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RESEARCH ACTIVITIES SUBMISSION FORM

(MUST ACCOMPANY ALL GRANT SUBMISSIONS)
1. WCH Applicant:
	Full Name (Last, First)

     
	Phone:

 
	E-mail:

     

	If Applicant is a Trainee, name Supervisor (Last, First)

     
	Phone: 
	Supervisor’s Signature:

	Applicant/Supervisor’s Department
     
	Clinical Department Chief:      
Signature:


	Is the applicant’s primary research appointment at WCH?            Yes  FORMCHECKBOX 
         No  FORMCHECKBOX 


	Applicants: I assume full responsibility for the scientific and ethical conduct of the project. I agree to conduct this study in compliance with the applicable WCH policies and will disclose any conflicts of interest or potential conflicts.
	Date:

     
	Applicant Signature




2. Co-investigators (Name, Institution):

	Co-Investigator Name
	Institution
	Role (e.g. Co-PI, Collaborator, etc)

	1.      
	     
	     

	2.      
	     
	     

	3.      
	     
	     

	4.      
	     
	     


3. Project Information:
	Project    FORMCHECKBOX 
 New    FORMCHECKBOX 
 Renewal    FORMCHECKBOX 
 Re-submission ►►►  FORMCHECKBOX 
 Grant   FORMCHECKBOX 
 Award   FORMCHECKBOX 
 Fellowship

	Sponsor/Agency:

     
Competition Name/Number:
     
	Competition Deadline Date

     
If an LOI/NOI, indicate date:

     

	Application Title:      

	Total Budget $     
	WCH’s Overhead Policy requires 40% indirect costs, or the nearest maximum allowable amount, be applied wherever eligible. 
If eligible, has overhead been applied? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	If successful, will funds be held at WCH? 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If no, please indicate where:      
	Hiring Grad Students? 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 



4. Involvement of Other Institutions:

	Yes*
	No
	*inter-institutional agreement may be required 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Will funds from the proposed activity be sent to any other institution/org?

Amount:$                                             Contact information:     



5. Study Type
Indicate the level of risk associated with this study by marking one or more of the boxes in the matrix below with an x.
	Research Category
	Please check one or more:

	A. Observational Studies involving deidentified information


	 FORMCHECKBOX 


	B. Observational Studies involving personal health/identifying information


	 FORMCHECKBOX 


	C. Observational Studies involving participant contact but no physical exams
	 FORMCHECKBOX 


	D. Observational Studies involving participant contact with physical exams/ physiological assessments but without biological specimens 
	 FORMCHECKBOX 


	E. Observational Studies involving participant contact with physical exams/ physiological assessments and biological specimens (blood, urine, tissue)
	 FORMCHECKBOX 


	F. Clinical Trial
	 FORMCHECKBOX 



Does this study involve WCH patients? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

6. Peer Review and Feedback (pre-submission)

Was SGBA+ feedback provided on your proposal by an individual who has completed relevant training? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If “Yes”, did you incorporate this feedback into your proposal? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If you answered “No” to either of these questions, please elaborate: 

	


	Name of SGBA+ Reviewer(s)
	Institution

	1.      
	     

	2.      
	     


Was scientific peer-review feedback provided on your proposal? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If you answered “No”, please elaborate: 

	


	Name of Reviewer(s)
	Institution

	1.      
	     

	2.      
	     


Did you consult with Vicky Forster, Patient and Community Engagement Lead for your proposal? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If you answered “No”, please elaborate: 
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