Fax completed form back to 443-28(7-2678)   Attn:  Gale Christensen
Inpatients or Outpatients






Date:________________________


(circle one)

The Johns Hopkins Hospital and University

Radiology Research Agreement Document

Title of Study:   

Source of Funds (Sponsor/Corporation)___________________________________________________________________

Is this study being handled by GCRC?____________________________________________________________________

University Budget Number_____________________________________________________________________________

WIRB/IRB#________________________________________________RPN#____________________________________

Type of Imaging Services Required: _____________________________________________________________________

(please check area in Radiology where services will be performed)

CT_x  _Location:  (Hospital, Outpatient Center, or Weinberg)_________________________________________________

MRI_____Scanner # and location________________________________________________________________________

Diag-JHOC_______Diag- Tower________Ultrasound_________Mammo________Nuc Med________Neuro___________

Interventional_________Peds_______Adult ED__________


Refer PET/CT studies to Julita Nieve 2-6642


Will films be read here?  Yes____No___ If no, what arrangements have to be made?_______________________________

Will films be picked up after they are read? Yes_____No____Are copies needed? Yes____No____If yes, there will be an additional charge of $10 per sheet.

Number of patients expected to be in study________________________________________________________________

Duration of study:_________________________Expected start date:___________________________________________

Study Coordinator’s Name:__________________________________________Phone#_____________________________

Bills are sent to:



Address:________________________________________________Attn:_________________________



Phone #___________________________________Fax # ______________________________________



E-mail address_________________________________________________________________________

Principal Investigator:________________________________

_________________________________________




Print Name



Signature

----------------------------------------------------------------------------------------------------------------------------------------------------

To Be Completed By Radiology Billing Coordinator

	FEES

	Revenue Code
	Radiology Services

(Procedure Code)
	Hospital Fee
	Professional Fee
	Per Patient

Per Visit

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Fees are estimated and subject to change according to the HSCRC guidelines

Radiologist or Tech Manager:________________________________

__________________________________

 

Print Name



Signature


