CCOP/MBCCOP PARTICIPATING PHYSICIAN FORM
(Please print or type)
	CCOP/MBCCOP Grant No: ____________
	CCOP/MBCCOP Name: ____________________________________

	

	Principal Investigator:  ___________________________________________________________________________

	
	

	Physician’s Name:  ______________________________________________________________________________

	
	

	Physician’s Address and Telephone Number:
	______________________________________________________

	
	

	
	______________________________________________________

	
	

	
	______________________________________________________

	
	

	Practice Type:
	 FORMCHECKBOX 
 Group (G)
	 FORMCHECKBOX 
 Solo (S)
	 FORMCHECKBOX 
 Hospital (H)

	
	
	

	Year of Graduation from Medical School:  
	__________
	Specialty:  _____________________________________

	
	
	

	Status of Physician (Check one):
	 FORMCHECKBOX 
 Type A (Accruing)
	 FORMCHECKBOX 
 Type B (Referring)

	
	

	Board Certified:      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
    No
	State and Medical License No:  ___________________

	

	Primary Hospital(s):  _____________________________________________________________________________

	…………………………………………………………………………………………………………………………………………….

	All Type A physicians must have an active FDA form 1572, Supplemental Form and Financial Disclosure Form

	
	

	If you already have an active 1572, provide your NCI Investigator number:
	______________________________

	

	If you have not yet submitted this form, mail directly to:


	Pharmaceutical Management Branch

CTEP, NCI, NIH

Executive Plaza North, Room 7149

6130 Executive Blvd. 

Rockville, MD  20852 - (Note:  Use for Courier deliveries)

Bethesda, MD 20892-7422 (Note:  Use for Regular Mail deliveries)

	

	DO NOT submit  FDA Form1572 in your letter requesting addition of the physician to the CCOP/MBCCOP Program Director.

	

	Human Subjects Protection Course: All Type A (accruing) physicians must have received training in human subjects protection issues prior to NCI approval. 

	
	

	Title of the course:
	_________________________________________________________________

	
	

	Sponsoring Institution(s):
	_________________________________________________________________

	
	

	Date Completed:
	_________________________________________________________________

	

	SIGNATURE OF PHYSICIAN INDICATES COMMITMENT TO ENTER PATIENTS ON CCOP/MBCCOP CLINICAL PROTOCOLS:

	
	

	
	

	
	______________________________________________

	
	Signature of Physician  
                              Date


4/2005


