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CASE REPORT

Fellows, Residents, and Medical Students presenting case reports must submit this form to the IRB prior to any data collection beyond what was needed to complete their clinical tasks. Faculty and staff may submit the form if they would like a determination email from the IRB stating that a planned case report does not require IRB review. Journals often request such a determination.

The personnel listed on this form must be identical to the personnel listed on the GME Travel Request Application. Do not submit a Travel Request without a valid IRB number.
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1.	Project Title

	
(Typed)




[bookmark: One]2.	Resident / Fellow Information	

	First Name: 
	Middle Initial: 
	Last Name:


	Degree(s):	M.D.	D.O.	D.D.S.        Ph.D.	   PharmD.	     Other:


	Department: 


	Email: 


	Cell Phone:
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[bookmark: Three][bookmark: Four]3. Other Key Study Personnel	or ___ NA

	Anyone who may be listed on a publication/presentation must be listed on the application.

	Name/Degree
	Department or
Affiliation
	Role

	

	
	

	

	
	

	

	
	

	

	
	


		

4.	# of Cases to be reviewed: ________ If 6 or more records will be reviewed, do not submit this form; you must submit the project as an Exempt review through DASH Research IRB (DR IRB) https://dash.tennessee.edu/home.

	NOTE: If the case study / report or retrospective review of medical / dental records includes one or more of the 18 HIPAA identifiers, then the investigators who wish to publish the case study / report will need to obtain a signed HIPAA compliant authorization from the patient or legally authorized representative (LAR).  Alternatively, if the HIPAA identifiers are removed from the data prior to submission and publication of the article, then there is no need to obtain a signed privacy authorization.  


5.   Provide a written description of the Case Report in the space below.
	Include the following:
1) gender 
2) approximate age 
3) diagnosis 
4) brief description of treatment and 
5) outcome to the extent known without accessing the medical record.


	(Please type the case summary
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Signature of Resident / Fellow
	

Date:

	

Signature of Department Chair
	

Date:

	

Typewritten Name of Department Chair
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