Medical Record Number Request Checklist
This form, or equivalent, may be used.  It is not required to be retained.
	
[bookmark: _GoBack]Protocol:  __________________________________________________________________

IRB#:______________________________________________________________________

Principal Investigator:  ________________________________________________________



	Participant/Patient Information:

Name:  ____________________________________________________________________

Date of birth:  ___________/___________/_____________

Address:__________________________________________

Contact Information (phone/email):_____________________________________________



	Requested by:

Name:______________________________________________________________________

Email:______________________________________________________________________

Telephone: __________________________________________________________________



	Additional steps:

1. Contact the registration team at (800) 926-8273; select option 1.
2. Provide the scheduler with the participant *information above (name, DOB, phone, address; advise the scheduler if the participant does not have a permanent address or phone number).


*The scheduler may request insurance information, but this is not required when creating an MRN for research-only participants.  
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