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	SYNNOVIS SCIENTIFIC RESEARCH & INNOVATION CONTACT:

	Synnovis clinical trial enquiries email address
	synnovis.researchenquiries@synnovis.co.uk 

	Synnovis Head of Scientific Research & Innovation email address
	tracey.mare@synnovis.co.uk 

	

	TRIAL CONTACTS:

	Company name (organisation who will be paying for the services)
	GSTT / KCH / KCL / SLaM / Other (delete as appropriate)

If other, please state:

	Company registered address 
	

	Research team correspondence address
	

	Study co-ordinator / Lead research nurse contact name
	

	Study co-ordinator / Lead research nurse phone number
	

	Study co-ordinator / Lead research nurse email address
	

	Study principal investigator name
	

	Study principal investigator email address
	

	Study clinical lead name
	

	Study clinical lead email address
	

	

	INVOICE REFERENCE:

	Which company will hold the funds and provide the Purchase Order for payment of services?
	GSTT / KCH / KCL / SLaM / Other (delete as appropriate)

If other, please state:

	Which R&D office will manage the research application/submission?
	GSTT / KCH / KCL / SLaM / Other (delete as appropriate)

If other, please state:

	Is your funding granted or in progress?
	Funded / In progress (delete as appropriate)

	Does the study involve direct patient care?
	Yes / No (delete as appropriate)

	Is the study commercial or non-commercial?
	Commercial / Non-commercial (delete as appropriate)

	Accounts payable contact
	

	Accounts payable billing address
	

	Accounts payable email address
	

	Accounts payable direct telephone
	

	

	STUDY REQUIREMENTS:

	Synnovis site (where the services will be performed)
	KCH / STH / Guys / PRUH / All (delete as appropriate)

	Study Protocol Short title
	

	Study Protocol Full title
	

	Study Protocol number (version & date)
	

	Study IRAS number
	

	Study EudraCT number
	

	Study REC number
	

	Does the study involve a medicinal product?
	CTIMP / non-CTIMP (delete as appropriate)

	Does the study have a pathology related endpoint?
	Yes / No (delete as appropriate)

	Is there an MTA (Materials Transfer Agreement) in place for this study for the transfer of tissue/blood material?
	Yes / No (delete as appropriate)

	Which tests will be requested on the KCH/GSTT Trust Electronic Patient Record (EPIC) system?
	

	Will the samples arrive in one batch or as and when recruited?
	One batch / As and when recruited (delete as appropriate)

If one batch, please state batch size: 

If one batch, can sample be discarded after analysis? Yes/No

	Will all the samples be anonymised/blinded?
	 Yes / No (delete as appropriate)

	For batched samples, provide 2 names and email addresses for results
	Name:
Email:

Name:

Email:

	Study intended start date  
	

	Study intended end date
	

	Number of trial subjects
	

	Protocol / Lab manual available
	Protocol: Yes / No               Lab manual: Yes / No

	Will the researcher intend to perform an external audit of pathology services during the study or after study completion?
	Yes/No (delete as appropriate)

	

	TESTS REQUIRED FOR ANALYSIS:

	Please indicate below the pathology tests/services that are required from Synnovis (insert additional rows as required).
Note: Changing kits may affect comparability of results, if you have carried out previous studies using these tests, please indicate the test kit manufacturer used.

	Name of Test(s):
	Quantity (calculated by multiplying the maximum number of patients to recruit by the maximum number of time points per test):
	Special requirements (according to study protocol) or test kit used previously:

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	SAMPLE PROCESSING REQUIREMENTS

	Please indicate below the sample processing only requirements for this study (i.e.: centrifuging, aliquoting).

	Sample type
	Short term storage temperature
	Quantity (calculated by multiplying the maximum number of patients to recruit by the maximum number of time points)

	Serum
	Ambient / Frozen (select one)
	

	Plasma
	Ambient / Frozen (select one)
	

	Whole Blood
	Ambient / Frozen (select one)
	

	Urine
	Ambient / Frozen (select one)
	

	Blood slide
	Ambient 
	

	Other (state)
	Ambient / Frozen (select one)
	

	

	STORAGE REQUIREMENTS

	Please indicate below the long-term storage only requirements for this study.

	Sample type
	Long term storage temperature
	Duration of storage required (i.e.: 1-year, 2-year etc)
	Quantity (calculated by multiplying the maximum number of patients to recruit by the maximum number of time points)

	Serum
	-20(C / -80(C (select one)
	
	

	Plasma
	-20(C / -80(C (select one)
	
	

	Whole Blood
	-20(C / -80(C (select one)
	
	

	Urine
	-20(C / -80(C (select one)
	
	

	Blood slide
	-20(C / -80(C (select one)
	
	

	Other (state):
	-20(C / -80(C (select one)
	
	

	Form completed by:
	

	Date form completed:
	


CR&D-LF-2 v11.0


[image: image2.png]synnovis



