Research Order

OR Department Investigation Device

Form
Date: ____________________

Attention: _______________________________
For UF Health ORs: Email to Michele Scanlan scanlm@shands.ufl.edu and Korrinn Rivera rivekm@shands.ufl.edu
For FSC/CSC/OSC: Email to Michael Blythe blythm@shands.ufl.edu
From: ___________________________________
Device Name/Company/Catalog # ______________________________

IDE Number__________________________________________________

Device Cost ___________________________________________________

Patient Name _________________________________________________

Patient MR ___________________________________________________

Date of Surgery _______________________________________________

Doctor/Service ________________________________________________

Physician signature ____________________________________________
Research DX: ______ Other DX: _________________________________

