Request to Review Research Proposal/Project

White River Junction, VT (405)

1. Principal Investigator/Program Director (Last, First, MI / Degree):
2.

3.
Telephone:
4.
 Mail Code:


LEAVE 

BLANK



5.
VA Appointment (Check One):

6.
Status of PI in Proposal (Check One):
7.
Anticipated Start Date:  (mm/dd/yy)

 FORMCHECKBOX 

Full Time
 FORMCHECKBOX 

Part Time
 FORMCHECKBOX 

WOC

 FORMCHECKBOX 

Consultant
 FORMCHECKBOX 

Contract
 FORMCHECKBOX 

01 = Awardee or Initiator

 FORMCHECKBOX 

02 = Not Awardee;




i.e., Participant in VA Co-Op Study
Date:



If not funded, will this project be initiated?

 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

8.  Type of Submission:

 FORMCHECKBOX 

New

 FORMCHECKBOX 

Renewal of Active Project
Enter the 4-digit number of the active project: __________________ 



Title change? 
 FORMCHECKBOX 
 No       FORMCHECKBOX 
 Yes 
If yes, old title:  ________________________________________________________________________

 FORMCHECKBOX 

Resubmission to alternate funding source
Original R&D approval date: ___________________

 FORMCHECKBOX 

Resubmission to same funding source
Original R&D approval date: ___________________

 FORMCHECKBOX 

Resubmission of tabled proposal

 FORMCHECKBOX 

Continuation of ongoing grant (i.e.,  NIH)

 FORMCHECKBOX 

Amendment/Modification
Pending project?
 FORMCHECKBOX 

Active project?
 FORMCHECKBOX 

Original R&D approval date: ____________________

 FORMCHECKBOX 

Already Submitted (i.e., NIH)

 FORMCHECKBOX 

Other:  (Please specify)  



9. Project Title (72 characters maximum):




10.  Co-Principal Investigators:  (Enter only if study is funded.  Must have a VA appointment and must be designated a Co-PI in application.)

(Last name, first name, mi, degree)
(Social Security Number)
 FORMCHECKBOX 

Check if at another VAMC (specify)

(Last name, first name, mi, degree)
(Social Security Number)
 FORMCHECKBOX 

Check if at another VAMC (specify)

11.  Funding Source and Fund Administration:  (Codes are on back of instruction sheet)

Source Code (4 digits)
Name if Source Code ends in “99”
Admin Code (2 digits)
Name If Admin Code is “08”












Budget page: 
 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
If Source Code is 9007, 9022, or 9024, enter VACO Project Number:  

12.  Project Uses: (Mark each item and submit completed forms.)


A. Human Subjects: 
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No  (continue to 12B, “Animal Subjects”)   




If the answer above is YES, then complete the following items and Item 15 under the Service Impact Section:


IRB#:  ____________


 FORMCHECKBOX 
 Yes      
 FORMCHECKBOX 
 No 
Is this study a Clinical Trial? 


 FORMCHECKBOX 
 Yes      
 FORMCHECKBOX 
 No 
Is this for Emergency/Compassionate use?   


 FORMCHECKBOX 
 Yes      
 FORMCHECKBOX 
 No 
Does this study involve a new investigational drug?      (If yes, attach a completed Investigational Drug Form) 


 FORMCHECKBOX 
 Yes      
 FORMCHECKBOX 
 No 
Does this study involve an FDA approved drug for new use?     (If yes, attach a completed Investigational Drug Form)


 FORMCHECKBOX 
 Yes      
 FORMCHECKBOX 
 No 
Does this study involve an FDA approved drug for the approved indication?




 FORMCHECKBOX 
 Yes     
 FORMCHECKBOX 
 No 
Will subjects be paid for their participation?   How much will the subject be paid per visit? ______________



 FORMCHECKBOX 
 Yes      
 FORMCHECKBOX 
 No 
Will this study involve the use of an investigational device?     (If yes, IDE#:_________________________)


B. Animal Subjects:
 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes   (IACUC Approval Number: ________________

Approval date: _______________)


C. Biohazards:
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No    If “Yes” you MUST complete a Biosafety Review of Project form.


D. Radiation: 

 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No    If “Yes” you MUST have approval to use Radioisotopes.

 

13.  Project Focus: (Mark each item.)

Agent Orange
 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
Females
 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
Prisoners of War
 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

14.  Key Words:  (Minimum 3, Maximum 6.  Use MeSH terms only.)









14a.  Abstract:


An abstract of 500 words or less describing the proposed work must be included with the packet, see general information sheet.

15.  Service Impact:  To be completed only if human subjects are being used. 
 *If yes, a “station impact sheet” for each service must be attached.

Acute Care Service Line
Service Chief

(Signature)
Specify procedures

(Blood, urine test, data collection, etc.)

a.  Laboratory*

 FORMCHECKBOX 
     Yes      FORMCHECKBOX 
  No



b.  Radiology*

 FORMCHECKBOX 
     Yes      FORMCHECKBOX 
  No





c.  Nuclear Medicine*
 FORMCHECKBOX 
     Yes      FORMCHECKBOX 
  No



d.  Pharmacy*

 FORMCHECKBOX 
     Yes      FORMCHECKBOX 
  No






e.  Surgery*

 FORMCHECKBOX 
     Yes      FORMCHECKBOX 
  No



f.  Primary Care Service Line
 FORMCHECKBOX 
     Yes    FORMCHECKBOX 
  No



g.  Mental Health

 FORMCHECKBOX 
     Yes      FORMCHECKBOX 
  No



h.  Other


 FORMCHECKBOX 
     Yes      FORMCHECKBOX 
  No



Comments:









Service Chief (signature)









Date

Principal Investigator (signature)








Date


Note:  If this is your 1st Research Proposal being submitted at this Medical Center, please submit an Investigator Data Sheet (Page 18) and a Personal Data Form.  The same applies to Co-Principal Investigators who have not submitted these forms.
Revised 6/02


