


Research Study – Response Form


Please provide the following information:

Name: 

Address:  

City:   

State: 

Zip: 

Date of Birth: _____________________________ or

HealthPartners ID #: ________________________________


PLEASE CHECK ONE OF THE FOLLOWING:

⁭ INTERESTED.  I am interested in learning more about this research study and give permission to the study staff to review my medical record for study eligibility.  Please call me to discuss this further.  The best time to call is ______________________________________________.  The best phone number to reach me is ___________________________________. 


⁭ NOT INTERESTED in this research study.  I do not want to participate and do not wish to receive another letter or phone call about them. 



Please return this form in the enclosed postage paid business reply envelope to HealthPartners Riverside Clinic/Research Dept; 2220 Riverside Ave, Minneapolis, MN 55454.  If you wish to call us instead, please call our support staff at 612-341-1950.
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