LABORATORY/PATHOLOGY Worksheet
	Protocol Title: 
	Principal Investigator:


	Prepared by: 

	
	Date:
	# of Patients: 


LABORATORY SERVICES REQUIRED

1. 
List the laboratory services to be performed to complete each protocol.

2. 
Indicate which are part of routine care and which are additional procedures required by the protocol.

3.
Note that Laboratory approval must be obtained if specimens are to be taken to another institution for analysis.

4.
At John H. Stroger , Jr. Hospital, funds should be designated to Hektoen account #3501

	
	For Laboratory Use

	Procedure/ Test
	# per protocol

	Routine Care
	Not Routine Care

	Estimated non-routine cost per protocol

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	Total Cost of Non-Routine Lab Services
	


APPROVED:

CCHHS Pathology/Laboratory:
	
	
	
	
	

	Name (Print or Type)
	Title
	Signature    
	Date
	


CCHHS Responsible Investigator:

	
	
	
	

	Signature
	
	Date    
	



