      CAROLINA CENTER FOR CLINICAL TRIALS
                           Memorandum of Understanding
      IRB PROTOCOL#____________________________
         I have requested the following services of The Carolina Center for Clinical Trials:

                                                  (Please check all that apply)                                  
               (Implementation)
               Use of the CCCT services for patient visits _X__ 
                (includes: nursing and  phlebotomy services, advertising, use of storage, -80º C
                 freezer and refrigerator space)                                
              (Study Coordinator Usage)
          Use of the CCCT coordinator’s services to carry out the protocol ____
               (includes CRFs, patient visits, continuing  IRB and contracting demands,

                monitor, site and initiation visits, audits, team meetings etc.)

              (Regulatory Package)
          Use of CCCT staff’s time to prepare all regulatory paperwork ____       
          (includes sponsor’s packet as well as all preliminary paperwork required by
                the IRB, IDS, OCT, or any other University or Hospital department)
           I have agreed to pay for the above checked services according to the
                following fee schedule:
                                Implementation fee = $50 per patient visit (for up to three

                                hours);$35 for each additional hour or portion thereof after the first

                                 three hours (Payments billed quarterly depending on patient

                                 enrollment and visits completed)
                                CCCT Study Coordinator Usage fee = _______(N/A) if not

                                 applicable
                                 (may vary based on actual number of patient visits and length of

                                  visits) billed as arranged with administrative department
                                Regulatory Package fee = ______(N/A) if not applicable
                                 (Billed after initiation visit)
  _________________________________                                 ________________

                         PI Signature                                                                                 Date
  _________________________________

                         Print Name
