
University of Chicago

Cancer Research Center Patient Registration Form
Protocol and Data Management Office

 Please return or Fax (773-702-8855) completed form to the PDMO.

Required for all Registrations

Last Name: Date of Birth:        -      -
First Name:

Med. Hist #: SSN:       -      -
Sex:  Male            Female

Race:  White   Hispanic   Black    Asian   Nat American  

Nat Hawaiian  Indian or Pakistani  Filipino   Other     

Completed By: Sect/Program:

Visit Information

Attending: RN:

Examining: Date Seen:
(m/d/y)

Date Diagnosed: Disease/Site:
(mo/yr) Circle one: Primary   Recurrent   Metastatic  

Benign     Uncertain      N/A

Protocol Registration

Start Date:          -      -
(m/d/y) Arm:

Protocol IRB #(s): Coop Group Pt.#:

Registering RN: Treating MD:

Treating Institution:
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