FOR ADMINISTRATIVE USE ONLY

	FAS #

	DATE RECEIVED


GRANT APPLICATION COVER SHEET

PLEASE TYPE OR PRINT CLEARLY.  THE FACULTY OF MEDICINE REQUIRES 3 DAYS FOR PROCESSING OF SALARY AWARD APPLICATIONS AND 2 DAYS FOR OPERATING GRANT APPLICATIONS.  

FORWARD TO: OFFICE OF THE DEAN, FACULTY OF MEDICINE, #317 – IRC, CAMPUS ZONE 3, UBC

FOR RESEARCH TRAINEES, INSERT SUPERVISOR’S NAME, WITH TRAINEE’S NAME IN BRACKETS, UNDER “PRINCIPAL INVESTIGATOR”.  CONTACT INFO, DEPARTMENT DETAILS, AND PRINCIPAL INVESTIGATOR NAME & SIGNATURE SHOULD ALL BE THOSE OF THE SUPERVISOR.

	PRINCIPAL INVESTIGATOR’S SURNAME, GIVEN NAME(S)   INITIAL(S)

      FILLIN" PRINCIPLE INVESTIGATOR’S SURNAME, GIVEN NAME(S)   INITIAL(S)" 
	PHONE NUMBER(S)

      FILLIN"PHONE2: (areacode) xxx.xxxx" 
	FAX NUMBER

       FILLIN"FAX NUMBER: (areacode) xxx-xxxx" 

	ACADEMIC RANK

      FILLIN" ACADEMIC RANK" 
	E-MAIL ADDRESS

      FILLIN"E-MAIL ADDRESS" 

	FACULTY OF MEDICINE DEPARTMENT

      FILLIN" FACULTY OF MEDICINE DEPARTMENT" 
	FACULTY OF MEDICINE DIVISION

      FILLIN"FACULTY OF MEDICINE DIVISION" 

	HOSPITAL DEPARTMENT

      FILLIN" HOSPITAL DEPARTMENT" 
	HOSPITAL DIVISION

      FILLIN" HOSPITAL DIVISION" 

	COINVESTIGATOR’S NAME(S), PHONE AND FAX NUMBER(S), DEPARTMENT(S) AND DIVISION(S)

      FILLIN"COINVESTIGATOR1: NAME, TEL/FAX, DEPT./DIVISION" 

	     

	     

	AMOUNTS REQUESTED: Budget must include 25% overhead unless the agency is exempt from OH or has a different overhead rate. Contact UILO, ORS , or FoM for clarification or refer to VPRO website:   http://www.research.ubc.ca/ICR.aspx


	YEAR 1     $ FILLIN"YEAR1 AMOUNT"      
	YEAR 2     $ FILLIN"YEAR2 AMOUNT"      
	YEAR 3     $FILLIN"YEAR3 AMOUNT"      
	TOTAL     $FILLIN" TOTAL AMOUNT"      

	FUNDING AGENCY/COMPANY

     
	DEADLINE DATE
      FILLIN" FUNDING AGENCY/COMPANY" 
	 FORMCHECKBOX 
 NEW

 FORMCHECKBOX 
 RENEWAL

	TYPE OF GRANT

	 FORMCHECKBOX 
 OPERATING GRANT
	 FORMCHECKBOX 
 EQUIPMENT GRANT
	 FORMCHECKBOX 
 SCHOLARSHIP

     (FACULTY)
	 FORMCHECKBOX 
  FELLOWSHIP

      (STUDENT/PDF)
	 FORMCHECKBOX 
 OTHER

     (SPECIFY:     )

	

	TITLE OF PROJECT

      FILLIN" TITLE OF PROJECT" 

	UNIVERSITY AND HOSPITAL REVIEWS (CHECK IF YES):
 FORMCHECKBOX 
 HUMAN SUBJECTS WILL BE USED
	CERTIFICATE #       FILLIN"IF YES HUMAN SUBJECTS, INDICATE CERTIFICATE #" 

	 FORMCHECKBOX 
 ANIMAL SUBJECTS WILL BE USED
	CERTIFICATE #       FILLIN"IF YES ANIMAL SUBJECTS, INDICATE CERTIFICATE #" 

	 FORMCHECKBOX 
 BIOHAZARDOUS MATERIALS WILL BE USED
	CERTIFICATE #       FILLIN"IF YES BIOHAZARDOUS MATERIALS, INDICATE CERTIFICATE #" 

	 FORMCHECKBOX 
 RADIOACTIVE MATERIALS WILL BE USED
	CERTIFICATE #       FILLIN"IF YES RADIOACTIVE MATERIALS, INDICATE CERTIFICATE #" 

	 FORMCHECKBOX 
 HOSPITAL REVIEW
	PENDING      

	LOCATION(S) WHERE RESEARCH WILL BE CARRIED OUT:

	 FORMCHECKBOX 
 UBC CAMPUS
	 FORMCHECKBOX 
 VCHRI
	 FORMCHECKBOX 
 SPH
	 FORMCHECKBOX 
 BCWH
	 FORMCHECKBOX 
 BCCH
	 FORMCHECKBOX 
 BCCA
	 FORMCHECKBOX 
 CDC
	 FORMCHECKBOX 
 OTHER

     (SPECIFY:     )

	 FORMCHECKBOX 
 ALL RESOURCE IMPLICATIONS THROUGH CENTRE

 FORMCHECKBOX 
 ALL RESOURCE IMPLICATIONS THROUGH DEPARTMENT

 FORMCHECKBOX 
 ALL RESOURCE IMPLICATIONS JOINTLY PROVIDED
	RESEARCH SPACE ASSIGNED BY ASSOCIATE DEAN/ DEAN’S OFFICE

	
	BUILDING(S)

     FILLIN"ASSIGNED RESEARCH SPACE: BUILDING(S)" 
	ROOM(S)

      FILLIN"ASSIGNED RESEARCH SPACE: ROOM(S)" 

	Principal Investigator 
	
	PRINTED NAME

     
	
	SIGNATURE
	
	DATE

     

	Department Head or School/Centre Director 
	
	     
	
	
	
	     

	Faculty Of Medicine

Dean/Research
	
	     
	
	
	
	     


PLEASE NOTE:  Every application for funds (new or renewal) from an external source must be signed, in the following order;

 by the Principal Investigator, the Department Head or School/Centre Director, the Dean and the Director of Research Services.
The University of British Columbia


Faculty of Medicine





#317-Woodward IRC


2194 Health Sciences Mall


Vancouver, BC  V6T 1Z3


Tel: (604) 822-7207 Fax: (604) 822-6061


E-mail: bwong@medd.med.ubc.ca





6/2010








