NORTH BROWARD HOSPITAL DISTRICT

Contract Approval Form
Information & Check List for Protocol (Clinical Trial) Submission

Date: _______________   Initial Submission_______   Amendment________________

Company’s (Sponsor/CRO) Name:__________________________________________

Protocol #______________________________________________________________

Type of Exhibit: []Letter of Participation  []Contract      GPO/Premier Drug: []Yes  []No

IRB Submission Date:___________________ Effective Contract Date:______________

Primary Investigator:___________________Employed or Non Employed  (Circle One)

Contract Information at District Facility: 

Name:_________________________________________________________


Title:________________________  E-Mail:___________________________


Tel.#:________________________ Fax #:____________________________

Contact Information at Company:

Name:_________________________________________________________


Title:________________________  E-Mail:___________________________


Tel.#:________________________ Fax #:____________________________

Reason for Protocol:______________________________________________________

________________________________________________________________________________________________________________________________________________
Fair Market Value Assessment of Budget (FMV). Signature by Authorized CFO:__________________ or CEO:_________________Date__________________
Projected Revenue of Protocol for District (attach protocol schedule of assessments [grid], budget of investigator & if appropriate budget of hospital for protocol required services):      ______________________________________________________________________
______________________________________________________________________

______________________________________________________________________
______________________________________________________________________
Has a similar contract recently been executed?  []Yes  []No  If yes, please provide:


Protocol #___________________Name of Contract :  ______________________
Research Manager/Coordinator Submitting Signature: _____________Date:_______

At time of submitting Request:  Authorized Regional Signature: ____________

 Revised February 2007 


