Mock CIN Day-To-Day Protocol


Stamp Plate

Admission Date: *

Patient: *

Diagnosis:

Medical Record No.: * 

Investigator: *

Study #: *
      Title: *

Day 0: (i.e. Thursday) Date: ______ 
_____
1.
Admit to CIN
_____  2.
Activity
_____
3.
Diet (Specify type and hours to be provided.  Specify any additional services needed, (i.e. calorie count, nutrition assessment, anthropometry, fluid restrictions, time period during which patient will need to be NPO.)
_____
4.
Vital signs (which and how often)
_____
5.
Weight (how often); Height (on admission)
_____
6.
Medications (study drug(s), concomitant)
_____
7.
Research Study Drug Instructions (if applicable)
_____
8.
Admission Labs (indicate which tests) - if other than EUH lab tests refer to Day 1, #2
_____
9.
Notify: (investigator, PIC#       and coordinator, PIC#        ) of patient's arrival
_____
10.
State that informed consent is signed and on the chart or informed consent will be signed on admission before initiating protocol **
_____
11.
H & P to be done by                                      (PIC #             )
_____
12.
Indicate 1st and 2nd On-call (P.I., Fellow, or Resident and PIC #s)
_____
13.
NPO after                   (if appropriate) 
Day 1: (Day of week)
 Date: _________ *
_____
1.
Outline day-to-day events (be very specific).  Include the following:



(
Time patient should be awakened if before 0730



(
When to insert IV (if this needs to be done at a specific time); retrograde or 
antegrade. 
______ 2.
List routine (EUH Main Lab) labs to be drawn.  For research study labs, please include the 
following: 

(
Amount to draw 

(
Size (ml) of tube and color of top
· Indicate to which laboratory (CIN Core Lab, EUH Main Lab or a special lab (i.e. investigator’s lab) to send blood or where to store and who to call for pickup.
· Explain how bloods should be processed.  If needed, this can be done on a separate page (be specific/detailed).
· Protect from light? 

· Do tubes need to be placed on ice? 
______ 3.
Day of test or procedure, list intervals for collection of blood and urine; medication administration.
______ 4.
State when the patient may be discharged (i.e., discharge at 3 p.m. after test has been completed, etc.)
______ 5. 
Include the header & footer on each page:

Physician’s Signature:______________________________________ PIC #:___________
Date: _______

Variance and Actions:




Nurse Signature



Initials

______________________________________        _______________________________
______   ______________________________________        
_______________________________
______ 

______________________________________
_______________________________
______
**  Signed by patient and investigator prior to initiation of protocol or signed copy available on chart.

*   Leave blank (to be completed by GCRC administrative staff before protocol is circulated) or provide the necessary information when the             protocol is generated by the investigator’s office.  Print Inpatient Protocol in Landscape and Outpatient Protocol in Portrait.

Remove the above paragraph once protocol is completed.
JO: 3/95, amended 8/14/2003, 8/11/2004, 9/19/2006; DC amended 4/5/2007, 4/8/08

