


CLINICAL RESEARCH STUDY IMPACT APPROVAL FORM Addendum to the WCH Research Ethics Board Application to be submitted to the REB office at ethics@wchospital.ca

 
Full Study Title:  

Principal Investigator (PI):

Co-PI:

Co-Investigators:


This form is required for all WCH Research Ethics Board applications where the proposed research involves the use of hospital resources and/or where research education and awareness is necessary. 
 
Steps to determine and obtain Program/Department/ Division Authorization: 
 
It is an institutional requirement that all clinical research studies obtain approval from each program/department/division impacted in any way by the study. 
 


	Required Steps: 
 PI identifies each Program/Department/Division where the study involves the use of hospital resources and/or where research education and awareness is necessary, and provides each Primary Contact with the following documents: 
a. Summary document outlining the impact for each selected area  
b. Department specific forms as applicable 
c. Study Protocol (if requested by the Primary Contact person) 
2. The Primary Contact is responsible for approaching the appropriate individual(s) within the 
Program/Department/Division to review the relevant study documents listed above and for obtaining the appropriate authorizing signatures. 
3. Authorizing signatories are responsible for ensuring the appropriate review has taken place before signing the form. 
4. A signature below attests that the Authorizing Signatory has received full information about the study’s impact and has agreed to the conduct of this study in their area(s) of responsibility as per the negotiated agreement with the PI.  
 














 Principal Investigator Attestation: 
 
 I have reviewed the form and determined that this study involves hospital resources, patient care areas or staff. I attest that to the best of my knowledge, I have indicated the areas where authorizations are necessary.  I understand that although I may seek authorizations concurrently with the REB review, REB approval will not be issued until all required authorizations are submitted to the Research Ethics Office. 
 
OR 
 
 I have reviewed the form and attest that this study does not involve any hospital resources, patient care areas or staff and that no hospital based authorizations are required for the conduct of this study. If yes – submit this page only. 

 

 
PI Signature:  	 	 	 	 	 	Date: 
 	 	 	 	 	 	 	 	(yyyy.mmm.dd) 


 
Clinical Director:  	 	 	 	 	Date: 
Clinical Director’s Signature: 	 	 	 	 	(yyyy.mmm.dd) 
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Addendum to the WCH Research Ethics Board Application 
 
	 
	Perioperative Services
&  Gynecology
	Director: 
	Date: 
             (yyyy.mmm.dd) 

	
	
	Signature: 

 
	

	 
	Primary Care 
	Director:  
	Date: 
             (yyyy.mmm.dd) 

	
	
	Signature: 

 
	

	 
	Specialized Medicine & Mental Health 
	Director:   
	Date: 
             (yyyy.mmm.dd) 

	
	
	Signature:
 
 
	

	 
	Pharmacy Services 
	Operations Manager: 
	 Date:
           (yyy.mmm.dd)
 

	
	
	Signature: 

	

	 
	Information Technology 
Information Management Services 
	Primary Contact: 
	Date: 
             (yyy.mmm.dd) 

	
	
	Signature: 

  
	

	 
	
Surgical Services 
	Clinical Manager: 
	Date: 
             (yyy.mmm.dd) 

	
	
	Signature: 

 
	

	 □
	Surgical Services
	Manager: 
	Date:
             (yyy.mmm.dd)

	
	
	Signature:


	

	□
	Other
(e.g. Medical Imaging)
	Primary Contact:
	Date:
          (yyy.mmm.dd)

	
	
	Signature:
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