







Invoice #___________________
CATHOLIC HEALTH SYSTEM

INSTITUTIONAL REVIEW BOARD FEE COLLECTION FORM

Site Applicable to:  








· Kenmore Mercy Hospital         
      Completed by:    __________________________

· Mercy Hospital           


             

· Sisters Hospital, St. Joseph Campus       Phone:    __________________________

· Sisters of Charity
· Affiliated Off-sites and/or Long Term Care Facilities of the CHS 

(Specify which sites: _______________________________________________________________________ 

TO:   Catholic Health System Institutional Review Board

FROM (Principal Investigator):___________________________   INITIAL:_______

Re:    Authorization of Fee Collection for IRB Review of a Commercially Sponsored or Grant Supported Research Protocol

This authorization form accompanies my commercially sponsored or grant supported protocol entitled:

________________________________________________________________________________________________________________________________________________

The study is sponsored by: ________________________________________________________

The sponsor has assigned the following identification number to the protocol:________________

The study requires: ______Full IRB Review($2,000)   ______Expedited Review($800)

                                ______Continuing Review($400) 

I have notified the study sponsor and the sponsor has agreed to pay an IRB review fee. The sponsor understands that payment of the fee is not contingent on whether the protocol is approved or whether the protocol is funded. The sponsor also understands that the fee is applied only to initial reviews and is $2,000 for full reviews (greater than minimal risk) and $800 for expedited (minimal risk) reviews.
Please indicate which option will be used to make payment:

______    The review fee is already included in the budget. (The fee should be included in 

                 the award as a separate line item, not as an element of per patient 

                 reimbursement.)

______    The review fee is not in the budget. The sponsor will pay the fee upon receipt 

                 of an invoice.

______     The review fee is not in the budget. The sponsor is in the process of paying the 

                 fee – no invoice needed. Checks should be made out to: “Catholic Health System 

                 IRB” and sent to: Marian Professional Center, 515 Abbott Road, Suite 408, 

                 Buffalo, N.Y. 14220, ATT: Danielle Casucci, C.C.R.P., IRB Coordinator for the 

                 Catholic Health System.  

Please provide below the information needed to collect the fee from the sponsor or fiscal agent:

Name:__________________________________________________________________

Unit:___________________________________________________________________

Address:________________________________________________________________

Phone:_____________________________Fax:_________________________________

Email:__________________________________________________________________

I understand that should the sponsor fail to pay the IRB review fee within the period of IRB approval, the IRB is not obligated to perform continuing reviews of the protocol nor to review any additional protocols from this sponsor for studies under my direction.
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