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Research Study Patient Enrollment Form
	Patient Information

	Date Submitted:
	          

	Approx. first research  service date  (if known):
	          


	Patient Name:
	          

	Date of Birth:

(mm/dd/yyyy)
	          


	Social Security #:
	     

 FORMTEXT 
     
	EPIC MRN: (optional)
	     

 FORMTEXT 
     

	Street Address:
	     

 FORMTEXT 
     
	
	

	City, State Zip
	     

 FORMTEXT 
     
	Patient Phone Number: 
	(    ) 

 FORMTEXT 
    - 

	

	Study Information 

	Research Study Short Name:
	          

	Protocol Number: 
	          


	
	
	
	

	Research Coordinator Information 

	Research Coordinator Name:      

 FORMTEXT 
     

	Coordinator Telephone #:

     

 FORMTEXT 
     
Coordinator Email Address:

     

 FORMTEXT 
     


	Additional Information

	

	Comments: 
	

	Form Routing Information

	Email this completed form as an attachment to:
	UTMSARESEARCHBILLING@UTHSCSA.EDU
	

	
	
	

	
	
	

	
	
	

	Account Identification and Link (UTM Revenue Cycle Staff use only)

	Research Account Number:      

 FORMTEXT 
     

	Date Research Account Linked to Patient Record :

     

 FORMTEXT 
     
RC Staff Name:

     

 FORMTEXT 
     



