
 

 

 

INVESTIGATOR PROFILE 

Practice Name  

Practice Specialty  

Address  

Address  

City  State  Zip  

Phone Number  Fax Number  

Web Address  

Primary Contact Information 

Name  

Email Address  

Phone Number  Fax Number  

Mobile Number  Pager Number  

Best Way to Send Study Questionnaires to Your Site  

Principal Investigator Information 

Name  Degree  

Specialty  Board Certification   Yes    No 

Sub-Specialty  Board Certification   Yes    No 

Email Address  Experience (Years)  

Additional Physicians In Practice 

Name  

Name  

Name  

Name  

Name  

Name  

Site Expertise Information (check “X” on all that apply) 

 

  Pediatric   Adolescent   Adult   Geriatric   All 

     

  Inpatient   Outpatient  Intensive Care   All  

     

  Phase I   Phase II   Phase IIA   Phase III   Phase IIIB 

  IV- IND   IV-non IND   NDA   IND   PMS 

  Device   Registry    

 



 

Site Setting Information (Check “X” to all that apply) 

  Clinic ï Solo Practice   Clinic ï Private Practice 

  Clinic ï Group Practice   Clinic ï Public Health Center 

  Clinic ï Student Health Center   Research Center 

  Hospital ï Private   Hospital ï Public (Non-Academic) 

  Hospital ï University (Academic)   Hospital ï VA/Military (Government) 

  Military Hospital   Emergency Room 

  Mental Health Center   Nursing Home 

  Managed Health Center   Rehabilitation Facility 

  Sleep Laboratory   Surgical Center 

  Trauma Center   Urgent Care Center 

  Other (specify):   Other (specify): 

  Other (specify):   Other (specify): 

Accredited?  (if yes, certifying agency) 

Hospital Admitting Privileges Information 
Please list all hospitals closest to your site where patients will be admitted in case of emergencies. 

Hospital Name 1  

Address  

City  State  Zip  

Phone Number  Fax Number  

Hospital Name 1  

Address  

City  State  Zip  

Phone Number  Fax Number  

Patient Population Demographic Information 

Race and Ethnicity % Age % Gender % 

American Indian or Alaska 

Native 

 Pediatrics  Male  

Asian  Adolescent  Female  

African American  Adult    

Hispanic or Latino  Geriatric    

Native Hawaiian/Pacific Islander      

Other      

White      



 

Clinical Trials Experience and Interest Information 

Have you ever served as a Principal Investigator for Clinical Trials?   Yes    No 

Indication(s) 
Total Trials 

Completed 

Average Patients 

Enrolled Per 

Study 

Average 

Months of 

Enrollment 

Interest 

Anesthesiology     

Cardiology/Vascular Diseases     

Combined Products     

Dental/Maxillofacial Surgery     

Dermatology/Plastic Surgery     

Diagnostic Imaging     

Endocrinology     

Gastroenterology     

Healthy Patient Studies     

Hematology     

Immunology/Infectious Diseases     

Medical Device     

Musculoskeletal     

Nephrology     

Neurology     

Nuclear Medicine     

Obstetrics/Gynecology     

Oncology     

Ophthalmology     

Orthopedic     

Osteopathic Medicine     

Otolaryngology     

Pain Management     

Pathology     

Pediatrics/Neonatology     

Pharmacology/Toxicology     

Podiatry     

Psychiatry/Psychology     

Pulmonary     

Radiology     

Rehabilitation Medicine     

Rheumatology     

Surgery     

Trauma/Emergency Medicine     

Urology     



 

Please list major completed studies in the past two (2) years including Protocol Number and 

Sponsors Name.  Write “NONE” if you have not conducted any research studies.  Please list at 

least three (3) most recent studies per indication where applicable. 

Study Indication 
Protocol 

Number 

Sponsors 

Name 

# of 

Subjects 

Screened 

# of Subjects 

Randomized 

# of Subjects 

Completed 

Enrollment 

Period (# of 

Months) 

       

       

       

       

       

       

       

       

       

       

       

       

       

       

       

GCP Compliance Information (Check “X” for all that apply) 

Is the Physician/Investigator restricted or debarred by the FDA?   Yes    No 

Has the Physicianôs License been suspended by any authority?   Yes    No 

Has the FDA ever audited the Physician/Investigator?   Yes    No 

Has the Physician/Investigator ever been issued an FDA form 483? 
  Yes    No 

If Yes, comment and attach a copy of the citation. 

Is the Physician/Investigator/Research Staff aware of and willing to comply 

with ICH/GCP and applicable regulatory requirements including 

maintenance of adequate source documentation? 

  Yes    No 

Does the Physician/Investigator agree to make available for direct access, 

all study related source records as requested by sponsor, an auditor, 

IRB/IEC or a regulatory authority? 

  Yes    No 

Is you site in compliance with HIPAA Rules?   Yes    No 

Does your site view itself as a ñCovered Entityò under the HIPPA Rules?   Yes    No 

Does your site view itself as a ñBusiness Associateò under the HIPAA 

Rules? 
  Yes    No 



 

PREVALENT DIAGNOSES IN PATIENT POPULATION 
(Please indicate % of patient population diagnosed with each of the following) 

Acute Upper Respiratory Infection  

ADD/ADHD  

Arrhythmia  

Asthma  

Bronchitis  

Cardiomyopathy  

Cerebrovascular Accident (CVA)  

Chronic Obstructive Pulmonary Disease  

Congestive Heart Failure  

Conjunctivitis  

Constipation  

Coronary Artery Disease (CAD)  

Cystic Fibrosis  

Diabetes Mellitus  

Diarrhea  

Eczema  

End Stage Renal Disease (ESRD)  

Erectile Dysfunction   

Gallstones  

Gastroesophageal Reflux Disease  

Headaches  

Hepatitis  

HIV/AIDS  

Hypertension   

Incontinence  

Infection (Bacterial)  

Irritable Bowel Syndrome  

Osteoarthritis  

Otitis Media  

Peripheral Vascular Disease  

Pneumonia  

Pulmonary Fibrosis  

Pyelonephritis  

Renal Calculi  

Retention  

Rheumatoid Arthritis  

Sinusitis  

Tachycardia  

Ulcers  

Urinary Tract Infection  

  

  



PLEASE INDICATE ANY OTHER PREVALENT DIAGNOSES NOT INDICATED 

ABOVE 

  

  

  

  

  

    


