
Several other forms must be submitted along with the membership application. A Roster
Update Request Form must be completed for each individual whom you wish to be considered
for membership in the CALGB. A curriculum vitae must be included for each physician
member. Each new CALGB participant must sign a Scientific Misconduct Form indicating that
he/she has read the CALGB policy regarding scientific misconduct. If your institution plans to
enroll patients on radiation therapy studies, a Radiation Facility Inventory Form must be
completed and submitted. Your institution must sign a Services Agreement, that outlines
responsibilities of membership in CALGB, and also permits CALGB to pass through to you per-
case payments from federal funds for which your institution is eligible. Per-case payments, in
general, are available to defray costs related to enrollments to CALGB treatment studies,
selected ancillary studies, selected cancer control and prevention studies, etc. At this time,
institutions holding Community Clinical Oncology Program grants at the time of the
registration are not eligible for most per-case payment programs, and CALGB institutions
holding main member federal grants are not eligible for selected per-case payment programs.

Before completing the application, please confirm with an institutional official that you are
using the accurate legal name of your institution. The membership packet contains all forms
that must be completed for your membership except for the OHRP assurance document, if
applicable.

If you have any questions regarding the application materials, please call the CALGB Regulatory
Affairs Coordinator, Rena' Williams at 773-702-9860 or e-mail: williamr@uchicago.edu.



CALGB Radiotherapy Facilities Inventory

Radiotherapy Facility Name:                                                                                                 

       Address:                                                                                                 

                                                                                                

                                                                                                

        Mailing Address:                                                                                                 

       (if different from above)                                                                                                 

                                                                                                

Is this institution known by another name?                                                                                  

For the department of Radiation Oncology: Phone:                                                 

FAX:                                                 

Personnel

Chief Radiation Oncology Chief Physicist
Name: Name:

Address: Address:

Phone: Phone:

FAX: FAX:

e-mail: e-mail:

Clinical Physicist/Dosimetrist
Name:

Address:

Phone:

FAX:

e-mail:
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Personnel

Principal Investigator - CALGB Responsible Rad. Oncologist - CALGB
Name: Name:

Address: Address:

Phone: Phone:

FAX: FAX:

e-mail: e-mail:

Data Manager / CRA - CALGB Rad. Oncology Data Manager - CALGB
Name: Name:

Address: Address:

Phone: Phone:

FAX: FAX:

e-mail: e-mail:



CALGB: Roster Update Request Form 
   

Action: 1.  Addition         2.  Correction         3.  Deletion 

Investigator's NCI Identification No.: 
 

Name:   
 Last  First Middle Initial Suffix   (eg.  Jr., III)  
 
Salutation:     Degree:   Date of Birth:       /            /  
          (eg. Mr., Mrs., Dr., Dean)  (eg. MD, DDS, PhD, BSN)           Month    Day     Year 

Social Security Number:                -             -                           

Race 
1.  White 5.  Asian  
3.  Black or African American    6.   American Indian  
4.  Native Hawaiian or Other  or Alaska Native  
 Pacific Islander 99. Unknown     
      
 
Sex 
1.  Male  2.  Female 
 
Institutional Role 
1.  Cytogeneticist 11.  Pharmacist  
2.  Chief of Radiology 12.  Principal Investigator  
3.  Chief of Surgery 13.  Investigator  
4.  Lead CRA 14.  Responsible Investigator  
5.  CRA 15.  Pharmacy Coordinator  
6. Psycho-Oncology  16.  Transplant Coordinator 

  Coordinator 17.  CCOP Responsible  

Speciality 
1.  Hematology 10.  Hematology/ Oncology 
 
2.  Oncology 11.  Radiation   Oncology 
 
3.  Surgery  12.  Oncology Nursing 
 
4. Pathology   13.  Oncology Nursing / Data   
         Management 
5.  Immunology  14.  Data Management 
 
6.  Cytogenetics  15.  Pharmacist 
 
7.  Statistics  16.  Administration 
 
8.  Psychiatry  17.  Psycho-Oncology 
 
9.  Epidemiology  18.  Other, specify:

7. Surgical Coordinator         Investigator 
8.   Surgical CRA 18.  Laboratory Technician 
9.   Oncology Nursing 19.  Radiation Oncology Coordinator 

10. Transplant Director 20.  Pathology Coordinator 
 
 

Mailing Address    Secondary Address (n-no,y-yes) 
 

Institution Name:  

Department:  

Street:  

P.O. Box/Suite:  City:     State:   

Country:       Postal Code:   ----   

Phone #1:    Ext:       Phone #2:  Ext:   

Fax Number:       Email Address:        Broadcast: 
 
For Investigator Only: (n-no, y-yes) 
 
 Does Investigator have a private practice?  NCI identification #:  
 

 If Yes, has Investigator submitted an Non-institutional Investigator Assurance (NIA)/Unaffiliated Investigator 
Agreement (UIA)/Agreement for Independent Investigator (AII)? 

 
Certification on Protection of Human Subject Training Type: 
 
Copy of Investigator’s 1572 attached?  

  
For Patient Registration Only: (n-no, y-yes) 
 
 Will participant be registering patients to CALGB studies?  If Yes, please have the P I sign below. 
 
Principal Investigator Name:  (Please Print)   
 
Signature of Principal Investigator:   Date:   
  
Submitted by:   Phone #:   
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