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DATE
MEMORANDUM FOR CHIEF, RESEARCH REVIEW SERVICE, DEPT OF

       CLINICAL INVESTIGATION, WRAMC

SUBJECT:  Report of Adverse Event
1.  WORK UNIT #:  

     TITLE:  

     PRINCIPAL INVESTIGATOR:  

     DEPARTMENT/SERVICE:  

     TELEPHONE NUMBER:  

     FAX NUMBER:  

2.  SUMMARY OF ADVERSE EVENT:   This Summary Should Include A Detailed Description of the Adverse Event and A Statement on Whether or Not the Subject Was Enrolled At WRAMC.  Also, Attach Copies of Any Pertinent Medical Records/Summaries (With All Patient Identifying Information Eliminated). 
3.  RISK: Is the risk of this event described in the consent form?  YES___ NO ___
4.  CONCLUSION:  PI Should State, In His/Her Judgement, Whether the Adverse Event Is Related To the Experimental Treatment, Intervention, Or Procedure. 
Encl. (As Appropriate)
 



    (Signature Required)





PRINCIPAL INVESTIGATOR

  Type in Signature Block 
CF:  Medical Monitor: A COPY OF THIS MEMO MUST BE FORWARDED TO THE MEDICAL 

                                               MONITOR FOR THE PROTOCOL.

