RWH RESEARCH PROTOCOL COVER SHEET 

(departmental approval FORM) 
Name of Principal Investigator:

	


Names of Associate Investigator (s):

	


Technical Title of Project:

	


CO-OPERATING  DIVISION / SUPPORT  SERVICES

SIGNATURES  MUST  BE  OBTAINED  FROM  ALL  THOSE  DIVISIONS / DEPARTMENTS LIKELY  TO  CONTRIBUTE  ANY  SERVICES / RESOURCES  TO  THIS  PROJECT.

Please check relevant Divisions / Services

	 FORMCHECKBOX 

	Gynaecology
	 FORMCHECKBOX 

	Health Information Services
	 FORMCHECKBOX 

	Imaging & Ultrasound

	 FORMCHECKBOX 

	Language (Interpreter) Service
	 FORMCHECKBOX 

	Maternity Services
	 FORMCHECKBOX 

	Neonatal Services

	 FORMCHECKBOX 

	Outpatient Services
	 FORMCHECKBOX 

	Pathology
	 FORMCHECKBOX 

	Perioperative

	 FORMCHECKBOX 

	Pharmacy
	 FORMCHECKBOX 

	Social Support Services 
	 FORMCHECKBOX 

	Women’s Cancer (Oncology)

	 FORMCHECKBOX 

	Women’s Mental Health
	
	
	
	

	 FORMCHECKBOX 

	Others (specify) 
	
	


Signatures of CO-OPERATING DIVISIONS / DEPARTMENTS

I certify that I have agreed to collaborate in this project within the resources of my department

	Name
	
	Signature
	
	Division / Department
	
	Date

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


SIGNATURES OF PRINCIPAL INVESTIGATOR

I undertake that I have the necessary resources to conduct this research and that I have discussed the likely impact of the project with all Divisions likely to be involved, including nursing, and have obtained their signed agreement.

	Principal Investigator
	
	Date
	


SIGNATURES OF ASSOCIATE INVESTIGATOR(S)

	Name
	
	Signature
	
	Date

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


PAGE  

