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N0776 REIMBURSEMENT REQUEST
(form may be completed by member institution or their affiliate and sent to below address or email)
Today’s Date: ________________
NCCTG Patient ID (one patient per form):____________

NCCTG Member Institution Information (payment is made payable and sent to NCCTG member*):

Name of institution:          _______________________________________

Attention to:                      _______________________________________

Address of institution:
_______________________________________

_______________________________________

_______________________________________

      Institutional TAX ID #:    _______________________________________
Enrolling Institution Information:

Name of institution:          _______________________________________

      Contact CRA:                    _______________________________________
      Phone: _____________________   Email: __________________________

	Item(s) to be reimbursed

	Max number per patient
	Max $ allowed per item 
	Date obtained or completed
	Amount requested

	 PT/INR (if patient is on Coumadin)
	5
	~$29
	
	$

	APTT
	1
	~$37
	
	$

	Fibrinogen
	1
	~$42
	
	$

	Urine protein:creatinine ratio
	6
	~27
	
	

	Mayo Rochester first 20 patients only (DCE MRI)
	2
	~$2,268
	
	$

	Total amount requested:
	
	$


Submit to:
NCCTG Operations Office, PL4

OR

CROFinance@mayo.edu
Attn:  CRO Finance Coordinator

200 First Street SW

Rochester, MN 55905

Questions:  Send email to CROFinance@mayo.edu
*Due to contractual obligations, payments may only be made to the NCCTG member site. No direct payment will be made to a member’s affiliate from the NCCTG Operations Office.
Form Version Date: 17Mar2010
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