Request for Advanced Practice Provider Collaboration in a Research Study

	Investigator:



	Department: 



	Title of Project and brief description:  



	Contact Person & Phone Number:  



	Duration of project:  



	Describe briefly the role of the Advanced Practice Provider:



	Describe plan for study outcome dissemination: 



SIGNATURE of Investigator agreeing to participate:_____________________________ Date: ____________
Please email completed form to chair of APP Research Committee Andrew Ward PhD, FNP-BC award@utmck.edu
Version: 4/5/2023  Note: Final decision to participate is contingent upon investigator securing IRB approval.

