Regional Health

Clinical Trial Interest Form
Contact Information

	Name


	     
(First)                            (M.I.)             (Last)

	Clinic Name
	     

	Phone
	     

	Email Address
	     

	Fax
	     


	Specialties/Research Interest
Please list your medical specialties and indicate whether you are board certified or eligible:

	
     _______________________________________
(Medical Specialty)
	
Certified or Eligible?

	
 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

	
     _______________________________________
(Medical Specialty)
	
Certified or Eligible?
	
 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No



	Please select up to your TOP 10 clinical trial interests

	In order to check boxes in MS Word, double-click the check box and choose “Checked”

	Allergy/Immunology

	 FORMCHECKBOX 
  Allergy 
	 FORMCHECKBOX 
  Conjunctivitis, allergic
	 FORMCHECKBOX 
  Immune Disorders 

	 FORMCHECKBOX 
  Rhinitis, allergic 
	
	

	Biologics

	 FORMCHECKBOX 
  Vaccination 
	
	

	Cardiology

	 FORMCHECKBOX 
  Angina 
	 FORMCHECKBOX 
  Arrhythmia 
	 FORMCHECKBOX 
  Arteriosclerosis 

	 FORMCHECKBOX 
  Claudication 
	 FORMCHECKBOX 
  Congestive Heart Failure 
	 FORMCHECKBOX 
  Edema, Heart 

	 FORMCHECKBOX 
  Hyperlipidemia 
	 FORMCHECKBOX 
  Hypertension 
	 FORMCHECKBOX 
  Hypotension 

	 FORMCHECKBOX 
  Ischemia 
	 FORMCHECKBOX 
  Myocardial Infarction 
	 FORMCHECKBOX 
  Stroke 

	 FORMCHECKBOX 
  Thrombotic 
	
	

	Dentistry

	 FORMCHECKBOX 
  Candidiasis, oral 
	 FORMCHECKBOX 
  Periodontitis 
	 FORMCHECKBOX 
  Sjogren’s Syndrome 

	 FORMCHECKBOX 
  Toothache 
	 FORMCHECKBOX 
  Tooth Extraction   
	 FORMCHECKBOX 
  TMJ

	Dermatology

	 FORMCHECKBOX 
  Acne 
	 FORMCHECKBOX 
  Burns 
	 FORMCHECKBOX 
  Candidiasis, nails 

	 FORMCHECKBOX 
  Dermatitis 
	 FORMCHECKBOX 
  Hair Loss/Growth   
	 FORMCHECKBOX 
  Herpes, simplex 

	 FORMCHECKBOX 
  Herpes, zoster 
	 FORMCHECKBOX 
  Impetigo  
	 FORMCHECKBOX 
  Inf. skin /soft tissue 

	 FORMCHECKBOX 
  Keratoses 
	 FORMCHECKBOX 
  Photodamage 
	 FORMCHECKBOX 
  Poison Ivy 

	 FORMCHECKBOX 
  Pruritis 
	 FORMCHECKBOX 
  Psoriasis (any type) 
	 FORMCHECKBOX 
  Seborrhea 

	 FORMCHECKBOX 
  Ulcer diabetic 
	 FORMCHECKBOX 
  Urticaria (hives) 
	 FORMCHECKBOX 
  Warts

	 FORMCHECKBOX 
  Wrinkles 
	 FORMCHECKBOX 
  Scabies
	

	Endocrinology

	 FORMCHECKBOX 
  Diabetes NIDDM    
	 FORMCHECKBOX 
  Diabetes IDDM 
	 FORMCHECKBOX 
  Diabetes Insipidus 

	 FORMCHECKBOX 
  Diuretics 
	 FORMCHECKBOX 
  Hypertension 
	 FORMCHECKBOX 
  Osteoporosis 

	 FORMCHECKBOX 
  Peripheral Neuropathy 
	 FORMCHECKBOX 
  Pituitary Disorders 
	 FORMCHECKBOX 
  Sexual Dysfunction 

	 FORMCHECKBOX 
  Thyroid Disorders 
	 FORMCHECKBOX 
  Ulcer diabetic 
	 FORMCHECKBOX 
  

	Gastroenterology

	 FORMCHECKBOX 
  Constipation 
	 FORMCHECKBOX 
  Diarrhea 
	 FORMCHECKBOX 
  Gallstones 

	 FORMCHECKBOX 
  Gastritis 
	 FORMCHECKBOX 
  GI Disease 
	 FORMCHECKBOX 
  GI Bleeding 

	 FORMCHECKBOX 
  Hemorrhoids 
	 FORMCHECKBOX 
  Hepatitis A 
	 FORMCHECKBOX 
  Hepatitis B 

	 FORMCHECKBOX 
  Hepatitis C 
	 FORMCHECKBOX 
  Indigestion 
	 FORMCHECKBOX 
  Irritable Bowel Syndrome

	 FORMCHECKBOX 
  Motility Disorders   
	 FORMCHECKBOX 
  Nausea/Vomiting 
	 FORMCHECKBOX 
  Pancreatitis 

	 FORMCHECKBOX 
  Ulcer duodenal   
	 FORMCHECKBOX 
  Ulcer gastric 
	 FORMCHECKBOX 
  Ulcerative Colitis 

	Gerontology

	 FORMCHECKBOX 
  Alzheimer’s Disease   
	 FORMCHECKBOX 
  Dementia 
	 FORMCHECKBOX 
  Parkinson’s Disease 

	Gynecology

	 FORMCHECKBOX 
  Candidiasis vaginal   
	 FORMCHECKBOX 
  Chlamydia    
	 FORMCHECKBOX 
  Contraception devices

	 FORMCHECKBOX 
  Dysmenorrhea 
	 FORMCHECKBOX 
  Endometriosis 
	 FORMCHECKBOX 
  Herpes simplex 

	 FORMCHECKBOX 
  Herpes genital 
	 FORMCHECKBOX 
  Infertility 
	 FORMCHECKBOX 
  Menopause 

	 FORMCHECKBOX 
  Osteoporosis 
	 FORMCHECKBOX 
  Pelvic Inflammatory Disease 
	 FORMCHECKBOX 
  PMS 

	 FORMCHECKBOX 
  Vaginitis 
	
	

	Hematology

	 FORMCHECKBOX 
  Anemia 
	 FORMCHECKBOX 
  Hemophilia-A 
	 FORMCHECKBOX 
  Sickle Cell Anemia 

	Infectious Disease
	
	

	 FORMCHECKBOX 
  Bacteremia 
	 FORMCHECKBOX 
  Bronchitis acute 
	 FORMCHECKBOX 
  Bronchitis chronic 

	 FORMCHECKBOX 
  Burns 
	 FORMCHECKBOX 
  Candidiasis 
	 FORMCHECKBOX 
  Chlamydia 

	 FORMCHECKBOX 
  Gangrene 
	 FORMCHECKBOX 
  Hepatitis A 
	 FORMCHECKBOX 
  Herpes genital 

	 FORMCHECKBOX 
  Herpes zoster 
	 FORMCHECKBOX 
  HIV/AIDS 
	 FORMCHECKBOX 
  Infection skin/soft tissue

	 FORMCHECKBOX 
  Infection fungal 
	 FORMCHECKBOX 
  Influenza 
	 FORMCHECKBOX 
  Lyme Disease 

	 FORMCHECKBOX 
  Osteomyelitis 
	 FORMCHECKBOX 
  Otitis Media 
	 FORMCHECKBOX 
  Peritonitis acute 

	 FORMCHECKBOX 
  Pharyngitis strep 
	 FORMCHECKBOX 
  Pneumonia  
	 FORMCHECKBOX 
  Post Operative Wound 

	 FORMCHECKBOX 
  Prostatitis 
	 FORMCHECKBOX 
  Pyelonephritis 
	 FORMCHECKBOX 
  Sepsis 

	 FORMCHECKBOX 
  Sinusitis 
	 FORMCHECKBOX 
  Ulcer diabetic 
	 FORMCHECKBOX 
  Urinary Tract Infection 

	 FORMCHECKBOX 
  Vaginitis 
	 FORMCHECKBOX 
  
	 FORMCHECKBOX 
  

	Metabolism

	 FORMCHECKBOX 
  Bone Metabolism 
	 FORMCHECKBOX 
  Electrolyte Disorders 
	 FORMCHECKBOX 
Hyperlipidemia/Cholesterol

	 FORMCHECKBOX 
  Paget’s Disease 
	
	

	Neurology

	 FORMCHECKBOX 
  Alzheimer’s Disease 
	 FORMCHECKBOX 
  Amyotropic Lateral Sclerosis 
	 FORMCHECKBOX 
  Autism 

	 FORMCHECKBOX 
  Bell’s Palsy 
	 FORMCHECKBOX 
  Brain Injury 
	 FORMCHECKBOX 
  Epilepsy 

	 FORMCHECKBOX 
  Epstein-Barr  
	 FORMCHECKBOX 
  Gait Disorders 
	 FORMCHECKBOX 
  Headache cluster 

	 FORMCHECKBOX 
  Headache migraine 
	 FORMCHECKBOX 
  Headache tension 
	 FORMCHECKBOX 
  Multiple Sclerosis 

	 FORMCHECKBOX 
  Myasthenia Gravis 
	 FORMCHECKBOX 
  Narcolepsy 
	 FORMCHECKBOX 
  Parkinson’s Disease 

	 FORMCHECKBOX 
  Peripheral Neuropathy 
	 FORMCHECKBOX 
  Sleep Disorder 
	 FORMCHECKBOX 
  

	Oncology

	 FORMCHECKBOX 
  Bone Metastases 
	 FORMCHECKBOX 
  Cancer breast 
	 FORMCHECKBOX 
  Cancer brain 

	 FORMCHECKBOX 
  Cancer cervical 
	 FORMCHECKBOX 
  Cancer colon/rectal 
	 FORMCHECKBOX 
  Cancer gastric 

	 FORMCHECKBOX 
  Cancer head/neck 
	 FORMCHECKBOX 
  Cancer liver 
	 FORMCHECKBOX 
  Cancer lung/respiratory

	 FORMCHECKBOX 
  Cancer ovarian 
	 FORMCHECKBOX 
  Cancer pancreatic 
	 FORMCHECKBOX 
  Cancer prostate 

	 FORMCHECKBOX 
  Cancer rectal 
	 FORMCHECKBOX 
  Cancer skin 
	 FORMCHECKBOX 
  Cancer testicle 

	 FORMCHECKBOX 
  Cancer uterine   
	 FORMCHECKBOX 
  Infection bacterial    
	 FORMCHECKBOX 
  Infection fungal 

	 FORMCHECKBOX 
  Leukemia 
	 FORMCHECKBOX 
  Lymphoma 
	 FORMCHECKBOX 
  Melanoma 

	 FORMCHECKBOX 
  Myeloma 
	
	 FORMCHECKBOX 
 Cancer Control (side effects)

	Orthopedics

	 FORMCHECKBOX 
  Claudication 
	 FORMCHECKBOX 
  Joint Replacement 
	 FORMCHECKBOX 
  Osteoporosis 

	 FORMCHECKBOX 
  Pain bone 
	 FORMCHECKBOX 
  Pain joint 
	 FORMCHECKBOX 
  Pain lower back 

	 FORMCHECKBOX 
  Pain muscle 
	 FORMCHECKBOX 
  Pain management   
	 FORMCHECKBOX 
  Sprains/Strains 

	Otorhinolaryngology

	 FORMCHECKBOX 
  Laryngitis 
	 FORMCHECKBOX 
  Motion Sickness 
	 FORMCHECKBOX 
  Nasal Congestion 

	 FORMCHECKBOX 
  Otitis Externa 
	 FORMCHECKBOX 
  Otitis Media 
	 FORMCHECKBOX 
  Otitis Media w/ myringotomy

	 FORMCHECKBOX 
  Pharyngitis strep 
	 FORMCHECKBOX 
  Sinusitis acute 
	 FORMCHECKBOX 
  Sinusitis chronic 

	 FORMCHECKBOX 
  Sinusitis w/TAP 
	 FORMCHECKBOX 
  Tinnitus 
	 FORMCHECKBOX 
  Vertigo 

	Pain Management

	 FORMCHECKBOX 
  Anesthesia local 
	 FORMCHECKBOX 
  Dysmenorrhea 
	 FORMCHECKBOX 
  Gout 

	 FORMCHECKBOX 
  Headache 
	 FORMCHECKBOX 
  Headache cluster 
	 FORMCHECKBOX 
  Headache migraine 

	 FORMCHECKBOX 
  Headache tension 
	 FORMCHECKBOX 
  Muscle Spasm 
	 FORMCHECKBOX 
  Pain bone 

	 FORMCHECKBOX 
  Pain joint 
	 FORMCHECKBOX 
  Pain lower back 
	 FORMCHECKBOX 
  Pain muscle 

	 FORMCHECKBOX 
  Pain nerve 
	 FORMCHECKBOX 
  Pain abdominal 
	 FORMCHECKBOX 
  Sprains/strains 

	 FORMCHECKBOX 
  Temporomandibular Joint 
	 FORMCHECKBOX 
  Tooth Extraction 
	

	Pediatrics

	 FORMCHECKBOX 
  Attention Deficit Disorder 
	 FORMCHECKBOX 
  Autism 
	 FORMCHECKBOX 
  Chlamydia 

	 FORMCHECKBOX 
  Cystic Fibrosis 
	 FORMCHECKBOX 
  Fever Pediatric 
	 FORMCHECKBOX 
  Meningitis 

	 FORMCHECKBOX 
  Otitis Externa 
	 FORMCHECKBOX 
  Otitis Media 
	 FORMCHECKBOX 
  Pharyngitis strep 

	Psychiatry

	 FORMCHECKBOX 
  Addiction 
	 FORMCHECKBOX 
  Alzheimer’s Disease 
	 FORMCHECKBOX 
  Anorexia 

	 FORMCHECKBOX 
  Attn Deficit Disorder 
	 FORMCHECKBOX 
  Autism 
	 FORMCHECKBOX 
  Bulimia 

	 FORMCHECKBOX 
  Depression 
	 FORMCHECKBOX 
  Gen. Anxiety Disorder 
	 FORMCHECKBOX 
  Impotence 

	 FORMCHECKBOX 
  Insomnia 
	 FORMCHECKBOX 
  Manic Depressive 
	 FORMCHECKBOX 
  Obesity 

	 FORMCHECKBOX 
  Obsessive Compulsive 
	 FORMCHECKBOX 
  Panic Disorder 
	 FORMCHECKBOX 
  Schizophrenia 

	 FORMCHECKBOX 
  Sleep Disorder 
	 FORMCHECKBOX 
  Social Phobia 
	 FORMCHECKBOX 
  Weight Loss 

	Respiratory

	 FORMCHECKBOX 
  Asthma 
	 FORMCHECKBOX 
  Bronchiectasis   
	 FORMCHECKBOX 
  Chlamydia 

	 FORMCHECKBOX 
  Common Cold   
	 FORMCHECKBOX 
  COPD 
	 FORMCHECKBOX 
  Cough 

	 FORMCHECKBOX 
  Cystic Fibrosis 
	 FORMCHECKBOX 
  Emphysema 
	 FORMCHECKBOX 
  Influenza 

	 FORMCHECKBOX 
  Nasal Congestion    
	 FORMCHECKBOX 
  Pneumonia  
	 FORMCHECKBOX 
  Respiratory Distress

Syndrome 

	 FORMCHECKBOX 
  Sleep Apnea 
	 FORMCHECKBOX 
  Tuberculosis 
	

	Rheumatology

	 FORMCHECKBOX 
  Arthritis 
	 FORMCHECKBOX 
  Arthritis rheumatoid 
	 FORMCHECKBOX 
  Gout 

	 FORMCHECKBOX 
  Lupus Erythematosis 
	 FORMCHECKBOX 
  Osteoarthritis 
	 FORMCHECKBOX 
  Osteoporosis 

	 FORMCHECKBOX 
  Sjogren’s Syndrome 
	
	

	Sexually Transmitted Disease

	 FORMCHECKBOX 
  Chlamydia 
	 FORMCHECKBOX 
  Gonorrhea 
	 FORMCHECKBOX 
  Herpes genital 

	 FORMCHECKBOX 
  AIDS/HIV 
	 FORMCHECKBOX 
  Syphilis 
	

	Sleep Disorder

	 FORMCHECKBOX 
  Depression  
	 FORMCHECKBOX 
  Enuresis 
	 FORMCHECKBOX 
  Hypersomnia 

	 FORMCHECKBOX 
  Impotence 
	 FORMCHECKBOX 
  Insomnia 
	 FORMCHECKBOX 
  Myoclonus 

	 FORMCHECKBOX 
  Narcolepsy   
	 FORMCHECKBOX 
  Nightmare 
	 FORMCHECKBOX 
  Night Terror 

	 FORMCHECKBOX 
  Respiratory Distress

(snoring) 
	 FORMCHECKBOX 
  Sleep Apnea 
	 FORMCHECKBOX 
  Sleep Disorder 

	 FORMCHECKBOX 
  Sleep Walking 
	 FORMCHECKBOX 
  Tooth Grinding 
	

	Surgery

	 FORMCHECKBOX 
  Anesthesia local 
	 FORMCHECKBOX 
  Burns 
	 FORMCHECKBOX 
  Claudication 

	 FORMCHECKBOX 
  Dental 
	 FORMCHECKBOX 
  Peritonitis acute 
	 FORMCHECKBOX 
  Post-op Wound 

	 FORMCHECKBOX 
  Prophylactic Dental Infection (Unspecified) 
	 FORMCHECKBOX 
  Tooth Extraction 
	

	Urology

	 FORMCHECKBOX 
  Benign Prostatic

Hypertrophy 
	 FORMCHECKBOX 
  Cancer prostate 
	 FORMCHECKBOX 
  Dialysis 

	 FORMCHECKBOX 
  Impotence 
	 FORMCHECKBOX 
  Kidney Failure  
	 FORMCHECKBOX 
  Nephropathy 

	 FORMCHECKBOX 
  Post Operative Wound 
	 FORMCHECKBOX 
  Prostatitis 
	 FORMCHECKBOX 
  Pyelonephritis 

	 FORMCHECKBOX 
  Renal Failure  
	 FORMCHECKBOX 
  Transplant kidney 
	 FORMCHECKBOX 
  Urinary Incontinence 

	 FORMCHECKBOX 
  Urinary Tract Infection 
	
	


Research Profile (select appropriate answer)

	Do you have clinical trial experience?   
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	Do you have staff support with clinical trial experience
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	Do you need staff support to conduct a research study?
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	Have you ever received a 483 or warning letter from the FDA?
     ****If yes, please provide a copy of your response.
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No


Practice Setting (Indicate all applicable choice(s))

	 FORMCHECKBOX 
  Individual
	 FORMCHECKBOX 
  Multi-Specialty
	 FORMCHECKBOX 
  Nursing Home/Asst. Living

	 FORMCHECKBOX 
  Group
	 FORMCHECKBOX 
  Hospital
	 FORMCHECKBOX 
  Mental Health

	 FORMCHECKBOX 
  Single Specialty 
	 FORMCHECKBOX 
  Emergency Room
	 


Patient Population

	Is part of your patient population

inpatient?
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No
	If yes, estimated _____%

	Is part of your patient population outpatient?
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No
	If yes, estimated _____%

	Patient population ethnic background:
	White______%  Black______%  Asian_____%
Hispanic_____%  Native American_____%

	Gender/Sex:
	Male_____%
	Female_____%
	

	Age Group:
	Adult_____%
	Pediatric_____%
	Geriatric_____%


Please return this completed form along with a copy of your Curriculum Vitae, including clinical trial experience, to the research office via:

Email: rmarchiando@rcrh.org
Fax: (605) 718-3430

Mail:

Regional Health Clinical Research Office

Aspen Centre

640 Flormann Street

PO Box 6000

Rapid City, SD  57701


