
IRB #      
IRB GENERAL INFORMATION SHEET

1.
This application is described by #     :  
1.
New IRB Research Protocol (Not previously reviewed)








2.
Reactivation of Closed Out Study, Previous 









IRB #      







3.
Change in Procedure of Previously Approved Project









Previous IRB #      
2.
Name and Address (Campus) of Principal Investigator (PI):  If research is being submitted to or supported by an extramural


funding agency such as NIH, a private foundation or a pharmaceutical/manufacturing company, then the PI listed on the


grant application or the drug protocol must be the same person listed below.


If the PI is completing this project to meet the requirements of a New York Chiropractic College academic program, also

list name and campus address of faculty advisor.


NAME:      

ROOM # & BLDG:      
3.
Degree and Rank:      
4.
PI’s Telephone #:        Dept. Code:       Department:      
5.
Title of Project:  (If applicable, use the EXACT TITLE which was listed in the grant application.)


      
6.
Anticipated Beginning and Ending Date of Research Project:          

thru          








 Month/Day/Year           Month/Day/Year

7.
Number and age level of human subjects:                                                  /                           







 Number



Age Level

8.
Indicate the categories of subjects and controls to be included in the study.  Check ALL that apply:


 FORMCHECKBOX 
 Abortuses/Fetuses/Cadavers

 FORMCHECKBOX 
 Minors (17 yrs or less)


 FORMCHECKBOX 
 Prisoners


 FORMCHECKBOX 
 Pregnant Women


 FORMCHECKBOX 
 Normal Volunteers


 FORMCHECKBOX 
 Mentally Retarded


 FORMCHECKBOX 
 Mentally Disabled


 FORMCHECKBOX 
 Patients



 FORMCHECKBOX 
 Institutionalized


      (under family care)







      Mentally Disabled


 FORMCHECKBOX 
 HIV Screening

9.
Are human subjects from the VA or State Medical Centers to participate in the research project?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

Explain:      
10.
If the research is being submitted to, supported by or conducted in cooperation with an external or internal funding


program, indicate the categories that apply.  Check ALL that apply:


 FORMCHECKBOX 
 Not applicable


 FORMCHECKBOX 
 Federal Agencies other than HHS/NIH


 FORMCHECKBOX 
 Industry (Other than pharmaceutical)


 FORMCHECKBOX 
 State






 FORMCHECKBOX 
 Pharmaceutical Company


 FORMCHECKBOX 
 Internal Grant Program




 FORMCHECKBOX 
 Private Foundation/Association


 FORMCHECKBOX 
 Dept. of Health & Human Services (e.g., National Institutes of Health)

11.
List the funding source and/or cooperating organization(s):  (e.g., Chiropractic Consortium for Research, Ford Foundation,


FCER, NIA, etc.)        
12.
Attach 2 copies of the grant, contract, or device proposal, if the protocol does not involve administration of drugs OR 3

copies of the detailed drug protocol and physician’s brochure, if the protocol involves administration of drugs.  Check


appropriate item:  Copies attached  FORMCHECKBOX 
               Not applicable  FORMCHECKBOX 

13.
Will you be using the facilities of the New York Chiropractic College Health Centers?   FORMCHECKBOX 
 Yes              FORMCHECKBOX 
 No

Location:       
14.
Please indicate where the records containing the signed consent forms are located and list personnel that have access to the Informed Consent, Authorization Form and Study Records: 


     
15.
Will the research be conducted at any site other than New York Chiropractic College or the Health Center Clinics?  


 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No


If Yes, please provide detailed list of all off-site facilities at which research procedures will be initiated:  


     
16.
Other Reviews:


Approval from University Radiation Safety Committee is described by #      : 

1.  Not Applicable
2.  Request Pending
3.  Approval Received      









         (Month/Day/Year)

17.
For research involving minors, indicate which of the categories listed below accurately describes this protocol:


 FORMCHECKBOX 

N/A


 FORMCHECKBOX 

Not greater than minimal risk


 FORMCHECKBOX 

Greater than minimal risk, but of direct benefit to individual subjects


 FORMCHECKBOX 

Greater than minimal risk, no direct benefit to individual subjects, but likely to yield generalizable knowledge



about the subject’s disorder or condition


 FORMCHECKBOX 

Research not otherwise approvable which presents an opportunity to understand, prevent, or alleviate a serious



problem affecting the health or welfare of children.

18.
Identify other KEY personnel assisting in research project (If an individual has not been identified for a particular


responsibility, list the position and expertise that will be required to fill that position):


Name:      

Rank and Degree:      

Responsibility in Project:      

Name:      

Rank and Degree:      

Responsibility in Project:      
Name:      

Rank and Degree:      

Responsibility in Project:      

Name:      

Rank and Degree:      

Responsibility in Project:      

Name:      

Rank and Degree:      

Responsibility in Project:      
Name:      

Rank and Degree:      

Responsibility in Project:      
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