MCHL-





REPORT DATE:  
MEMORANDUM FOR CHIEF, CLINICAL STUDIES SERVICE, DEPT OF  CLINICAL INVESTIGATION, WRAMC

SUBJECT:  Report of Multi-Center EXTERNAL Adverse Event(s) 
1. WORK UNIT #: 
2. Sponsor’s number or designation: 

     TITLE:  
     PRINCIPAL INVESTIGATOR:  

     DEPARTMENT/SERVICE:  

     TELEPHONE #: 



FAX #:  
2.  Is the study open to enrollment at WRAMC?    Yes______ No _____
3.  Provide the number of patients enrolled thus far at WRAMC:  ______ 

Total enrolled study-wide as applicable:  ______
4.  Will this event affect other patients enrolled on this study at this institution?   Yes____ No_____
5.  Has the event(s) been described in the consent form?   Yes____  No_____ NA___
6.  Does the sponsor cooperative group advise modification of either protocol or consent with respect to the adverse event report?   Yes____ No____

7.  Summary of Adverse Event(s):
(Please include event number(s) and AE(s) summary.  Address if consent form modification and/or other safety monitoring are necessary for the subjects enrolled at the WRAMC.  Refer to Table 1 of the AE Policy and Guidelines for reporting timeline.)

 _____________________

                              _____________________ 

Print and Sign




    Print and Sign

PRINCIPAL INVESTIGATOR


    MEDICAL MONITOR

Encl. (As Appropriate)
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