

New Radiology Research Registration Form for SDK
Date: ______________









Form initiated by: _______________________   Phone: __________________ Fax: ___________________

Research Patient Information:


     Subject Name: _________________________________ MRN #: _____________________










       (Leave blank if a new patient)

     SS#: _______________________

DOB: ____/____/_____  

Sex:   M    F
     If a new patient or if information has changed, fill in address information below:

    Street Address: ___________________________________________________________

    Town/City: ____________________________     State: _______      Zip: ____________

    Day Telephone: (         ) __________________ Evening Telephone:  (         ) ________________

SDK Insurance Set-Up Information:


     Carrier:  Research Grant/Study No:    (check one)                  1               2                 3                

      Title of Grant/Study:  ______________________________________________________________
     Research Plan Mnemonic (Primary Insurance Plan):  _________________________  









        (16 Characters max)
     Primary Insurance Policy # (Payor ID#):    _______________________ (use 9999999 if unknown)

(This will be either the 7-digit AU number for BMC grants or the 5-digit Source Code for BU grants)
Visit/Admit Date: _____/_____/_____ Time: _________     Clinical Research Investigation ICD9:  V70.7

Service Area Location: ____________________________________________________________________




Building/Address




Modality (CT, MRI, PET, Ultrasound, Xray))
Attending Physician: _____________________________________ Tel#: ______________________

Please fax completed form to: Radiology Registration: 617- 414-8157
SDK Account #_____________________________






**Registration will assign an account number and fax back to sender listed above. **






















Form Revised 07/10/14

