Request for Pharmacy Department Collaboration in a Research Study

	Investigator:



	Department: 



	Title of Project:  



	Contact Person & Phone Number:  



	Duration of project:  


For Investigator


This study requires the following support (check all that apply)

____
Blinding of product
____
Randomization

____
Holder of the blinding list/key

____
Special storage procedures

____
Other: ____________________________________________________________________________________
Are there grant or contract funds available to defray expenses of any additional services?
____ Yes
____ No
Will investigator be able to coordinate acquisition of medication/placebo?

____ Yes 
____ No
	Describe briefly services required:


	Frequency of requested services: 


Signature of Investigator agreeing to participate: ______________________________________________ Date: _______________
_____________________________________________________________________________________________________________
For Pharmacy
Does conducting this study at UTMC conflict with P&T policies/decisions?  Yes_______ No_______

Will extra staffing be required?  Yes_____ No_____

Will services significantly impact upon regular services?  Yes_____ No_____

Will special procedures be required for drug preparation?  Yes_______ No______

If yes, specify: _______________________________________________________________

Should all pharmacists be notified of departmental decision to participate?  Yes______ No_____

Director/ Associate Director of Pharmacy Signature: ________________________________________ Date: ______________
	Note: Final decision to participate is contingent upon investigator securing IRB approval.


01/04/2006


