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	Fraser Health Research Ethics Board

Department of Evaluation and Research Services

#400, 13450 102nd Avenue, Surrey, BC  V3T 0H1

Phone:  604.587.4436  Fax:  604.930.5425


FH DEPARTMENT AGREEMENT FOR PROVIDING RESEARCH-RELATED SERVICES

INSTRUCTIONS FOR COMPLETION

Who Should Use This Form? Every FH Principal Investigator (PI) who is planning to conduct research that requires the provision of services, access to personal information or site resources must use this form to obtain the applicable department/area’s permission, regardless of funding.  
· The negotiation with departments/areas can proceed at any time during the approval process for the study. 
· The study budget for any funded study must include provision for the costs of any research-related services. 
1. The PI or co-Investigator must first complete Boxes 1 to 9 and Box 13. 
2. The completed form must be brought to the applicable departments/areas for review, discussion and approval. The PI is responsible for submitting the research protocol to the specific department for their cost analysis if required by that department.  Note that a record of the required services must be maintained by the department/area.  Each department sets their own cost structure for providing research-related services. 
3. The designated signing authority for each department/unit must complete Box 10 as applicable.  Individual departments must retain a copy of the form for their own records retention purposes. 
4. Once all required signatures are obtained, the PI/designate must sign in Box 12 and send/fax a copy of the form to the FH Research office.  The PI must retain a signed copy of the DAR form.
5. Once all of the other required approvals for the study are in place, [i.e. FHREB approval and other applicable approvals], a “Letter of Authorization to Conduct Research” is issued by the FH Research office to the PI.  A copy of this letter is required by any FH department/area who has agreed to provide the specified service.  
6. The service can only be provided when the department/area receives the “Letter of Authorization” (LOA) from the PI. 
7. Department/units providing services may require the PI to sign department Data Access Agreements (DAA) or a related ‘understanding of confidentiality’ after the LOA is received in order to ensure FH confidentiality requirements are met.  The DAA may be required before services are provided. 
8. Any IM related tasks required for research purposes (i.e. loading software on a PC or electronic data exchange) must be identified and submitted to IM via the Service Desk as soon as possible to allow IM and Information Privacy to review and approve the request prior to the intended start of the study.
9. For Health Records, please submit the DAR Form for approval to the attention of Sue Joly at Sue.Joly@fraserhealth.ca Research Lead for Health Records.  
10.  Departments/units will submit their invoice for costs to the PI as services are provided. 
For Further Details:  Please see http://www.fraserhealth.ca/Professionals/Research/Pages/Department%20Agreement.aspx 
FHREB #:      
FH DEPARTMENT AGREEMENT FOR PROVIDING RESEARCH-RELATED SERVICES [DAR]
	1. FHREB #        


	2.  Title of Research Study:   
           

	3.
Funding Status:

 FORMCHECKBOX 
 Industry

 FORMCHECKBOX 
 Grant-in-aid

 FORMCHECKBOX 
 Unfunded
    [check one box only]
   
 FORMCHECKBOX 
 Grant awarded to Fraser Health
 FORMCHECKBOX 
 Grant awarded to external Institution

	4. Principal Investigator:  
 FORMCHECKBOX 
 FH Employee/Physician
 FORMCHECKBOX 
 FH Affiliated Researcher
Surname:               

For paid services, please provide invoicing address:
Given Name:      
     
Position:      
     
Dept./Program:      
City:         
Email:      
Post Code:      
Phone:      
Fax:      


	5.
Brief Summary Of The Proposed Research:


Expected # of subjects [i.e. minimum to maximum range]:       

	6.  
Main Category Of Research Project     
[Check one or more as applicable]


 FORMCHECKBOX 
 Retrospective Chart Review (Consent not required)
 FORMCHECKBOX 
 Clinical Device Trial

 FORMCHECKBOX 
 Collection of Prospective Data as part of Standard Care
 FORMCHECKBOX 
 Clinical Drug Trial

 FORMCHECKBOX 
 Survey/Interview/Focus Group

 FORMCHECKBOX 
 Tissue Analysis

 FORMCHECKBOX 
 Database Linkage

 FORMCHECKBOX 
 Program Evaluation/Operational Review/QI

 FORMCHECKBOX 
 Other – Please Describe:      


	7.  FH Sites Where Research will be Conducted:

 FORMCHECKBOX 
 ARHCC    FORMCHECKBOX 
 BH    FORMCHECKBOX 
 CGH    FORMCHECKBOX 
 DH    FORMCHECKBOX 
 ERH    FORMCHECKBOX 
 FCH  FORMCHECKBOX 
  JPOCSC  FORMCHECKBOX 
 LMH    FORMCHECKBOX 
 MMH    FORMCHECKBOX 
 PAH    FORMCHECKBOX 
 RCH  
  FORMCHECKBOX 
 RMH    FORMCHECKBOX 
 SMH    FORMCHECKBOX 
 FH Wide
 FORMCHECKBOX 
Physician’s Private Office    FORMCHECKBOX 
 Community Site(s), please specify:      
  FORMCHECKBOX 
 Other:      


	8.  Estimated Start Date                       Estimated Completion Date:         
                                           [year/mo/day]                                                  [year/mo/day]
          


FHREB #:      
FH DEPARTMENT AGREEMENT FOR PROVIDING RESEARCH-RELATED SERVICES [DAR]
	9. Check the appropriate box below if services or resources are required. Detail services in Box 10.    
	10. If Yes, approval signatures are required for each department/area that has agreed to provide research-related services/resources.  It is the responsibility of the PI to submit the research protocol to the specific departments for their resource/cost analysis if required by that department.  
	11.  Cost Analysis Required?


	Department/
Area
	Y

	N
	Person Responsible for Department Authorization
If person cited below, this person’s signature must be obtained for research at any site; if person not cited below, obtain signature of responsible person for individual sites
	Y
	N
	n/a

	Anatomical Pathology
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Printed Name/Title


Signature/DATE
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Biomedical Engineering


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Ray Polak, Manager

Signature/DATE
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Communicable Diseases


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Christine Halpert, Manager
Signature/DATE
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Health and Business Analytics
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Eduardo Garza, Director
Signature/DATE
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Health Records 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	[*approval is only for the site(s) that are indicated on Page 2 of this form]

Printed Name/Title


Signature/DATE
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Information Management 

See PAGE 3
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	                                                              Signature/DATE
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Laboratory Medical Services 

[site director]


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	[*approval is only for the site(s) that are indicated on Page 2 of this form]

Printed Name/Title


Signature/DATE 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Medical Imaging
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Sue Avery, Director

Signature/DATE
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Patient Care Services/Program 

[acute and community]
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Printed Name/Title


Signature/DATE
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Pharmacy 

[Manager-Clinical Pharmacy/Research]
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	[*approval is only for the site(s) that are indicated on Page 2 of this form]

Printed Name/Title


Signature/DATE
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Procurement/

[i.e. Purchasing] 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Paul Brewer, Director

Signature/DATE
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Surgical Suites

[see site Manager] 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Printed Name/Title


Signature/DATE
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Other

[Please Specify]
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Printed Name/Title


Signature/DATE
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	12.
By signing below, I confirm that the impact on FH department/area services and resources has been reviewed and approved by each of the affected departments/areas for the study titled [use short form title] :      
PI/co-I Signature                                                                                           Date: 
Printed Name:  ____________________________________________________________________________________


FHREB #:      
FH DEPARTMENT AGREEMENT FOR PROVIDING RESEARCH-RELATED SERVICES [DAR]
	GUIDANCE FOR REQUIRED SERVICES/RESOURCES
The services required must be discussed with each individual department/area for their cost implications and to clarify any further requirements.  

Please note the following specific requirements for the following service departments.  Other departments may have other requirements.  

· Biomedical Engineering is part of Information Management, but has its own requirements for the review and approval of ANY biomedical equipment that a researcher wishes to purchase for their study.

· Decision Support:  List which databases that data is required from.  

· Health Records:  Estimate the number of records required and from time period, e.g. March 2001 to March 2005. 

· Communicable Diseases:  If the request is for access to records, estimate the number of records required and from time period, e.g. March 2001 to March 2005. 

· Information Management:  The ‘turn around’ time for requests to IM for approval of technology requests [e.g. installation of sponsor software packages] will depend on the availability of their staff to review and approve these requests.  Funding for resources to implement the technology is required; funding does not guarantee that ‘qualified or any’ staff support can be secured in a timely manner.  Please provide appropriate lead time for review.  

            All requests must comply with FH infrastructure and security standards for software assessment. 
            See http://fhpulse/corporate_services/informationmanagement/im_project_centre/Pages/Default.aspx
Forward requests to Ariadna McKenna, IM Consultant for Research Activities who will process the agreement and obtain authorization signature.  

	13. DETAIL THE SERVICES YOU REQUIRE FROM EACH DEPARTMENT/AREA AS APPLICABLE TO THE 
      STUDY IN THE SECTION BELOW.

           


Approved Version 7: 2011 December 16










3/4

