ALL SECTIONS MUST BE COMPLETED BY APPLICANT INSTITUTION
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GOG Provisional Membership Application

Please complete all applicable sections of this application.  The completed application will be reviewed by the GOG Membership Committee.  Incomplete applications will delay membership approval.
	Name of Institution*      
*This is the institution where patients are consented.  If patients are consented at other locations, those locations must apply as separate institutions.


Address:
      
City:

       
State:

       
Zip:

      
Phone:
       
Fax:

       

Federalwide Assurance # for the applicant institution:        
IRB #for the applicant institution’s IRB of record:       
Verification of FWA Coverage is required prior to membership activation
Name of Principal Investigator for this Provisional Institution:
     
NCI Identification Number for the Principal Investigator:
     
IMPORTANT NOTE: All investigators (GYN Oncologists, Medical Oncologists, Radiation Oncologist and Pathologist) MUST have a valid NCI Investigators Registration number.  All other staff members MUST have a valid CTEP-IAM account number.  Please use the following link to access additional information about either of the above numbers. https://eapps-ctep.nci.nih.gov/iam/

GOG PROVISIONAL MEMBERSHIP APPLICATION

Institution:      
1. a.
Will you assign a data manager to be responsible for submission of required data?
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

If no, who will be responsible for the data management?
     
b. Will this individual be able to travel to a GOG orientation and training session?
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

c. Will you fund this person to attend a data manager’s training session at the Semi-Annual Meetings?
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

d. Will you continue to support this person to regularly attend the GOG Semi-Annual meeting?
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

2.
Will you provide this individual with the necessary administrative support to assure that data required from all departments is submitted on time?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

3.
Will you continue to submit patient follow-up data in the event your institution should withdraw or be terminated from the GOG or the proposed Principal Investigator should leave your institution? 

Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

4.
All patients are registered and Fast Fact Sheets are submitted electronically.  Does your institution have the capability to submit forms electronically?

Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

5. Will you have the support to do the necessary paperwork involved in obtaining approval of GOG protocols by your institution’s Institutional Review Board?
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

6.
Who will be responsible for having GOG protocols submitted and 
approved by your Institutional Review Board? 
     
7.
Will you submit the required regulatory documents and IRB approval to GOG protocols for your institution?

Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

8. Does your institution have a Tumor Registry approved by The American College of Surgeons?
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

9.
Which service will administer the chemotherapy to the patients enrolled by you on to GOG protocols?


Gynecologic Oncology   FORMCHECKBOX 
    Medical Oncology    FORMCHECKBOX 

10. Do you have Institutional and Departmental support for your participation in the GOG?
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

11. Will you be able to attend both semi-annual GOG meetings?   

Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


If no, please explain:       
12.
Will your institution have representation at the Semi-Annual GOG meeting by the following:


GYN Oncology  FORMCHECKBOX 
 Medical Oncology  FORMCHECKBOX 
   Radiation Oncology  FORMCHECKBOX 
 Pathology  FORMCHECKBOX 

13. Has the applicant institution and/or its Principal Investigator previously participated in GOG activities?  Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Please provide contact information for the Department Chair, Director of Research, CEO of Institution or President/Head of the Private Practice Corporation/Association
NAME:

     
ADDRESS:
     
CITY:
     
STATE:
     
ZIP CODE:     
PHONE:
     
FAX:
     
EMAIL:
     
Contact Information for Principal Investigator completing the application

NAME:
     
ADDRESS:
     
CITY:
     
STATE:
     
ZIP CODE:
     
PHONE:
     
FAX:
     
EMAIL:
     
PLEASE ATTACH THE FOLLOWING AS ELECTRONIC DOCUMENTS:
(A scanned document saved in PDF format is preferable)
The proposed Provisional Institution must have participation by a Gynecologic Oncologist and a Pathologist.  There should also be representation from at least one (1) of the following disciplines: Medical Oncology and/or Radiation Oncology.


a.
A letter of intent to participate in the GOG from the departmental contact for each specialty that is planning to actively participating in GOG.  A letter is required from at least three (3) specialties. 
· GYN Oncology (REQUIRED)
· Pathology (REQUIRED)
· Medical Oncology (If applicable)
· Radiation Oncology (If applicable)
b. A letter from the Department Chair/Director of Research of the institution indicating the institution’s approval and support for participation in GOG and the GOGs protocols. 
c. Letter detailing previous GOG experience (if applicable).  
This letter must be submitted on institution letterhead, and should include the following details:
· Name of institution(s) where the Principal Investigator has previously participated in GOG?  Please include his/her role at the institution(s); i.e. PI, Committee membership, etc.

· How many years was the listed PI at that institution?
· Please include any problems which the institution may have had with respect to their GOG Membership, while you were there.  Include information regarding changes in status, such as, Probation and/or Terminations.
· If the Institution on this Application was a member of the GOG previously and is not at this time, were you at this institution at that time?  Please give the same information as above; especially the reason the institution is not a member of GOG at present.  Were you the previous PI of this Institution, if not, who was?

Institution:      
Key Personnel who will participate in the GOG – List names, addresses, telephone, fax and email addresses of the key personnel at your institution who will be responsible for GOG activities. (e.g. Data Managers, Nurses, CRAs, Regulatory Managers ) Each person MUST have a CTEP-IAM number or NCI Investigator Registration Number.
	Name:      
Degree:       CTEP-IAM #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      
Name:      
Degree:       CTEP-IAM #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      
Name:      
Degree:       CTEP-IAM #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      

	Name:      
Degree:       CTEP-IAM #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      
Name:      
Degree:       CTEP-IAM #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      
Name:      
Degree:       CTEP-IAM #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      



Please attach additional Word document if more space is needed 

	Institution:      



Specialty Participants

Gynecologic Oncology - List names, addresses, telephone and fax numbers and e-mail addresses of the Gynecologic Oncologists who will participate in the GOG activities. Each person MUST have an NCI Investigator Registration Number.
	Name:      
Degree:       CTEP/NCI #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      
Name:      
Degree:       CTEP/NCI #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      
Name:      
Degree:       CTEP/NCI #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      

	Name:      
Degree:       CTEP/NCI #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      
Name:      
Degree:       CTEP/NCI #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      
Name:      
Degree:       CTEP/NCI #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      



Please attach additional Word document if more space is needed 

Gynecologic Oncology Questionnaire
Participation by a Gynecologic Oncologist is REQUIRED.

Do you have the full cooperation and support of 

· Medical Oncology 

YES FORMCHECKBOX 
  NO FORMCHECKBOX 

· Pathology              

YES FORMCHECKBOX 
  NO FORMCHECKBOX 



· Radiation Oncology
YES FORMCHECKBOX 
  NO FORMCHECKBOX 

If no, please explain your answer
     
Name and title of individual completing the Gynecologic Oncology Questionnaire

Name:      
Title:       
Institution      
Specialty Participants

Medical Oncology - List names, addresses, telephone and fax numbers and email addresses of the Medical Oncologists who will participate in the GOG activities. Each person MUST have an NCI Investigator Registration Number.
	Name:      
Degree:       CTEP/NCI #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      
Name:      
Degree:       CTEP/NCI #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      
Name:      
Degree:       CTEP/NCI #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      

	Name:      
Degree:       CTEP/NCI #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      
Name:      
Degree:       CTEP/NCI #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      
Name:      
Degree:       CTEP/NCI #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      



Please attach additional Word document if more space is needed 

Medical Oncology Questionnaire

Please complete this section only if your Medical Oncology Department will actively participate in GOG Protocols.
1. Is your department/division involved with another cooperative group or competing studies?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

2.
Do you have department/divisional support for your participation in the GOG?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

Name and title of Physician completing the Medical Oncology questionnaire:

     
Date:      
	Institution:      



Specialty Participants

Radiation Oncology - List names, addresses, telephone and fax numbers and email addresses of the Radiation Oncologists who will participate in the GOG activities. Each person MUST have an NCI Investigator Registration Number.
	Name:      
Degree:       CTEP/NCI #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      
Name:      
Degree:       CTEP/NCI #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      
Name:      
Degree:       CTEP/NCI #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      

	Name:      
Degree:       CTEP/NCI #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      
Name:      
Degree:       CTEP/NCI #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      
Name:      
Degree:       CTEP/NCI #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      



Please attach additional Word document if more space is needed
Radiation Oncology Questionnaire

Please complete this section only if your Radiation Oncology Department  will actively participate in GOG Protocols.
1.
Are you aware of, and do you approve of the required visit by the Radiological  

      Physics Center personnel to measure output from your machines and check   


on your dosimetry techniques?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

2. Review of radiation port films is necessary for some protocols.  How will you  

      
submit the films and other relevant data within the prescribed time limits?
     
3. What percentage of your gynecologic patients comes from sources other than the 

Gynecologic Oncologist(s) listed in this application? ____%
4. Are you willing to enter these patients on GOG studies?
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

5. Is your department/division involved with another cooperative group or competing studies?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

6. Do you have departmental/divisional support for your participation in the GOG?
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

 
Name and title of physician completing the Radiation Oncology questionnaire
Name:     
Title:     
Date:     
	Institution      



Specialty Participants

Pathology - List names, addresses, telephone and fax numbers and email addresses of the Pathologists who will participate in the GOG activities. Each person MUST have an NCI Investigator Registration Number.
	Name:      
Degree:       CTEP/NCI #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      
Name:      
Degree:       CTEP/NCI #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      
Name:      
Degree:       CTEP/NCI #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      

	Name:      
Degree:       CTEP/NCI #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      
Name:      
Degree:       CTEP/NCI #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      
Name:      
Degree:       CTEP/NCI #:     
Specialty:      
Address:      
City:      
State:      
Zip+4:      
Phone:      
Fax:      
Email:      



Please attach additional Word document if more space is needed 

Pathology Questionnaire

Participation by a Pathologist is REQUIRED.

1. Do you anticipate difficulty in obtaining additional materials for review or submission that might be required by any given GOG protocol?

Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

2.
Are you, as the designated Pathologist to work with the GOG, willing to spend the time and effort to comply with the needs of the GOG? This may include review of slides to be sent to Headquarters, completion of GOG Pathology forms, participation in slide reviews at semi-annual or interim meetings and service on committees. 

Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

2. Do you have department support for your participation in GOG?
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


 Name and title of physician completing the Pathology questionnaire
Name:      
Title:     
Date:     
INVASIVE GYNECOLOGIC MALIGNANCIES

INSTITUTION:      
Primary Site        
Number of patients seen during previous calendar year

Newly diagnosed cases
Recurrent cases
CERVIX



     



     
UTERUS



     



     
OVARY/TUBE 

PERITONEUM


     



     
TROPHOBLAST


     



     
VAGINA/VULVA


     



     
TOTAL



     



     
PRINCIPAL INVESTIGATOR 
                         DATE      
CHECKLIST FOR COMPLETED APPLICATIONS

	PROVISIONAL APPLICANT

Represented disciplines

*Gynecologic Oncology
 FORMCHECKBOX 

*Pathology
 FORMCHECKBOX 

(One of the below required)

Medical Oncology
 FORMCHECKBOX 

Radiation Oncology
 FORMCHECKBOX 

Invasive Gynecologic Malignancies
 FORMCHECKBOX 

Letter from Department Chair/

Director of Research, CEO of Institution or President/Head of the Private Practice Corporation/Association
 FORMCHECKBOX 

Letters of Support

(Required for all participating Disciplines)
Gynecologic Oncology
 FORMCHECKBOX 

Medical Oncology
 FORMCHECKBOX 

Radiation Oncology
 FORMCHECKBOX 

Pathology
 FORMCHECKBOX 

Previous GOG experience details


(if applicable) 
 FORMCHECKBOX 


	MEMBERSHIP COMMITTEE Checklist

Represented disciplines

*Gynecologic Oncology
 FORMCHECKBOX 

*Pathology


 FORMCHECKBOX 

(One of the below required)

Medical Oncology
 FORMCHECKBOX 

Radiation Oncology
 FORMCHECKBOX 

Invasive Gynecologic Malignancies
 FORMCHECKBOX 

Letter from Department Chair/

Director of Research, CEO of Institution or President/Head of the Private Practice Corporation/Association
 FORMCHECKBOX 

Letters of Support

(Required for all participating Disciplines)
Gynecologic Oncology
 FORMCHECKBOX 

Medical Oncology
 FORMCHECKBOX 

Radiation Oncology
 FORMCHECKBOX 

Pathology
 FORMCHECKBOX 

Previous GOG experience details


(if applicable) 
 FORMCHECKBOX 




Completed applications are due 45 days prior to the next regularly scheduled GOG Semi-Annual meeting, to be acted on during that meeting.

Completed application should be submitted to the GOG Administrative Office.

The Principal Investigator of the applying institution should be present at the GOG Semi Annual meeting where the application is being reviewed.

* Required

Please forward this application as an attachment, as well as any additional attachments to the GOG Administrative Office:


Please Note: If an incomplete application for membership is received, it will not be reviewed for approval until all necessary information is provided.



� HYPERLINK "mailto:membership@gog.org" ��membership@gog.org�





Tivona LeMar


Membership Manager


Gynecologic Oncology Group (GOG)


Administrative Office


Phone (215) 854-0770





� HYPERLINK "mailto:membership@gog.org" ��membership@gog.org�
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