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HICOR REPOSITORY DATA FEASIBILITY REQUEST FORM

	[bookmark: Text28]Project Title:       

	[bookmark: Text27]PI:        

	[bookmark: Text3]Date of Request:       

	Brief Description of Request and Deadlines:  
[bookmark: Text30]     



	Requested Data: 
	Data
	Puget Sound SEER Cancer Registry
(CSS)
	WA State Cancer Registry (WSCR)
	Medicare
	WA State Medicaid
	Commercial (Premera & Regence)
	TransUnion Credit Reporting
	Equifax Credit Reporting

	Years
	2007-2024
	2007-2022
	2011-2024
	2007-2024
	2007-2024
	2013-2018
	2009-2024

	Requested:
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|




	Inclusion/Exclusion Criteria:
When listing data criteria, please be as specific as possible, indicating explicit time periods, diagnoses, procedures, and drugs of interest, including associated billing codes (ICD-9/10, CPT, NDC, etc.) if known.

	
[bookmark: Text9]1. Requested Age Range:        

[bookmark: Text10]2. Sex:       

[bookmark: Text11]3. Cancer Site(s):       
[bookmark: Text12]        3.1  Specific Histology codes to exclude OR include:        

[bookmark: Text13]4. Stage(s):       

5. First cancer only?  |_| Yes    |_| No      
        If Yes  Exclude patients with subsequent cancer diagnoses?  |_| Yes    |_| No     

[bookmark: Text14]6. Required Diagnosis Date Range:       

[bookmark: Text15]7. Required Enrollment Period (e.g. enrolled XX months before death):       

8. Will you need a comorbidity score for individual in your population? |_| Yes    |_| No     
         If yes  Exclude patients for whom a comorbidity score is missing/can’t be calculated?  |_| Yes    |_| No     
                If yes to both  Please note above that a minimum of 1 year prior enrollment is required.

[bookmark: Text16]9. Treatment Requirements: Please describe specific treatment requirements (e.g. chemo within XX days of dx) for your population. Standard HICOR definitions will be used unless otherwise specified.      

[bookmark: Text17]10. Survival Requirements (e.g. alive XX months after diagnosis):        

[bookmark: Text18]11. Other requirements (i.e., required procedures, treatments, drugs, diagnoses, etc. Please list specific codes if known AND required outcome timeframe.):        

Data Request Summary: If available, attach any table shells or other desired deliverable templates to your request. 




		Submit to: wewright@fredhutch.org 
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