€} SOROKR

Medical Center

Payment Request for Helsinki Fees focling secure
Dat == CLALI T 1 °"dears
ate: The Best For Your Family

Company name:

Name of Company contact: Telephone number:
Helsinki Number: Protocol Number:
PI Name: Department:

Payment for:

[} New submission (including applications submitted to the Central Committee) — 4,000 NIS
L1 New Genetic Sub study submission — 2,000 NIS
[ Continuation protocol — 800 NIS
L] Request for changes:
[1 Inform Consent form — 800 NIS L] Protocol — 800 NIS L] 1B - 800 NIS

Payment Reference:

Bank Information:

Bank Name: HAPOALIM

Account Name: SOROKA UNIVERSITY MEDICAL CENTER
Bank Address: 98 YIGAL ALON ST. TEL AVIV, ISRAEL
IBAN: IL-620120630000000211122

SWIFT(OR BANK) CODE: POALILIT

ACCOUNT NO. 12-063-211122

Please submit payment reference along with this form to the Helsinki Committee
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Soroka University Medical Cen&fgq“

Soroka Medical Center, Rager Boulevard, P.O.B 151, Beer Sheva 8410101, Israel
Tel: +972-8-6400590| Fax: 972-8-6277364| www.soroka.org



