OSUWMC COM-CTMO SOP-19	
Payment to Human Subjects
Attachment B
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Subject Payment Request Form

To be completed by Coordinator:

______________________________________________________________________________
Patient Name					Patient Study ID			DOB

______________________________________________________________________________
Address					City, State, ZIP
Confirm if there has been a change to patient’s address since their last visit:	Yes	No
If yes, complete a new A/P compliance form & list previous address below:
______________________________________________________________________________
     ☐ClinCard Payment		☐ Check Request                    ☐Other:________________
	
Study: ______________________________ PI: ____________________ OSP #: ____________
Coordinator: ________________________________________________ Phone: ____________
ClinCard # (if applicable, not needed at subsequent visits): ___________________________________________
Visit Description: _______________________________________________________________
Date(s) of Service: ______________________________________________________________
Location:______________________________________________________________________
Stipend Amount: _____________________________
Mileage: _______________X________X__________= Total Mileage Reimbursement: _______
      Miles Traveled Round Trip	 Mileage Rate       Number of Visits
Meal/Per Diem: _____________________________
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Total Payment Amount: _______________________________
Coordinator Signature: ______________________________________ Date: _____________
Patient Signature: ___________________________________________Date: _____________
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