CATHOLIC HEALTH SYSTEM

RESEARCH CORRESPONDENCE FORM

	As a Principal Investigator for the study listed below, it is important to note that in conducting research within the Catholic Health System it is your responsibility to notify and educate the various departments involved with the research. Department Managers and associates must be notified and educated on handling/storage study devices and drugs as well as what actions to take when a study patient arrives into their department. In completing this form, it is pertinent to list all of the departments involved with the research listed below, thus obtaining Department Manager approvals, to ensure that the proper notification and education has taken. This form must be complete and submitted to the CHS IRB prior to the start of a study. Any questions, please contact Danielle Casucci, C.C.R.P., IRB Coordinator, CHS @ 821-4477 or dcasucci@chsbuffalo.org. 


Site(s) Applicable to:  








· Kenmore Mercy Hospital                           Completed by:____________________
· Mercy Hospital           


             

· Sisters Hospital-St. Joseph Campus            Phone: __________________
· Sisters of Charity Hospital

· Affiliated Off-sites and/or Long Term Care Facilities of the CHS 
              (Specify which sites):___________________________________________________________________
COMPLETE ALL QUESTIONS

	1.)  Title of Project (as it appears on the Protocol AND Consenting Documents):

	


	2.)  Principal Investigator(s) (as it/they appear(s) on the Protocol AND Consenting Documents):

	


	3.)  Departments Involved (Check off all departments involved with this study and obtain Dept. Manager Signature)

	·   Emergency Department
Dept. Manager Name:_________________ Dept. Manager Signature:______________
    

· Health Information

Dept. Manager Name:_________________ Dept. Manager Signature:______________
· Labor and Delivery

Dept. Manager Name:_________________ Dept. Manager Signature:______________

· Laboratory

Dept. Manager Name:_________________ Dept. Manager Signature:______________

· Operating Room 

Dept. Manager Name:_________________ Dept. Manager Signature:______________

· Pathology

Dept. Manager Name:_________________ Dept. Manager Signature:______________
· Pre-Admission Testing

Dept. Manager Name:_________________ Dept. Manager Signature:______________
· Pharmacy

Dept. Manager Name:_________________ Dept. Manager Signature:______________

· Physical Therapy
  Dept. Manager Name:_________________ Dept. Manager Signature:______________

· Other
Dept. Manager Name:_________________ Dept. Manager Signature:______________
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