
UAB   
 CLINICAL TRIAL BILLING NOTICE

 
 

 

Circle one:     Approved      Terminated  
IRB Approved/Term Date:    ____/____/____ 
If Approved; Expected Start Date: ____/____/____     
           
Sponsor’s Trial Name:  
 
Sponsor Name:      

Principal Investigator (Please Print):                                        
 
 
 
 
 
 
Emerg Contact – Lab – critical values:  Name __________________
TYPE OF SERVICE:   Radiology    Laboratory  Pathology    

Bil
___
Cam
Pho

Research Coord Name: ________________________ 
___________________________________________ 
Address:  ___________________________________ 
Phone:  _______________ Fax _________________ 

TYPE OF STUDY:      Category B Device – IDE # _____________

TYPE OF SPONSOR:   Federal Sponsor   Extramural Sponso
 
IISS  TTHHIISS  AA  NNEEWW  PPAARRTTIICCIIPPAANNTT??  ((CCIIRRCCLLEE  OONNEE))      Yes  
 
Patient Name: ___________________________________________
  Last   First      MI
DOB (mm/dd/yyyy) _____________________   Social Security Nu
 

Outpt Date of Service: _____/____/____                                           

Location of service :  UAB Hospital     Kirklin Clinic      Eye Found

Are all services/charges for the above date-of-servic
(Circle one)   Yes           No 

 

IF YOU CIRCLED YES = STOP HERE and fax document to 731

IF YOU CIRCLED NO = YOU MUST CIRCLE EITHER “A” OR “B

AA..  Bill all charges to the patient or the patient’s insurance.  Stop her

B. Some of the services the patient received are to be billed to the
patient or the patient’s insurance. Attach an additional sheet if

(List charges to be billed to Study Only Here)                           (List Charg

Date of 
Procedure 

CPT Code/Charge 
Description* 

Provider/ 
Specialty 

 Date of  
Procedure

     
     
     
     
     
     
     

*Charge description is required.         Also, indicate provider/specialt

Date:   November 1, 2002  
UAB IRB 10-DIGIT PROTOCOL NUMBER
          
          
Sponsor Assigned Protocol Number 
                    Dept: 

______ Phone_______________ Pager____________ 
   Other   

ling Contact Name: ________________________ 
________________________________________
pus Address:_____________________________

ne:  ___________________ Fax: _____________

_____      NCD-Deemed     Other ____________ 

r    Other_______________________________ 

No 

____ Medical Record # ________________ 
 
mber  _________-________-_____________  

  Inpt Admit Date: ____/____/____     

ation       GCRC          Other__________________ 

e and location to be billed to the study? 

-9618. 

” BELOW: 

e and fax document to 731-9618.  

 study and some of the charges are to be billed to the 
 necessary.   Fax to 731-9618 

es to be billed to Insurance/Patient Only Here) 

 
CPT Code/Charge 

Description* 
Provider/   
Specialty 

  
  
  
  
  
  
  

y for professional charges. 
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