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    Department of Veterans Affairs
Form for requesting DSS information for research studies

Name of PI____________________
Email___________________
       Phone #_____________
Date of request ______________________           Date information required________________

1.
Is this request for an IRB-approved study?   FORMCHECKBOX 
 no     FORMCHECKBOX 
 yes IRB approval #_____________
If no, is only preliminary data requested such as number of potential patients?  

 FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no (note: if no IRB/R&D approval, then only preliminary data can be requested)
What is the purpose of the request (is this information needed for a merit-review application or other purpose?) ________________________________________________
_________________________________________________________________________

_________________________________________________________________________

2. Should the sample group include:

 FORMCHECKBOX 
 patients seen at the Charleston VA only
 FORMCHECKBOX 
 patients seen at the Charleston VA plus patients from the CBOC's 
(CBOC's are located in Goose Creek, Savannah, Beaufort, and Myrtle Beach)

3.
Inclusion criteria, including specified ICD9 codes carried out to the fifth digit, DRG's, CPT Codes, any other applicable codes, patient age, sex, etc.  Clearly define codes and whether multiple parameters should be used as "or" statements or "and" statements. 


(note: ICD9 codes found on web:  http://icd9cm.chrisendres.com/)

	
	
	
	
	

	
	
	
	
	


3.a..
Should the criteria apply to:

 FORMCHECKBOX 
 inpatient encounters

 FORMCHECKBOX 
 outpatient encounters
3.b..
If using medication prescribed, does it include: 

 FORMCHECKBOX 
 outpatient prescriptions 

 FORMCHECKBOX 
 inpatient IV 

 FORMCHECKBOX 
 Unit Dose orders

 FORMCHECKBOX 
 only active prescriptions for outpatient medications/prescriptions

Generic name of medication ________________________________________

(please take care with spelling)

3.c    Other inclusion criteria_______________________________________________________

         _________________________________________________________________________
4.
Exclusion criteria, including specified ICD9 codes carried out to the fifth digit, DRG's, CPT Codes, any other applicable codes, patient age, gender, etc.  Clearly define codes and whether multiple parameters should be used as "or" statements or "and" statements. 


(note: ICD9 codes found on web:  http://icd9cm.chrisendres.com/)

	
	
	
	
	

	
	
	
	
	


4.a..
Should the criteria apply to:

 FORMCHECKBOX 
 inpatient encounters

 FORMCHECKBOX 
 outpatient encounters

4.b.
Should patients with a date of death entered be excluded?   FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no

4.c.
Other exclusion criteria (For example, if looking for patients that would be compliant with a treatment plan, you would want to exclude patients with certain mental health conditions.)  ______________________________________________________________


_________________________________________________________________________

 
5.a
What timeframe should be used for each inclusion component 

 FORMCHECKBOX 
 visit dates  _____________________________________

 FORMCHECKBOX 
 admission dates _________________________________

 FORMCHECKBOX 
 discharge dates _________________________________

 FORMCHECKBOX 
 laboratory test dates______________________________

 FORMCHECKBOX 
 vital signs ______________________________________

5.b    What timeframe should be used for each exclusion component 

 FORMCHECKBOX 
 visit dates  _____________________________________

 FORMCHECKBOX 
 admission dates _________________________________

 FORMCHECKBOX 
 discharge dates _________________________________

 FORMCHECKBOX 
 laboratory test dates______________________________

 FORMCHECKBOX 
 vital signs ______________________________________

_________________________________________________________________________

_________________________________________________________________________
Helpful note:  If you include or exclude patients with drug abuse codes, most likely the codes should be recently documented.  If you include or exclude patients with a chronic medical or mental health condition, you would possibly use a longer time frame.

  
6.
What information is needed?  (Note: Protected health information should not be used or disclosed when it is not necessary. Please select only the minimum amount of information that is necessary to carry out the research proposal).
 FORMCHECKBOX 
 patient name
 FORMCHECKBOX 
 SSN
 FORMCHECKBOX 
 date of birth
 FORMCHECKBOX 
 date of death
 FORMCHECKBOX 
 sex
 FORMCHECKBOX 
 race
 FORMCHECKBOX 
 ethnicity
 FORMCHECKBOX 
 vital sign measurements (Please Specify)  _________________________________________
______________________________________________________________________________
 FORMCHECKBOX 
 encounter dates
 FORMCHECKBOX 
 ICD9 Codes (Please Specify) ___________________________________________________
______________________________________________________________________________

 FORMCHECKBOX 
 CPT Codes (Please Specify) ____________________________________________________

______________________________________________________________________________

(Please note: If you need all of the patients’ ICD9 or CPT codes that were documented during the requested time frame, please specify that as well.  The requested codes must be relevant to your approved study).
 FORMCHECKBOX 
 admission and discharge dates
 FORMCHECKBOX 
 DRGs
 FORMCHECKBOX 
 patient address
 FORMCHECKBOX 
 outpatient prescriptions (Please Specify)  _________________________________________

______________________________________________________________________________
______________________________________________________________________________

 FORMCHECKBOX 
 refill dates for outpatient prescriptions (for compliance monitoring only)

 FORMCHECKBOX 
 inpatient IV or Unit Dose medications (Please Specify) ______________________________
______________________________________________________________________________

______________________________________________________________________________

 FORMCHECKBOX 
 primary care team
 FORMCHECKBOX 
 primary care practitioner
 FORMCHECKBOX 
 laboratory test values (please describe) ______________________________________ 

________________________________________________________________________ (Please note: The requestor is responsible for contacting the laboratory prior to submission of this request to determine the exact laboratory test name they want included in the report)
 FORMCHECKBOX 
 other (please describe) ___________________________________________________

_________________________________________________________________________
7. Please note that it may not be possible to provide the above-requested information within the requested time frame since clinical DSS-related obligations take precedence over research requests.  Also note that the data does not typically include Fee Basis or workload that is contracted out.
8.
Upon completion of this request form, please forward the form electronically to ACOS/Research (rita.young@va.gov) or Research Compliance Officer (paul.kelly2@va.gov) or fax to 876-5384 (Attention Rita Young or Paul Kelly).
Principal Investigator Statement of Assurance

As Principal Investigator, I understand that I am responsible for the safekeeping of information I am requesting.  I understand that I must request the minimum information necessary and I understand the requirements for the storage, use, disclosure, security and destruction of the information that will result from this request.
______________________________________


_____________________
               Signature of Principal Investigator




                  Date
Version September 24, 2008


