Radiation Procedures Summary Form
Study Title: _________________________________________________
  IRB #: ____________

Principal Investigator: ______________; ext. ____   Study Coordinator: ____________, ext. ______
Name of person preparing this document:  ___________________________________, ext. _______










                 Total=for duration of study
	1. 
	Diagnostic Radiology Procedures (Low Dose) 

(please “X” the appropriate box with your response)
	 Standard of Care
	Research Only
	*If “No”, skip to Section 2.
______________________
# procedures @ interval= total/year = total/study

	         
	· Chest X-Ray?
	Yes (
	No (
	Yes (
	No (
	

	
	· DEXA Scan?
	Yes (
	No (
	Yes (
	No (
	

	
	· Extremity?
	Yes (
	No (
	Yes (
	No (
	

	2. 
	Other Diagnostic Radiology Procedures

(please “X” the appropriate box with your response)
	 Standard of Care
	Research Only
	*If “No”, skip to Section 3.

	
	· Mammogram?
	Yes (
	No (
	Yes (
	No (
	

	
	· CT? 

· Site?_______________________
	Yes (
	No (
	Yes (
	No (
	

	
	· Fluoroscopy?    

· Site:_______________________
	Yes (
	No (
	Yes (
	No (
	Estimated Fluoro-on time: _____________

	
	· Other(Describe):_________________
	
	
	
	
	

	3. 
	Nuclear Medicine Procedures (please “X” the appropriate box with your response)
	 Standard of Care
	Research Only
	*If “No”, skip to Section 4.

	
	· MUGA?
	Yes (
	No (
	Yes (
	No (
	

	
	· Bone Scan?
	Yes (
	No (
	Yes (
	No (
	

	
	· GFR?
	Yes (
	No (
	Yes (
	No (
	

	
	· Myocardial Perfusion?
	Yes (
	No (
	Yes (
	No (
	

	
	· PET Study?

Describe:_____________________________
	Yes (
	No (
	Yes (
	No (
	

	
	· Radioisotope Therapy?

Describe:_____________________________
	Yes (
	No (
	Yes (
	No (
	

	
	· Other

Describe:_____________________________
	
	
	
	
	

	4. 4
	Radiation Therapy (please “X” the appropriate box with your response) 
	 Standard of Care
	Research Only
	*If “No”, please skip this Section. 

	
	· Teletherapy?   

· Site:_______________________
	Yes (
	No (
	Yes (
	No (
	

	
	· 
	
	
	
	
	

	
	· 
	
	
	
	
	

	
	· Brachytherapy?   

· Site:_______________________
	Yes (
	No (
	Yes (
	No (
	

	
	· 
	
	
	
	
	

	
	Other(Describe):____________________________________________________________
	
	
	
	
	


List and describe any special permissions required (IND #’s & who holds the IND, NDA’s, RCRC approvals, etc.): 
______________________________________________________________________________________________________

Version Date: 01/29/08

