
RESEARCH 
INVESTIGATOR’S 
SOURCE INC 
 

INDIVIDUAL INVESTIGATOR PERSONAL DATA FORM 
-PLEASE PRINT LEGIBLY OR TYPE ALL INFORMATION- 

 
 

IDENTIFYING DATA 
 

NAME (First, MI, Last, Degree):________________________________________________________________ 
ADDRESS:_________________________________________________________________________________ 
__________________________________________________________________________________________ 
CITY:________________________________STATE:________________ZIP CODE:______________________ 
TELEPHONE NUMBER:_____________________________FAX NUMBER:_____________________________ 
E-MAIL:_________________________________WEB-SITE:_________________________________________ 
 
 

CLINICAL RESEARCH EXPERIENCE 

 
 

CLINICAL RESEARCH EXPERIENCE (IN YEARS):__________________________________________________________ 
 
PREFERRED PHASE(S) OF CLINICAL RESEARCH (PLEASE CIRCLE): 
 
PHASE 1  PHASE 2  PHASE 3  PHASE 4 
 
MEDICAL SPECIALTY AREA OF PRACTICE:_______________________________________________________________ 
 

 
PROFESSIONAL QUALIFICATIONS 

 
 
ADVANCED DEGREE(S) WITH DATES:___________________________________________________________________ 
SPECIALTY TRAINING WITH DATES:_____________________________________________________________________ 
____________________________________________________________________________________________________ 
SPECIALTY BOARD(S) WITH DATES:_____________________________________________________________________ 
_____________________________________________________________________________________________________ 
ACADEMIC APPOINTMENT (TITLE/INSTITUTION):___________________________________________________________ 
_____________________________________________________________________________________________________ 
PROFESSIONAL ORGANIZATIONS:_______________________________________________________________________ 
 

 
INFORMATION ABOUT STUDY SITE 

 
STUDY COORDINATOR:________________________________________________________________________________ 
TELEPHONE NUMBER (IF DIFFERENT FROM ABOVE):______________________________________________________ 
STUDY ADMINISTRATOR:_______________________________________________________________________________ 
TELEPHONE NUMBER (IF DIFFERENT FROM ABOVE):______________________________________________________ 
 
 
Please return this enrollment form with payment of $325 (visa-M/C-AMEX accepted), along with the entire  
signed contract and your curriculum vitae .  I have read and understand and will abide by the rules and  
regulations of Research Investigator’s Source contained in the contract agreement. 
 
 
MODE OF PAYMENT  ____CHECK   ____VISA  ____M/C ______AMEX   EXPIRATION DATE_______ V-CODE _______ 
 
ACCOUNT NUMBER__________________________________________________________________________________ 
 
 
DATE_____________________________SIGNATURE_______________________________________________________ 
 
NOTE: If you have any questions or would like to register by phone, call 1.800.535.6365. 

 
715 FLORIDA AVENUE SOUTH, SUITE 105, MINNEAPOLIS MN  55426, OFFICE 763.591.7790, TOLL-FREE 1.800.535.6365, FAX 763.544.1415 



 



REGISTRATION AGREEMENT FORM 
 
 

The following is an application for membership in Research Investigator’s Source, Inc. 
(RIS)-which will include a listing in the Clinical Investigators Directory and 

computerized database-and will constitute an agreement between you and RIS 
(A Minnesota Corporation), when signed and accepted by RIS.  “You” refers to the 

applicant/member of RIS as identified on the enrollment form. 
 

 
1. It is mutually understood and agreed that the Clinical Investigators Directory (CID) and database information will be 

distributed only to pharmaceutical or research oriented companies.  It is mutually understood and agreed that the 
World Wide Web is open to all subscribers.  Therefore, RIS is unable to limit the accessibility of your listing on the RIS 
web site. 

2. Membership:  A membership in RIS will include a listing and a copy of the CID.  RIS may refuse to publish any 
potential listing at its sole discretion.  Any money paid in advance by you will be returned if RIS refuses to publish the 
listing. 

3. Subsequent Issues:  This application for registration is for the 2012 computerized database and the  
2012 printed edition of the CID.  Listing in subsequent issues will be at the rate in effect at that time. 

4. Cost:  You agree to pay RIS, in advance, $325 for inclusion in the 2012 computerized database and  
2012 edition of the CID and other complimentary services prior to the promotion deadline of   

 December 31, 2012.  If this amount is not paid, RIS may, at its own discretion cancel the listing. 
5. Refund for Termination:  The 2012 or subsequent editions of the CID, or a listing, may be terminated by RIS as 

provided herein-or by you-by giving written notice to RIS at least 48 hours prior to the closing date for the Directory.  If 
RIS decides not to publish the CID, any money prepaid by you to RIS for that particular edition will be refunded. 

6. No Refund After Closing Date:  Owing to the nature and distribution of the CID, there will be no refund 
available if you wish to change or cancel a listing after the cut off date.  

7. Warranties:  You warrant that you are a qualified clinical investigator and further warrant (1) that you are in compliance 
with any applicable local, state or federal laws that govern your practice including licensing requirements; and (2) that 
you will hold RIS harmless from any and all claims and demands asserted against RIS by reason of the falsity of the 
foregoing representations, breach of any warranties or by reason of the falsity or misleading nature of information you 
may supply to RIS.  You agree to indemnify RIS for any damages, costs and attorney’s fees associated with any such 
claims and demands asserted against RIS. 

8. Factual Information:  Information for your listing is to be provided by you on the attached enrollment form.  You 
assume full responsibility for the factual nature of the information you provide.  Furthermore, it is understood that any 
misrepresentation on your part, whether by mistake or deliberate, may be grounds for rejection of this application or 
listing in future editions of the CID.  You give permission to RIS to verify any of the information supplied for inclusion in 
the Directory.  RIS may license third parties to publish, reproduce or duplicate any material contained within the 
Directory without the limits of paragraph 1 above.  RIS hereby licenses you to reproduce or copy material about you 
which was ordered, subject to limitations and/or the will of RIS.  Once the data regarding an organization is accepted 
for publication, it will become the property of RIS.  All information compiled will become a part of our database. 

9. Personal Data:  It is agreed that a draft copy of your listing(s) will be returned to you within 15 working days from 
receipt by RIS of your personal data form.  You agree to return the draft copy with corrections within  

 10 days.  If the draft copy is not returned within 10 days, RIS may assume that the listing is correct. 
10. Printing Errors:  In the event of any printing errors in your data in the CID, its placement in the CID, or printing errors in 

other material published in the CID, you shall be limited only to a refund of the prepaid subscription fee. 
11. Revisions:  RIS reserves the right to revise its policies and practices including, but not limited to, revision of directory 

headings, listings and any other information contained in it and to alter distribution of the Directory in the 
pharmaceutical research field. 

12. Assignment: This agreement may not be assigned without the consent of RIS. 
13. Entire Contract:  Upon acceptance by RIS, this agreement constitutes the entire agreement between you and RIS and 

neither shall be bound by any terms, conditions or representations not herein contained.  Neither you nor RIS is bound 
to any verbal agreement or special arrangement contrary or in addition to the terms of this written agreement. 

  
APPLICANT/MEMBER      RESEARCH INVESTIGATOR’S SOURCE 

 
Signature ____________________________________  Signature_____________________________ 
 
Complete Name (print)__________________________  Date_________________________________ 
 
Date ________________________________________  Assigned Member ID#___________________ 
 


