
By completing this form, you acknowledge and agree that: 

• Any information you provide, you are providing freely and 
voluntarily;

• You have the permission or other legal right to provide the 
information of any person you may identify by name through this web 
form;

• Mycovia intends to use the information you provide for the legitimate 
business purpose of evaluating your site for inclusion in our clinical 
development programs and may transfer this information for secured 
processing within the US or other locations, abiding by all applicable 
privacy laws and regulations;

• Mycovia retain the information without access when the data is 
retained for archival purpose or as may be related to the back-up of 
computer and electronic information systems.

• You or any person named on this form has the right to request 
removal from Mycovia’s records at any time by emailing
info@mycovia.com.

Practice Name * 

Address * 

Address 1 

Address 2 

City   State/Province 

Zip/Postal Code 

Country 

BECOME AN INVESTIGATOR



Physician Name * 

First Name  Last Name 

Specialty 

Phone * 

Email Address * 

Subject * 

Message * 

Study Coordinator Name, if any 

First Name  Last Name 

Study Coordinator Phone 

Study Coordinator Email 

Does your practice have experience in conducting clinical trials? * 
 Yes 
 No 

Has your practice conducted clinical trials in women’s health? * 
 Yes 
 No 

Email completed form to info@mycovia.com 
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