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For more information about our  
Clinical Research Studies and/or to answer 
any questions about this program, please 

call us at: 
 

954-266-1000 ext. 1442506 
 

 

 

 

 

 

 

 

 

Ignacio Echenique, M.D. 

Principal Investigator 

 

Beatriz Camaraza Andux 

Screening Supervisor 
 

 
 

REFER A FRIEND 
 

For more information about our  
Clinical Research Studies, please call us  
 
954-266-1000 ext. 1442506 
 
Please fill out the information below and 
Bring with you to Screening Appointment. 
 

NAME 

 

      

 

DAYTIME 

PHONE  # 

 

  

 

REFERRAL’S 

NAME 

 
 

  

 

REFERRAL’S 

NUMBER 

 

  

 

APPOINTMENT 
DATE 

 

   

 

 

 

 

 

REFER A FRIEND 
ASTHMA, CELIAC DISEASE, 

CHRONIC OBSTRUCTIVE 

PULMONARY DISEASE 

(COPD),  CHRONIC KIDNEY 

DISEASE OR CHRONIC LIVER 

DISEASE   

SPECIFIC PROGRAMS                                           

 

3400 Enterprise Way 
Miramar, FL  33025 

954.266.1000 ext. 1442506 
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REFER A FRIEND 
ASTHMA, CELIAC DISEASE, 
COPD, CHRONIC KIDNEY 

DISEASE OR CHRONIC LIVER 

DISEASE 
ELGIBILITY GUIDELINES 

 
The friend or family member is eligible for the 

‘Refer-a-Friend’ program only if they have not 

previously participated in a Clinical Research 

Study with us and are randomized into a 

study as a direct result of the ‘Refer-a-Friend’ 

program. 
 

 

Participants cannot refer themselves or other 

participants if they have been pre-qualified 

for a clinical study at our site prior to being 

referred through the ‘Refer-a-Friend’ 

program. 

If the friend or family member you refer 

meets all study criteria and successfully 

enrolls in a study, you will receive a $200.00 

payment. 

 

 

 

 

‘HOW TO’ REFER A FRIEND & 
RECEIVE $200 

 

1. Share the Attached ‘Referral Form’ 
 

2.  Encourage Friend/Family Member to 
contact us at: 

 954-266-1000 ext. 1442506 
 

3. Refer to contact number above for a 
Screening Appointment. 

 

4. Bring Pre-filled Referral Form to  
Appointment 
 

5. The friend or family member must 
meet all study criteria and 
successfully enroll in the study. 

 

6. You will receive a $200 Payment 
after successful enrollment of 
referred paricipant. 

 

 

 

 

REFER A FRIEND 
PROGRAM 

 

Watson Therapeutics invites you to 

particpate in one of our Clinical 

Research Studies. 
 

DO YOU KNOW SOMEONE WHO HAS A 

MEDICAL DIAGNOSIS OF ASTHMA, 

CELIAC DISEASE, CHRONIC 

OBSTRUCTIVE PULMONARY DISEASE 

(COPD), CHRONIC KIDNEY DISEASE 

OR CHRONIC LIVER DISEASE,  WHO 

MAY BE INTERESTED IN PARTICIPATING IN A 

FUTURE STUDY? 

If you know a friend or family member 

who may be interested in volunteering, 

please tear off the perforated ‘Referral 

Form’ section of this brochure and 

share it with them.  

 
 

 


