ATLANTA VAMC

CLINICAL STUDIES CENTER

Research Clinic Encounter Data Form
PROVIDE COPIES OF A STUDY FLOW CHART, IF AVAILABLE
	Clinic Name: Research     

	Study Full Title:      

	Principal Investigator:      

	Research Coordinator’s Name (Include education/degree):      

	Phone Number:                                                         E-mail address:      


	Is a hospital ancillary service utilized for the study?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
No

	If yes, specify: FORMCHECKBOX 
 Laboratory  FORMCHECKBOX 
 Radiology             FORMCHECKBOX 
 Pulmonary Function Lab 

                        FORMCHECKBOX 
 EKG Lab    FORMCHECKBOX 
 Nuclear Medicine  FORMCHECKBOX 
 Other (specify) ____________


. 
EVALUATION AND MANAGEMENT CODES                                       

	Visit Types
	New Patient
	Established Patient
	Code

(Completed by HIMS coding staff)

	Outpatient Office Visit
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


CURRENT PROCEDURAL TERMINOLOGY 

List only hands-on procedures performed by the Investigator or other research staff that are above and beyond usual care
	Description of Services
	CPT Code

(Completed by HIMS coding staff)

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


List diagnosis that pertain to the research study 

	Diagnosis / Classification of Disease
	ICD-9 Code

(Completed by HIMS coding staff)

	Examination for normal comparison or control in clinical research 
	V70.7

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


FOR OFFICE USE ONLY:

	Emory IRB Approval Date:                                                   R&D Committee Approval Date:      

	Date Information Obtained:                                                  Date Submitted for Processing:      


Revised Date: 03/20/09


