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Date Submitted to Service Area:      
REQUIRED for ALL Research Studies Requesting Services from SMC or Off-Campus Clinics
· This form MUST be approved by the impacted department / service area Manager prior to IRB submission of research.
· Use one form for each impacted department / service area. (This form is not required for pharmacy or laboratory services.)
· Researchers must contact the department / service area directly for the name of the appropriate manager to provide signature.
Department Approval Requested:

	Department Name:

	Department / Service Area Manager:
	Phone:
	Fax:

	Department Location:


Identify Research Project:

	Research project title: 

	Principal Investigator:
	Protocol / Project ID (if available):

	Study Coordinator Name:
	Phone:
	Fax:

	Study Coordinator Address:


Does the study involve the use of ionizing radiation?
 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
If yes, the study will require review and approval by the Radiation Safety Officer and/or Radiation Safety Committee

Research objective:       
Department Service(s) Requested:
	What department services are being requested for the above research (May use Sponsor documentation to draft instructions):

	# of services/procedures to be provided per subject:

	Are services requested research specific procedures:    FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No

	Research Specific Procedure Instructions to Department Staff per Protocol Specifications:

	Will any support be provided by the Study Coordinator (e.g. escort patients, perform tests, etc.):

	Who will pay for service:  FORMCHECKBOX 
  Investigator     FORMCHECKBOX 
  Swedish Research Center    FORMCHECKBOX 
  Third Party Insurance

	Projected start date:
	Expected study duration:
	Anticipated # of subjects:

	Research Subjects will be     FORMCHECKBOX 
  SMC Inpatient   FORMCHECKBOX 
  SMC Outpatient   FORMCHECKBOX 
  Non-hosp Outpatient    FORMCHECKBOX 
 Other (describe):

If inpatient, indicate inpatient location:  


Confidentiality 
Indicate the level of confidentiality of information to be included on requisitions, films, reports, etc. (Check one):  

 FORMCHECKBOX 
  Diagnosis only (no patient identifier)

 FORMCHECKBOX 
  Requisition NUMBER only 

 FORMCHECKBOX 
  Patient Initials/Number only

 FORMCHECKBOX 
  Limited patient information (e.g. age, sex, etc.) 

 FORMCHECKBOX 
  Report with complete patient identification (e.g. Full Name, SSN, etc.)
Special Handling/Reporting/Other  
Describe:       
Shipping Information (if applicable)

	Destination:

	Company Name:
	Attention: 

	Street Address:
	Contact Phone:

	City, State, Zip:
	Contact Fax:


---------------------------------------------------------For Department / Service Area Manager Only---------------------------------------------------------

Manager Confirmation of receipt of a request for review:  Received by:




Date:
Summary of the feasibility of the research:
Department participation in the above named research is:
 FORMCHECKBOX 
  Approved
 FORMCHECKBOX 
  Not approved
Printed Name and Title

  
   

Signature



  Date   
DEPARTMENT APPROVAL 


FORM








Swedish Research Center


Mail:  747 Broadway  (Street: 1120 Cherry, Suite 360)


Seattle, WA 98122-4307


(206) 215-3100; fax (206) 215-2413











Version date: 5/15/08

cc:  Study Coordinator

       Regulatory Affairs      

       Department


