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[bookmark: _GoBack] SCCC Research Lab/Satellites 
Services Request Form 
Please send form via e-mail to ResearchLabandSatellites@med.miami.edu 
*Any other information, comments or special conditions that you believe would assist in expediting the review and approval of your protocol should be added below
*All protocols must receive IRB approval before implementation. Protocol modifications affecting the laboratory process should be discussed with SCCC research lab staff prior to any lab services could be provided. Please communicate via email: ResearchLabandSatellites@med.miami.edu
INSTRUCTIONS:  Complete this form if the research consists of using, collecting or storing human biological samples for other than routine testing.  This form must be typed and completed in its entirety.  Incomplete forms will delay the approval process.   
Submission Date: __________________________ Protocol # ID: ____________________  
Protocol Title: ___________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________________  
Principal Investigator: ______________________________ Department/Division: _____________________ 
E-mail: __________________________ Phone: _________________ Fax: ___________________
Contact Person: _____________________________________ E-mail: _______________________________ Phone: ________________  
Fax: __________________     Sponsor: _______________________     please mark with a Checkmark .        Federal    	 Non-Federal 
Page 
1. Will you need laboratory services at (check all that apply): please mark with an X. Does this study involve only standard laboratory testing (no laboratory testing outside standard of care)?   (Mark with X, all that apply):
	 UMHC-SCCC    
	 Lennar 
	 Plantation 	     Coral Springs 
	Hollywood 

	 Deerfield Beach 
	 Kendall 
	 Other: _____________________ 
	


2. Specify needs (Mark with X, all that apply):
	a.	Specimens Processing:
	
		 Blood 	 Bone Marrow 
	 Tissue blocks and slides 

	
		 Centrifuge 	 Aliquot        
	  Other: _____________________ 

	b.
	Specimens Storage:	-20℃
	-80℃            Refrigeration Storage 


c. Storage Duration (#days/weeks/months):  ______________
d. Specimen Shipping:	    Frozen (dry ice required) 	        Ambient 	 Refrigerated 
e. Contact information: Tel: Office (305) 243-1344 or Lab (305) 243-5232
3. Will the study require laboratory personnel after 6 PM?  Yes    No      .If yes, Specify the hours:  _____________________
4. Please describe additional services needed or any Comments: __________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________




Schedule of events: Please mark X if applicable and use numbers to specify PK total # of collections. Ex: Pre, 1H post, 2H post = 3 
	Visit 
	Safety Labs 
	Research Labs 
	PK Collection/s 

	Screening 
	
	
	

	Baseline 
	
	
	

	Cycle _____  Day _____ Week _____ Month _____ Other _____ 
	
	
	

	Cycle _____  Day _____ Week _____ Month _____ Other _____ 
	
	
	

	Cycle _____  Day _____ Week _____ Month _____ Other _____ 
	
	
	

	Cycle _____  Day _____ Week _____ Month _____ Other _____ 
	
	
	

	Cycle _____  Day _____ Week _____ Month _____ Other _____ 
	
	
	

	Cycle _____  Day _____ Week _____ Month _____ Other _____ 
	
	
	

	Cycle _____  Day _____ Week _____ Month _____ Other _____ 
	
	
	

	Cycle _____  Day _____ Week _____ Month _____ Other _____ 
	
	
	

	Cycle _____  Day _____ Week _____ Month _____ Other _____ 
	
	
	

	Cycle _____  Day _____ Week _____ Month _____ Other _____ 
	
	
	

	Total 
	
	
	


Note: please use this table only if you have to use more columns, thank you. 
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