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PROTOCOL PATIENT ENROLLMENT FORM 

 
Please note changes to form, Fill out completely and fax to: 
 
VICC CTO:  615-936-5850 

 
-or- VICCAN:  615-936-5771 

 
Enter Patient Into ACT Database?  

 
PATIENT NAME: ______________ ______________ _________________ 
   (first)   (middle)  (last) 
 
Medical Record #: ______________ Social Security #: _________________ 
 
Treating Physician: ______________ Insurance: __ Medicare  __ Other  __ Medicare/HMO 
 
Protocol ID:    ______________ Sequence#: ________ Hospital: _________  
 
Date of Birth:  ______________ Sex:  _________     Race:  ____________ 
 
City:   ______________ State: __________  Zip:  _____________ 
 
Date Signed  
Consent:  ______________ Consent Version Date: _______________ 
 
Research Nurse: ______________ Data Manager:  ____________________ 
 
Disease Site:  ______________ Histology: _________________________ 
        

Date of Registration/ 
Protocol Arm/Level: ______________ Randomization:  ___________ 
(If applicable) 
      Anticipated/Actual 
Is this trial Therapeutic ___Yes ___No Date of 1st Treatment ___________ 
 
Eligibility Status: ___ Eligible     ___ Not Eligible     ___ Eligible with over-ride/exception 
 
Who approved over-ride: _____________________________________________ 
 
Over-ride details: ___________________________________________________ 
 
Form completed by: _______________________      Phone: _________________ 
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