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Questionnaire for Investigator Registration 

Please complete if you are interested in participating in a clinical trial as an investigator.
Site Contact Information

Principal Investigator (PI):

	Investigator Name:

     
	Date:

     

	Institution Name:

     
	Phone:

     

	Address:

     
	Fax:

     

	City, State, Zip/Province, Postal Code:

     
	Email:

     


A. Clinical Research Interest:
Please check all that apply:
Neurology   FORMCHECKBOX 
  Psychiatry   FORMCHECKBOX 
  Gastroenterology   FORMCHECKBOX 
  Metabolic diseases   FORMCHECKBOX 
  Pain Management   FORMCHECKBOX 
 Dermatology   FORMCHECKBOX 
  Internal medicine   FORMCHECKBOX 
 Medical devices   FORMCHECKBOX 

OTHER (Specify):      OTHER (Specify):      OTHER (Specify):     
What type of practice?

Private FORMCHECKBOX 
          Hospital FORMCHECKBOX 
          Family Medicine/GP FORMCHECKBOX 

Are you part of an SMO or is there another site name and address? 

Yes  FORMCHECKBOX 
  No FORMCHECKBOX 

If yes, please complete:     
SMO or site name and address: 
	Name:

     
	Phone: 
     

	Address (if different from above):

     

	Fax:

     

	
	Email:

     


What phase of trial do you prefer? 

Phase I   FORMCHECKBOX 
    Phase II   FORMCHECKBOX 
     Phase III   FORMCHECKBOX 
     Phase IV   FORMCHECKBOX 

How many trials have you participated in over the last two years?
1 – 5   FORMCHECKBOX 
     6 – 10   FORMCHECKBOX 
     over 10   FORMCHECKBOX 
       Please specify:      
How do you recruit patients into your studies?
Database:   FORMCHECKBOX 
     Advertising:   FORMCHECKBOX 
     Other (Please comment):     
Can you use a central IRB?    
YES   FORMCHECKBOX 
     NO   FORMCHECKBOX 

Do you have dedicated staff (Study co-ordinators, data managers, physicians etc.)? 

Study Co-ordinators   FORMCHECKBOX 
  How many: 
Data Managers   FORMCHECKBOX 
  How many:      
Primary contact person:

	Name:

     
	Phone:

     

	Address:

     

	Fax:     

	
	Email:     



Has the FDA audited you or your site?     Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 

Please E- mail/ post the completed questionnaire to:
Operation Manager (CRO Div.)

Med Devices Lifesciences Pvt. Ltd.

SF 207-208, 2nd floor, Vasundhara Plaza, 

Commercial Plot No.-1, Sector-5, Vasundhara,  Ghaziabad- 201 010, INDIA 

Tel.: +91-120-4103000 (25 Lines)

E-mail: sharad@meddevices.net; sameena@meddevices.net 
URL: www.meddevices.net
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