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	Request for Approval to Conduct Research Form

	1. Name of applicant (Principal Investigator):                                                                                                                 Project #
	Project #:

	2. Address for correspondence:

	Tel.:
	Fax:
	E-mail:

	3. Name(s) of Co-Investigators:



	Tel.:
	Fax:
	E-mail:

	4.     BCMHAS contact person (if different from Principal Investigator or Co-Investigator):

	5.     Name, title, appointment and signature of responsible supervisor (for student applicants only):

	Tel.:

	Fax:
	E-mail:

	6.     Institutional approval(s) sought at: 
	( RVH
	( FPSC

	7.     Project title:

            

	8.     ETHICS:  

Name of University

1……………………………………….

2……………………………………….

Other

1……………………………………….
	    Applied for?      Received?
( Yes   ( No     Date (yyyy-mm-dd):

( Yes   ( No     Date (yyyy-mm-dd):

( Yes   ( No     Date (yyyy-mm-dd):
	 Expires?
Date (yyyy-mm-dd):
Date (yyyy-mm-dd):
Date (yyyy-mm-dd):

	9.   Estimated start date (yyyy-mm-dd):
	Estimated end date (yyyy-mm-dd):

	10.   Research funds required:                     (  Yes            (  No                     If Yes:         (  Applied For            (  Obtained

	11.   Source of funding:         (  BCMHAS         (  Peer Reviewed               (  Industry Sponsored             (  Other                 (  N/A


	12.   Name of funding source:

	13. Amount of funding ($/yr. x ___ yrs.):

	14. Funds administered by:                       (  BCMHAS            (  UBC         (  SFU        (  OTHER (specify) 

	15. Principal location of data collection:


	( RVH: Area/department………………    Space required?   (  Yes          (  No       Approval obtained?      (  Yes          (  No    
Has the relevant program area Director / Unit Manager been contacted and informed of the planned research?   (  Yes          (  No

	( FPSC: Area/department………………  Space required?   (  Yes          (  No       Approval obtained?      (  Yes          (  No   

Has the relevant program area Director / Unit Manager been contacted and informed of the planned research?   (  Yes          (  No

	( Outside hospital: Location                          Institutional approval: Applied for?    (  Yes      (  No     Received?  (  Yes         (  No

	16. Indicate below, by obtaining the appropriate Signing Authority signature, that you have received approval to utilize the relevant BCMHAS resources beyond those associated with routine clinical care. 

	Department
	Name/Signature of Signing Authority
	Compensation Arrangements
	Approved/Denied

	Clinical Records
	
	
	

	Lab & Diagnostic Services
	
	
	

	Pharmacy
	
	
	

	Other (specify)
	
	
	

	17. Clinical Trials Agreement required?                    (  Yes            (  No         (  N/A         If Yes, please attach agreement

	18. Applicant signature:
	Date (yyyy-mm-dd):


