Glasgow Clinical Trials Unit

NHS GG&C Clinical Research Facility
MANDATORY

Form 17.013B:  Inter-site Communication form for genetically modified Advanced Therapy IMP delivery

	Study Title
	
	NHS GGC R&D No.
	

	Sponsor
	
	Sponsor 

Main contact 

	Name


	
	
	
	Phone Number


	
	
	
	Email 


	Primary Site
	Hospital Address:


	Primary Site
Main Contact
	Name

	
	Site ID


	
	Phone Number

	
	PI


	
	Email

	
	Pharmacist 
	
	Fax



	Dosing Site
	Hospital


	Dosing Site 

Main Contact
	Name

	
	Site ID
	
	Phone Number



	
	PI
	
	Email 



	
	Pharmacist
	
	Fax




Dosing Site information requirements from Primary Site

Please check what information is needed from the Primary site to Dosing Site (customise as appropriate)
	Description of Information or Action
	Method of information transfer ((one option)
	When information transfer is required (e.g. pre/post baseline )

	Patient’s Date of Birth
	( Phone ( Email ( Fax


	

	NHS No./CHI no.
	( Phone ( Email ( Fax


	

	Patient’s Study ID number
	( Phone ( Email ( Fax


	

	Copy of Signed Informed Consent Form
	( Phone ( Email ( Fax


	

	Patient’s contact details (e.g. mobile number)
	( Phone ( Email ( Fax


	

	Patient’s next of kin


	( Phone ( Email ( Fax


	

	Copy of Medical History
	( Phone ( Email ( Fax


	

	Date of Screening visit
	( Phone ( Email ( Fax


	

	Copy of source baseline data (e.g height, weight)
	( Phone ( Email ( Fax


	

	Copy of signed Eligibility Form
	( Phone ( Email ( Fax


	

	Copy of IVRS Randomisation Form (where applicable)
	( Phone ( Email ( Fax


	

	Confirmation patient has received [emergency contact card, diary, appoint. schedule, travel info]
	( Phone ( Email ( Fax


	


Name:

_________________________________________

Signature
_________________________________________
Date     ________________

Primary Site information transfer requirements from dosing site

Please check what information is needed from dosing site to primary site (customise new table for each dosing visit)
	Description of Information or Action
	Method of information transfer ((one option)
	Time of information transfer (pre/post visit number)

	Confirmation patient successfully dosed
	( Phone ( Email ( Fax


	

	Confirmation patient successfully discharged
	( Phone ( Email ( Fax


	

	Confirmation of any Adverse Events
	( Phone ( Email ( Fax


	

	Confirmation of any important events (e.g. unscheduled procedures, deviations)
	( Phone ( Email ( Fax


	

	Copy of Drug preparation/administration information
	( Phone ( Email ( Fax


	

	Copy of Drug prescription


	( Phone ( Email ( Fax


	

	Other (e.g. Confirmation of Case Report Form completion, blood results)
	( Phone ( Email ( Fax


	


Name:

_________________________________________

Signature
_________________________________________
Date     ________________
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