Imaging Facility Request Application

PROTOCOL TITLE     
PRINCIPAL INVESTIGATOR: Name, Phone number, pager number and email address.                                                   

     
STUDY CONTACTS: (Principal Research Fellows, Study Coordinators, etc.)

Please list names, titles, phone number, pager number and email address.


     

     

     

     

     
PROJECT DESCRIPTION 
Specific Aims

Background and Significance

Preliminary Results

Research Plan (in detail)
IMAGING NEEDS

Please indicate which 
imaging facilities are required and how many scans for each subject. Also, indicate the location of the facility and whether or not you are requesting that the GCRC pay for the scan:

Facility 
Project timeline

# of Subjects

#scans of per subject


 FORMCHECKBOX 
MRI 1.5T
Begin  
     

     

(Max. 2 scans /subject)



End
     





     


 FORMCHECKBOX 
MRI 3T
Begin        

     


     





End
     
 FORMCHECKBOX 
CT Scan
Begin        

     


     





End
     



 FORMCHECKBOX 
PET/CT
Begin        

     


     





End
     
1. What is the anticipated duration of your study?       
2. What is your planned starting date?       
3. How many subjects do you plan to image per week?      
4. Is a special day or time necessary? Please specify:      
FINANCIAL SUPPORT

Please answer the following questions concerning financial support outside of the GCRC.

1. What are the funding sources for this protocol?

 FORMCHECKBOX 
PharmaceuticaL


 FORMCHECKBOX 
Industry Initiated

 FORMCHECKBOX 
Investigator Initiated


 FORMCHECKBOX 
Department Funds
 FORMCHECKBOX 
NIH

(Please provide grant #)        
 FORMCHECKBOX 
Other
(Please specify)        
2. Does the financial support for your protocol include specific support for using the Imaging Facility?

 FORMCHECKBOX 
YES

 FORMCHECKBOX 
NO

 FORMCHECKBOX 
N/A

3.  Does the financial support for your protocol include specific support for analyzing of the imaging data?

 FORMCHECKBOX 
YES

 FORMCHECKBOX 
NO

 FORMCHECKBOX 
N/A

4. If not, is it possible to request financial support from this source for using the Imaging Facility and analyzing the data?

 FORMCHECKBOX 
YES

 FORMCHECKBOX 
NO

EQUIPMENT AND SUPPLIES REQUIRED 

In addition, what equipment/supplies do you anticipate needing?  If you are supplying special equipment, do you need storage space?

	DESCRIPTION
	QUANTITY 

PER PATIENT
	Size

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


Special Equipment Storage Space:  FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO

Will you provide a nursing support or other staff support to participate in the study?



 FORMCHECKBOX 
YES

 FORMCHECKBOX 
NO

If YES, please provide their name and contact information:

     
IRB INFORMATION

Protocol #:      
Title:      
Approval Date:      
Expiration Date:      
Please submit the completed application to:

Yanping Sun, Ph.D. 

Assistant Professor of Radiology

GCRC Imaging Core Manager

Phone: 617-278-0016

Fax: 617-278-0610

Email: ysun@bwh.harvard.edu
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