Request to Review Research Proposal/Project

650 Providence, RI


1. Principal Investigator/Program Director:




Last name            First name           MI     
Degree  
2. Telephone:  401-273-7100     Ext:       Mail Code:      
4. VA Appointment:       FORMCHECKBOX 
 Full-Time
 FORMCHECKBOX 
 Part-Time
 FORMCHECKBOX 
 WOC
 FORMCHECKBOX 
 Consultant
 FORMCHECKBOX 
 Contract


(Check one)

5. Status of PI in Proposal:       (01 = Awardee or Initiator     02 = Not Awardee; i.e,. Participation in VA Co-Op Study)



(Enter Code)

6. Type of Submission:    FORMCHECKBOX 
  New     FORMCHECKBOX 
 Renewal of Active Project


(Check one)


If Renewal, complete a and b:  a) Enter 4-digit number of active project         b) Has title changed?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

7. Project Title: 
8. Co-Principal Investigators: (Enter only if study is funded – CO-I must have a VA appointment and must be designated a Co-PI in application)

        


(Last name, first name, mi, degree) 

 FORMCHECKBOX 
 Check if at another VAMC

        

(Last name, first name, mi, degree) 

 FORMCHECKBOX 
 Check if at another VAMC

9: Anticipated Starting Date:      (mm/dd/yy)

10. Funding Source and Fund Administration: (Codes are in a separate document on the SharePoint)

	Source Code 

(4 digits)
	Name if Source Code ends in “99”
	Admin Code

(2 digits)
	Name if Admin Code is “08”

	     
	     
	     
	     

	     
	     
	     
	     


If Source Code is 9022, 9024, or 9025, enter VACO Project Number      
10a.  If this project is or will be unfunded, please indicate that adequate resources (financial or other) are available to conduct this project, and also provide a brief statement clarifying the source of the resources available:       
11. Project Uses: (Mark each item and submit completed forms. If Animal Subjects is Yes, Completed Item 15)


Human Subjects   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Invest Drugs  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No 
Radioisotopes    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
No


Animal Subjects  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Invest Devices  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No 
Biohazards  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

12. Project Focus:  (Mark each item.)

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

13. Keywords:  (Minimum 3, maximum 6. Use MeSH terms only. Enter one term per line.)


1)        
3)      
5)      

2)      
4)      
6)      
14. Animals:  (Species and, if applicable, strain Enter one species per line.)


1)      
5)      

2)      
6)      

3)      
7)      

4)      
8)      
15. Abstract:  (Submit on Electronic Abstract form)

16. Institutional Support:  (Mark each item. *if Yes, a letter of support/collaboration must be attached to this form.)


Laboratory*
  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Medicine* 
   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
No 
Pharmacy*   
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


Radiology*
  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Nuclear Medicine*  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
Nursing*   
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


Psychiatry*
  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Outpatient* 
   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
Surgery*   
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
No


Other*
  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
> If Yes, Specify      

Lab Space
  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
No
> If Yes, Bldg and Room      

Budget Page
  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
No
> Must be included with all submissions (except Funding Source Code 0000)

17. Research Staff/Personnel (List all research staff/personnel who will be working on the study and answer all blocks for each.  For training verification, contact the Research Service Training Program Asst. at #3871)
	Name
	Role
	Scope of Practice on File?
	Training Verified Date
	VETPRO Complete
	Conflict of Interest on File?

	
	
	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No FORMCHECKBOX 
N/A
	
	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No

	
	
	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No FORMCHECKBOX 
N/A
	
	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No

	
	
	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No FORMCHECKBOX 
N/A
	
	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No

	
	
	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No FORMCHECKBOX 
N/A
	
	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No

	
	
	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No FORMCHECKBOX 
N/A
	
	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No


Secondary Validation of the above requirements in #17 above being met:

_________________________________________                         
______________

Research Admin Training Program Asst. Signature
Date
18. Institutional Approvals:  (Signatures as appropriate)


Service Chief _________________________________________________________________      _________________



Date

19. Comments:       
Principal Investigator ______________________________________________________________      _________________



Signature 
Date

Note: If this is your First Research Proposal submitted at this Medical Center, please also submit an Investigator Data Sheet (Page 18). The same applies to co-principal investigators who have not submitted these forms previously.
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