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Physician Interest Questionnaire

Name of Physician: _____________________________________________

Contact Name (if different from above): _____________________________

Medical specialty: ______________________________________________
Are you board certified?    □ Yes
□ No

□ Private Practice        
□ Group Practice (please provide the names of the other physicians within your group)
□ Other (please specify)
_______________________________________________________________

Name of Practice: ________________________________________________

Address of Practice: ______________________________________________
                                ____________________________________________
Phone: _______________________            Fax: _______________________
Email: ________________________


How many years have you been in practice? _____________
Please describe the demographic composition of the patients you treat in your practice:

% African American:________

%Caucasian:__________

% Hispanic:_______


%Asian: __________

Other:______

Have you ever or do you currently participate in clinical research activities?

□ Yes


□ No
If yes, how long have you been involved in clinical research?  ______________
Has your site ever been audited by the FDA?

□ Yes


□ No

Do you consider your site to be a HIPAA covered entity?

□ Yes


□ No

Have you and/or your staff completed training in the protection of human subjects for the purpose of research?

□ Yes


□ No

If yes, please specify type of research: _____________________________________

What is your usual method for patient recruitment? ______________________________
Please indicate area(s) of experience or interest:

□ Cardiology/Vascular Disease

□ Dermatology

□ Endocrinology
□ Family Practice

□ Gastroenterology

□ Hematology

□ Infectious Disease
□ Internal Medicine
□ Musculoskeletal

□ Nephrology
□ Neurology

□ Obstetrics/Gynecology

□ Oncology

□ Otolaryngology

□ Pediatrics

□ Psychiatry

□ Pulmonary/Respiratory

□ Rheumatology

□ Urology
□ Other:______________________  

Please indicate which of the following you have available on-site (check all that apply):

□ Pharmacy





□ Centrifuge

□ Secure drug storage




□ Clinical laboratory

□ Secure records storage



□ Freezer (-20˚F)
□ ECG machine





□ Access to dry ice supply

□ Refrigerator





□ Pulmonary Function Testing

PLEASE FAX COMPLETED FORMS TO (904) 765-8127 or email to clinical_trials@nefhi.org
Minority Physicians Research Alliance








