantom required:   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      FORMCHECKBOX 
 Frequency (please specify):      
· Biopsy (please specify):      
· Other  (please specify):       


	 FORMCHECKBOX 
 PET / CT
Location:  FORMCHECKBOX 
 UWMC     FORMCHECKBOX 
 SCCA    FORMCHECKBOX 
 HMC (For HMC PET-CT, if imaging procedures are paid by research funding/account, please contact the Vice Chair for Research, Radiology, Dr. Minoshima, at minoshim@uw.edu)
· Specific Anatomical areas of interest:      
· Tracer(s):      
· Specify type of contrast for diagnostic CT:   FORMCHECKBOX 
 With Contrast      FORMCHECKBOX 
 Without Contrast      FORMCHECKBOX 
 Without and with Contrast
· Other specific techniques required (e.g. dynamic, etc.):      
· Phantom required:   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      FORMCHECKBOX 
 Phantom Frequency (please specify):      
· Other  (please specify):       


	 FORMCHECKBOX 
 Nuclear Medicine  

     Location:  FORMCHECKBOX 
 UWMC     FORMCHECKBOX 
 SCCA    FORMCHECKBOX 
 HMC
· Specific Anatomical areas of interest:       
· Tracer(s):      
· Type and model of equipment:      
· Other specific techniques required:     
· Phantom required:   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      FORMCHECKBOX 
 Phantom Frequency (please specify):      
· Other  (please specify):       
  

	 FORMCHECKBOX 
 Ultrasound
     Location:  FORMCHECKBOX 
 UWMC     FORMCHECKBOX 
 ROOSEVELT    FORMCHECKBOX 
 SCCA    FORMCHECKBOX 
  HMC
· Specific Anatomical areas of interest:      
· Procedure / exam description:      
· Ultrasound contrast required, please explain and specify type of contrast:      
· Doppler evaluation of vascular structures:      
· Specify type of contrast:   FORMCHECKBOX 
 With Contrast      
· Other specific techniques required (e.g. 3D, image fusion, etc.):      
· Phantom required:   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      FORMCHECKBOX 
 Phantom Frequency (please specify):      
· Biopsy (please specify):      
· Other  (please specify):                

	 FORMCHECKBOX 
 Radiology Diagnostic 

     Location:    FORMCHECKBOX 
 UWMC     FORMCHECKBOX 
 ROOSEVELT    FORMCHECKBOX 
 SCCA     FORMCHECKBOX 
 HMC
· Specific Anatomical areas of interest:      
· Number of Views:      
· Specific requirements (e.g. dual energy, tomosynthesis, etc.):      
· Other specific techniques required:      
· Phantom required:   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      FORMCHECKBOX 
 Phantom Frequency (please specify):      
· Other  (please specify):       
          

	 FORMCHECKBOX 
 DEXA Bone Marrow 

     Location:     FORMCHECKBOX 
 ROOSEVELT    FORMCHECKBOX 
 SCCA     FORMCHECKBOX 
 HMC

· Specific Anatomical areas of interest:      
· Number of Views:      
· Other specific techniques required:      
· Phantom required:   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      FORMCHECKBOX 
 Phantom Frequency (please specify):      
· Other  (please specify):       


	4.  Number of proposed subjects/ years of study/ scans per subject.                                                   

	Number of Subjects
	     

	Number of Years
	     

	Number of Scans per Subject
	     


	5.  Is the proposed procedure identical to a standard clinical protocol? If "No", please indicate the specific sequencing. (Feasibility review process will determine if identical to a standard protocol.)

	Yes
	 FORMCHECKBOX 

	

	No
(please specify)
	 FORMCHECKBOX 

	 


	6.  Is the study supplying pharmaceuticals or devices for this proposal?   

	Yes
(please specify)
	 FORMCHECKBOX 


	     

	No
	 FORMCHECKBOX 

	     

	Other

(please specify)
	 FORMCHECKBOX 


	     


	  7.   Quality Control , Site Qualifications, or Image Data Management 

	Are there specific quality control procedures, site qualifications, or imaging data management?      
Please check either “Yes” or “No” and include description if marked “Yes”.      
  
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 



	UWMC Clinical Resource Location
	SCCA Clinical Resource Location

	HMC Clinical Resource Location


	Please submit the following documents as an attachment by email to radrrr@u.washington.edu
· This form

· Copy of the protocol

Contact: 

Radiology Research Committee

Box 354807

Voice mail: 206-616-0962

Fax: 206-685-9096
	Please submit with the following documents as an attachment by email to RIO@seattlecca.org
· This form 

· Copy of the protocol

· SCCA Clinical Trial Planning and Implementation (CTPI) Form

Contact:


SCCA Research Implementation 

Voice mail: 206-288-6607

Fax: 206-288-6817
	Please submit the following documents as an attachment by email to radrrr@u.washington.edu
· This form

· Copy of the protocol

Contact: 

Radiology Research Committee

Box 359728

Voice mail: 206-744-8761
Fax: 206-774-8560


Radiology Clinical Research Application Form


HMC / SCCA / UWMC











Radiology Research Application Form

UWMC Radiology Research Committee

Draft revisions; 12/28/09, 1/22/10, 4/15/10, 7/12/11, 9/1/11

