Consultation Request: KGH Clinical Research Centre (CRC)

Your Name(s):_____________________________________________________________________

Department:
_______________________________ Phone or E-mail:​​​​​​​​​​
______________________

Hospital:


 FORMCHECKBOX 
 KGH

 FORMCHECKBOX 
 HDH

   FORMCHECKBOX 
 SMOL
         FORMCHECKBOX 
 KPH

Project Title: 

_______________________________________________________________
Principal Investigator:
 FORMCHECKBOX 
 Same as above or:  ______________________________________

Research Question:
_______________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

What subjects/patients will you study:  _______________________________________________

Where will you get their information?  ______________________________________________

Study Funded?


  FORMCHECKBOX 
  No


 FORMCHECKBOX 
 Yes


   FORMCHECKBOX 
 To be submitted

     
If yes or to be submitted for funding:


Funding Source: ________________________________ 

  Amount ($):
__________

Funding to support CRC activities of your project will be discussed with you early in the consultation process. Not all consultations will require funding support. 
Needs Assessment: (check all that apply)

 FORMCHECKBOX 
 Consultation 
  FORMCHECKBOX 
 Ethics / Consent 
 FORMCHECKBOX 
 Grant Application
   FORMCHECKBOX 
 Study Design



 FORMCHECKBOX 
 Sample Size
  FORMCHECKBOX 
 Database Design
 FORMCHECKBOX 
 Data Management
   FORMCHECKBOX 
 Statistical Methodology


 FORMCHECKBOX 
 Statistical Analysis
  FORMCHECKBOX 
 Interpretation
 FORMCHECKBOX 
 Presentation
   FORMCHECKBOX 
 Report / Manuscript


 FORMCHECKBOX 
 Other:  __________________________________________________________________

Are you a: 


  FORMCHECKBOX 
 Resident *




   FORMCHECKBOX 
 Medical Student*  

If yes, Supervisor:
  ________________________________________________________

Estimated Time Required: ____________(hours)
Deadline:  ____________________ or      FORMCHECKBOX 
 n/a

Is your objective for presentation of this study to:


 FORMCHECKBOX 
 Present it at Queen’s   FORMCHECKBOX 
 paper/poster at national  mtg.
 FORMCHECKBOX 
 publish paper

Client Signature: _________________________ 
Date: ___________________________________

(Office Use Only)  Referred to:  ______________________________________________________
CRC File number: ___-___-_____

                              (yy)(mm)(###)

* For residents and medical students, the supervisor or mentor must be present for the initial consultation.  
