
OREGON HEALTH & SCIENCE UNIVERSITY

USE OF IONIZING RADIATION 
IN HUMAN SUBJECT RESEARCH
eIRB #___________
INSTRUCTIONS:  Use this form to inform the Radiation Safety Committee of medical uses of radiation.  

                                                                                                                                                                                                             

1.
Institution       Oregon Health & Science University                                                        Date __________________                               

Address       3181 S.W. Sam Jackson Park Road                 Portland, OR                      Zip Code  97239         
Principal Physician in charge of the proposed study/protocol/procedure  _____________________________________               

Department                                                                        Mail Code                     Phone_______________                 
Name of Study/Protocol  ____________________________________________________________________________                                                                                                                                                

________________________________________________________________________________________________


________________________________________________________________________________________________

OHSU Protocol Contact                                                      Mail Code                    Phone _________
Has the Institutional Review Board (IRB) reviewed your proposal?  YES                NO              Pending ______   

Is this an amendment?  YES______ NO______       
                                                                                                                                                                                                            

2.
The Principal Physician is currently licensed to practice _______________________________                                                                                                                       

In Oregon, License No.  _____________                                                             

3.
Duration of Study ____________________________________________________________________________________


___________________________________________________________________________________________________

4.
PATIENTS:

Number of normals to be studied, if any                  Age range                    Sex  ________          
Number of subjects with manifest or suspected disease to be studied                     Age range                 Sex  ________          

For female subjects, will screening for pregnancy be appropriate?  __________                 
Describe pathology of subjects with manifest or suspected disease  _______________________________________________ ___________________________________________________________________________________________________
Describe subject restrictions, if any  _______________________________________________________________________ ___________________________________________________________________________________________________Will subjects be fully informed of the nature and purpose of the procedure?            If not, explain  ______________________ ____________________________________________________________________________________________________ Will subjects be hospitalized?                    Will normals be hospitalized? ________ 

                                                                                                                                                                                                              
5.
SOURCE OF RADIATION:
	X-Rays
	Procedure
	Max. Number

During Protocol
	Views
	Dose/ 

Procedure*

	Diagnostic X-Ray


	
	
	
	

	Fluoroscopy


	
	
	
	

	CT


	
	
	
	

	Bone Densitometry


	
	
	
	

	Mammography


	
	
	
	

	Linear Accelerator


	
	
	
	


	Radioactive Materials
	Procedure
	Activity and

Radionuclide
	Max. Number

During Protocol
	1) Organ of Interest

2) Critical Organ
	
Dose (mrem) to:

1) Organ of Interest

2) Critical Organ

	Nuclear Medicine


	
	
	
	
	

	Therapy Implants


	
	
	
	
	


*For dose information, call the Diagnostic Radiology Physicist (Ext. 4-1214) or the Radiation Safety Office (Ext. 4-2584).
6.
(a)
Describe methods which will be used to minimize patient radiation dose:



(1)
Gonad shielding will be used per OHSU Gonad Shielding Policy.



(2)
Other (describe) ____________________________________

(b)
Description and sketches of special devices to be used in patients are:

(1)
Attached

(2)
On file with the Radiation Safety Office

Refer to application date ________________                                
(3)
Not applicable _______        
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