ACRIN Inst # _ _ _ _    RTOG Inst # _ _ _ _


ACRIN 6677 – Case Reimbursement Schedule

ACRIN Institution Agreement Amendment per Article IV
ACRIN 6677:A Randomized Phase II Trial of Bevacizumab with Irinotecan or Bevacizumab with Temozolomide in Recurrent Glioblastoma

ACRIN Principal Investigator: 
Gregory Sorensen, M.D.

Projected Total Accrual:

121
The ACR reserves the right to increase or decrease the amount of funding based upon the final grant award.  No funding is considered approved and final until the funds are received by the ACR for distribution.  The ACR shall notify Institutions in writing prior to any increase or decrease in funding.  The ACR will not be responsible for any expenditure which would require ACR to make payments that exceed the aggregate amount of the award from NCI or for any expenditure that exceed a properly announced decrease in funding. The case reimbursement rate is subject to receipt of the final award from the National Cancer Institute.

Per Case Reimbursement Rate: 
Standard MRI: $1562 (U.S.) or $1349 (Non-U.S.)

A payment of $1562 (or $1349 for non-U.S. participating institutions), will be processed on a quarterly basis after registration and electronic submission of the required imaging data forms and corresponding images.  Actual funds disbursed are dependent upon the number of patients accrued and receipt of key data forms noted above.

Advanced MRI: $6210 (U.S.) or $5365 (Non-U.S.)

A payment of $6210 (or $5365 for non-U.S. participating institutions), will be processed on a quarterly basis after registration and electronic submission of the required imaging data forms and corresponding images.  Actual funds disbursed are dependent upon the number of patients accrued and receipt of key data forms noted above.

(Participating RTOG institutions will receive case credit and payment in accordance with the terms and conditions of the RTOG Institution Agreement).

ACRIN Case Reimbursement “Payee” and Mailing Address:

Checks payable to:








Mailing Address:










*Reference: 









* Please include any reference number or account number that should be documented on the check stub above.
Institution’s ACRIN Protocol 6677 Principal Investigator: 

Name:  _____________________________    Signature: __________________________________Date:  ___________
ACRIN 6677 Protocol Principal Investigator
Name:  ______________________________    Signature:  __________________________________ Date:  ____________
Institutional Official

PLEASE RETURN COMPLETED CASE REIMBURSEMENT SCHEDULE TO ACRIN:

	Mail:   American College of Radiology
	Fax: 215-717-0936

	            ACRIN Administration
	

	            1818 Market Street, Suite 1600
	

	            Philadelphia, PA 19103
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