CLINICAL RESEARCH VOLUNTEER VISIT REPORT (Outpatient Onsite/Offsite)

	INSTRUCTIONS:

1. Please Print or Type Information. 

The Investigator should complete ALL items.

2. Check the appropriate box regarding name/address change.

3. Enter the Visit Dates (A) and Total Number of Hours (B) per visit.

4. Enter the Total Hours Compensation (C).


	5. List the Procedures (s) Performed (D) and enter the Number of inconvenience Unit(s) (E) with each procedure of each Visit Date (A).

6. Enter the Total Inconvenience Units Compensation (F).

7. Enter the Total Compensation (C) and Total Inconvenience Units Compensation (F).  Enter subtotals into Payment Due block below. 

8. Enter Escort Fee (if applicable) and Total.



	VOLUNTEER: (Please Print/Type)
Name    ______________________________________________________________

                (Last)                                                                           (First)                                                      (MI)

Address ______________________________________________________________

                     (Street)

             ______________________________________________________________

                     (City)                                                                           (State)                                                      (Zip)
	SSN or Tax ID# __________________________________________________________

Patient Number __________________________________________________________

Name Change:     (  Yes        (   No

Address Change: (   Yes        (   No                      NIH Employee (  Yes     (    No

	INVESTIGATOR: (Please Print/Type)
Name    ______________________________________________________________

                (Last)                                                                          (First)                                                        (MI)

Institute: ____________________ Branch __________________ CAN No. _________


	Protocol No. ____________________________   New Protocol: (    Yes     (    No

Maximum Amount Allowed Per Volunteer: $ ________      ___

	Protocol Tilte____________________________________________________________________________________________________________________________________

	(A)

Visit                 Dates
Onsite            Offsite
	(B)

Total No.

of Hours
	(C)

Total Hours Compensation 

($20+1st hr/$10 ea. Additional hr.)
	(D)

Procedures(s) Performed

(List Below)
	(E)

No. of Inconv. 

Units
	(F)

Total Inconv.

Units

Comp. ($10/Unit)

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	SUBTOTALS
	
	
	

	( Interim  ( Final                                                   Total Hours Compensaton (C) Subtotal   _____________________

Total Inconvenience Units Compensation (F) Subtotal _____________________

Escort Fee ($20 **One per Visit) _____________________

PAYMENT DUE _____________________

11050


	Volunteer Signature / Date:

________________________________________________

Authorized Signature / Date:

________________________________________________

For CRVP USE ONLY  ( Voucher       ( ADB

                                                                             NIH-2620 (6-96)


