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                                  __________________________________________________________________________
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_______________________________
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CO-PRINCIPAL INVESTIGATOR: __________________________
_______________________________
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_______________________________

(Academic Advisor should be PI)
     SIGNATURE
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MAILING ADDRESS: 
___________________________________________________________________
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___________________________________________________________________
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(Provide the name of the
  
 ____STATE_____________________________________________________________
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the source)
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HOW THIS STUDY WILL BE              __________________________________________________________
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                ___________________________________________________________

PROVIDE THE NAME(S) OF THE DEPARTMENT OF HEALTH AND MENTAL HYGIENE’S (DHMH) ADMINISTRATION(S) OR PROGRAM(S) PROVIDING DATA OR ALLOWING RECRUITMENT OF SUBJECTS FOR THIS STUDY:

1.______________________________________
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2.______________________________________
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DOES THIS STUDY REQUIRE THE USE OF DHMH DATA/DATA SET?                           ____YES ____NO

DOES THIS STUDY INVOLVE? (Provide details in protocol for any “yes” response)
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ELDERLY
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___YES ___NO
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· ADEQUATE PROVISIONS FOR MONITORING DATA COLLECTION TO ENSURE SAFETY OF SUBJECTS
· APPROPRIATE SAFEGUARDS ARE INCLUDED FOR VULNERABLE SUBJECTS

· *ALL APPROPRIATE SIGNATURES
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