Clinical and Translational Research Institute
8701Watertown Plank Road

Milwaukee, Wisconsin 53226

ATTN:  CTSI Administration
An Equal Opportunity/Affirmative Action Employer

INFORMATION FORM FOR ADJUNCT APPOINTMENT
INFORMATION: (Please Print):
   FORMCHECKBOX 
  Faculty Appointment

 FORMCHECKBOX 
  CTSI Scientist or Senior Scientist

(Please include a copy of your CV with this form.)
Full Name:













Social Security No.:





Date of Birth: _________________​​​_
Sponsoring Department:
CTSI




Division:
CTSI




Home Address:













City





State


Zip Code


Home Telephone Number: (Area Code)








I am currently in the United States on a VISA: 
   FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO
Business Address: 













City





State


Zip Code


Business Telephone Number: (Area Code)








E-Mail Address:











Currently Employed at:____________________________________________________________
Current Faculty Rank or Job Title___________________________________________________
Wisconsin License #:_________________________  DEA Registration #:_____________________
EDUCATION (Earned Degrees Above Bachelor’s Level):
	Specify Degree
	Field of Study
	Institution                     City/State
	Country

(Foreign)
	Year Conferred

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


ACTIVITIES/SITES:  Check All that Apply:  FORMCHECKBOX 
 MCW  FORMCHECKBOX 
 MSOE  FORMCHECKBOX 
MU  FORMCHECKBOX 
 UWM  FORMCHECKBOX 
 CHW  FORMCHECKBOX 
 CRI  FORMCHECKBOX 
 FMLH  FORMCHECKBOX 
 BRI
	 FORMCHECKBOX 

I plan to utilize the MCW library resources and MCW intranet for medical research and/or publishing.

 FORMCHECKBOX 

I plan to conduct my work as a CTSI adjunct member at a site other than those listed above. Identify site: _____________________________________________
 FORMCHECKBOX 

I plan to treat patients and provide clinical care*.

 FORMCHECKBOX 

I plan to conduct human subject research and/or interact with patients as part of a research study in a clinical environment*.

 FORMCHECKBOX 

I plan to conduct animal research.
	 FORMCHECKBOX 

I plan to conduct research which involves a high containment facility: BSL lab. Level:  FORMCHECKBOX 
 2   FORMCHECKBOX 
 3   FORMCHECKBOX 
3+
 FORMCHECKBOX 

I plan to conduct scientific research which does not involve the use of humans or animals.

 FORMCHECKBOX 

My research may need to be reviewed and approved by an safety committee.  FORMCHECKBOX 
 biological    FORMCHECKBOX 
 radiation
 FORMCHECKBOX 

I am bringing research to CTSI which is funded by an outside grant.  (Grant sponsor:_______________________)

 FORMCHECKBOX 
   I am seeking assistance in grant tracking & reporting


Please answer the following questions:
Have you ever applied for faculty status or been employed by any CTSI institution in the past?  If yes, identify date of application or period of employment and position applied for/held.___________________________________________
____________________________________________________________________________________________________

Have you ever been debarred, sanctioned or disciplined in any way by NIH, OIG, FDA, OHRP or any other state or federal governmental agency? If yes, please explain._______________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________
To your knowledge have you ever been the subject of a non-routine audit or investigation related to your research work? If yes, please explain. __________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Have you ever had an IRB or IACUC suspend or terminate one of your studies?  If yes, please explain. __________________________________________________________________________________________________
___________________________________________________________________​​​​_______________________________

__________________________________________________________________________________________________

Have you ever been convicted of anything other than minor traffic violations or do you have any arrests pending? If yes, please explain. __________________________________________________________________________________

__________________________________________________________________________________________________
I hereby certify and attest that all of the information contained in this application to the best of my knowledge is accurate and complete.  

Signature:__________________________________________     Date:_______________________



CONSENT FORM FOR BACKGROUND CHECK

I hereby grant permission and consent for the Clinical & Translational Research Institute which collectively includes the following institutions: The Medical College of Wisconsin, Inc., Marquette University, University of Wisconsin – Milwaukee, Children’s Hospital of Wisconsin, Children’s Research Institute, Froedtert Memorial Lutheran Hospital, and The Blood Research Institute (hereinafter “CTSI”); to obtain and verify information about my professional education, training, licensing, competence, criminal history, ethics, character, present and past claim history, and other qualifications.  I consent to the release of such information, whether in the form of transcripts, records, tapes, letters, photocopies and/or duplications of any of the foregoing, and/or verbal statements, by hospital administrators, chiefs of clinical departments of health care facilities in which I have served on staff, state licensing or regulatory bodies (by whatever name known in their respective jurisdictions), physicians, clinics, liability insurance carriers, or other individuals or organizations who or which possess information about me.  Such information may be released to the CTSI.

I hereby release from liability and agree to hold harmless any person or entity who or which provides the above described information as authorized herein in good faith.

I hereby release from liability and agree to hold harmless all trustees, officers, employees, and agents of the CTSI. and its affiliates for their acts performed in good faith and statements made in good faith in connection with obtaining, reviewing, and evaluating my credentials and qualifications.  I further acknowledge that this consent to the production of such information about me does not guarantee that CTSI will contract with me as a provider of services.  The determination of whether I am qualified to serve as a provider of service is the reason such information is needed for review and evaluation by the CTSI.

I understand that, during the applicant background assessment process, the CTSI will obtain an investigative consumer report and will obtain information from various outside primary sources (e.g., state licensing boards, National Practitioner Data Bank) including my present employer, to evaluate my application. I have the right to review any primary source information that the CTSI collects during this process upon request. 
An investigative consumer report may be generated summarizing this information.  I have the right under the “Fair Credit Reporting Act” and state law to obtain a copy of this report by providing proper identification and directing a written request to Verified Credentials Incorporated, 20890 Kenbridge Court, Lakeville, MN 55044.  1-800-473-4934.  I may also obtain a copy of this report by checking the “YES” box below.  
 I want a copy of my consumer report: 
   FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO

Signature:__________________________________________     Date:_______________________


[image: image1]
Voluntary Information:  The following questions are voluntary and you are not required to complete them if you do not wish to do so.





Gender: _________	        Ethnicity:_________________   








* Hospital privileges needed for clinical work must be obtained from the relevant hospital.





1

