MIAMI CHILDREN’S HOSPITAL

FINANCIAL DISCLOSURE FORM
· This page must be copied & completed by all personnel who are directly involved in the treatment or evaluation of research subjects.

· You must answer all questions & explain any questions answered yes.

· In accordance with the federal regulations, “You” is defined to include a spouse, each dependent child and partnership interests.
YES   FORMCHECKBOX 
   NO  FORMCHECKBOX 
  Is your compensation affected by the outcome of the clinical study? Check any of the following that do or could apply to your compensation and fully explain any “yes” response.   

                                      FORMCHECKBOX 
 Compensation tied to sales of product, such as royalty interest

                                      FORMCHECKBOX 
 Compensation could be higher for favorable outcome or result

                                      FORMCHECKBOX 
 Compensation in the form of equity interest in the sponsor of the study

                                              FORMCHECKBOX 
 Other     
Explain:      
YES   FORMCHECKBOX 
   NO  FORMCHECKBOX 
  Are there incentive programs being offered based on patient accrual (escalating payments, equipment gifts, other)? 
Please Explain:       
YES   FORMCHECKBOX 
   NO  FORMCHECKBOX 
 Do you have an equity interest in the sponsor of the study? (excluding mutual funds) 

                                      FORMCHECKBOX 
 Ownership interest


Amount       Dollar Value      
                                      FORMCHECKBOX 
 Stock options


Amount       Dollar Value     
                                      FORMCHECKBOX 
 Other      


Amount       Dollar Value      
YES   FORMCHECKBOX 
   NO  FORMCHECKBOX 
 Do you have a proprietary or financial interest in the test product? 

                                      FORMCHECKBOX 
  Patent



Amount      
                                      FORMCHECKBOX 
  Trademark



Amount      
                                      FORMCHECKBOX 
  Copyright



Amount      
                                      FORMCHECKBOX 
  Licensing agreement


Amount      
                                      FORMCHECKBOX 
  Other Proprietary Interest

Amount        Type      
YES   FORMCHECKBOX 
   NO  FORMCHECKBOX 
 Will/have you receive(d) payment of another sort from the sponsor? (This does not include the cost of conducting clinical studies.) 

                                      FORMCHECKBOX 
 Grant for ongoing research

Amount      
                                      FORMCHECKBOX 
 Equipment



Amount      
                                      FORMCHECKBOX 
 Retainer for ongoing consultation
Amount      
                                      FORMCHECKBOX 
 Honoraria



Amount      
                                      FORMCHECKBOX 
 Other payment/compensation

Amount        Type      
Study Title        
Study Sponsor      
Research Personnel’s Title        Printed Name       
By signing below, you certify that the above information is complete and accurate. If any change occurs regarding the information required in the above declaration during the course of the study and/or for one year following completion of the study, you further certify and agree to promptly update the above information. 

Research Personnel’s Signature ________________________________________________Date: ______________________
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