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OR GRANT/CONTRACT CHECKLIST

OFFICE OF RESEARCH (OR) 
EASTERN VIRGINIA MEDICAL SCHOOL

Submission Guidelines:

This checklist and a complete proposal including budget must be received by OR at least  five (5)  working days in advance of the date of submission.  If the signature of the institutional financial office is required, the checklist and proposal including budget are due in OR at least  eight (8) working days in advance of the date of submission.  The checklist has to be signed by both the Principal Investigator and the Department Chairman before the Director of the Office of Research will sign.

	Principal Investigator: 
	
	Dept.:
	

	Co-Investigator(s):
	
	Dept:
	

	
	
	Dept:
	

	
	
	Dept:
	

	Agency/Funding Source:
	

	EVMS Coordinator/Contact Person:
	
	Phone #:

	Proposed Project Period
	
	To 
	
	
	

	Study Site:
	
	 FORMCHECKBOX 
 On Campus or   FORMCHECKBOX 
 Off Campus

	Project Title:

	

	


	Proposal type:

	
	 FORMCHECKBOX 
 New 
	 FORMCHECKBOX 
  Competing Renewal 
	 FORMCHECKBOX 
  Non Competing Renewal/Extension
	 FORMCHECKBOX 
  Transfer

	Research category:
	
	 FORMCHECKBOX 
 Basic
	 FORMCHECKBOX 
  Clinical
	 FORMCHECKBOX 
 Teaching/Training
	
	
	 FORMCHECKBOX 
  Service


Does your submission relate to one of the focal areas?  Check all that apply:  

	
	 FORMCHECKBOX 

	Cancer 
	 FORMCHECKBOX 

	Diabetes 
	 FORMCHECKBOX 

	Geriatrics
	 FORMCHECKBOX 

	Education Innovation                                                         

	
	 FORMCHECKBOX 

	Obesity
	 FORMCHECKBOX 

	Virology
	 FORMCHECKBOX 

	Women’s Health
	
	


	Budget request for first project year (or Current Year for Renewals)
	Budget request for total project period

	Total Direct Costs  
	
	
	Total Direct Costs  
	

	Total F & A Costs
	
	
	Total F & A Costs
	

	IRB Fee
	
	
	IRB Fee
	

	IRB Prep Fee
	
	
	IRB Prep Fee
	

	Advertising
	
	
	Advertising
	

	Other
	
	
	Other
	

	Total Costs
	
	
	% F & A Costs
	
	
	
	Total Costs
	

	Does funding source require cost-sharing or matching funds?
	
	

	If yes, what amount and complete cost match forms?
	
	
	List source of proposed match:
	

	Who in EVMS has authorized match?  ___________________________

                                                                                            (Signature of Authorizing Person)
If the cost match or matching funds impacts Health Services, 

commitment, please obtain James Lind, CEO for Health Services, 
signature:
	
	
	Phone:
	

	
	
	
	
	
	

	1.
	
	Does this project involve the use of animals?
	
	. If yes, Animal Care and Use Committee (ACUC) protocol 

	number
	
	and approval date.  If approval is pending, date submitted
	
	or attach a copy of

	the ACUC request. 
	
	
	
	
	


	2.
	
	Does this project utilize human subjects in research? This includes the use of specimens, data, or records.
	
	. If

	yes, Institutional Review Board Number (IRB) approval number
	
	and approval date

	
	. If approval is pending, date submitted _____________.   Only the Institutional Review Board, not

	the Investigator, may grant an exemption from IRB review.
	


	3.
	
	Will radioisotopes or radiation-producing machines (e.g. fluoroscopy, x-ray) be used?
	
	.  If yes, enter user

	authorization number,
	
	issued to
	
	(Previously approved users, see Part B below).  

	If authorization is pending, date submitted
	
	

	request.
	


	4.
	
	Will recombinant DNA, infectious agents, or risk group 2 be used?
	
	.  If yes, Institutional Biosafety Committee

	(IBC) approval number
	
	and approval date
	
	.  If approval is pending, date submitted

	
	or attach a copy of the IBC request.


	5.
	
	Does the Principal Investigator or other key personnel have any significant financial interests that may constitute an 

	actual or potential conflict of interest if this proposal is funded?
	
	.   If yes, you must submit form along with an 

	explanation of conflict, addressed to the Associate Dean for Research in a confidential envelope.  The Significant 

Financial Interest Disclosure Policy form must be returned to OR .  EVMS requires this information to
	

	be updated on at least a yearly basis or upon significant changes in the financial status of the investigators.


	6.
	
	Does the Sponsoring Agent require ownership of inventions, ideas, or technologies that (may) result from this project? ___

	
	If yes, please contact the Office of Research and the Office of Technology Transfer for Inventions and
Discoveries Policy information.


	7.
	
	Does the application require that a portion of the proposed work be subcontracted to another institution?
	
	. 

	
	
	Contact OR for assistance.


	8.
	
	Does this project require biostatistical consultation or services?

assistance at 446-6120.
	
	If yes, contact the Biostatistical Core for 




	9.
	Check each keyword that applies to your research.  If a keyword is not listed, please insert word in the other category

	
	that best describes your research.


 FORMCHECKBOX 
  Aging


 FORMCHECKBOX 
  Toxicology



 FORMCHECKBOX 
  Primary Care
 FORMCHECKBOX 
  AIDS


 FORMCHECKBOX 
  Epidemiology



 FORMCHECKBOX 
  Psychology
 FORMCHECKBOX 
  Asthma


 FORMCHECKBOX 
  Health Professions


 FORMCHECKBOX 
  Radiation Oncology

 FORMCHECKBOX 
  Cancer


 FORMCHECKBOX 
  Infectious Diseases


 FORMCHECKBOX 
  Reproductive/Fertility


 FORMCHECKBOX 
  Cardiovascular/Renal

 FORMCHECKBOX 
  Obstetrics/Gynecology

 FORMCHECKBOX 
  Sleep Disorders

 FORMCHECKBOX 
  Diabetes


 FORMCHECKBOX 
  Obesity



 FORMCHECKBOX 
  Virology

 FORMCHECKBOX 
  Endocrinology

 FORMCHECKBOX 
  Oncology



 FORMCHECKBOX 
  Women’s Health

 FORMCHECKBOX 
  Other:  


 FORMCHECKBOX 
  Ophthalmology

ASSURANCES AND APPROVALS

Principal Investigator:

I certify that this proposal complies with all Institutional and departmental requirements and that I have secured or have requested the approval of all appropriate committees.  I further certify that I will withdraw this proposal if approval needed for any pending items is not received from the appropriate committees within sixty (60) days after submission of this application.

In the event that my grant/contract is funded, I understand that prior to the release of an account number, my application must be reviewed and approved for chemical and physical safety concerns by the Chemical and Environmental Safety Committee and the Radiation Safety and Environmental Health and Safety (RS&EHS) office.  Their approval does not imply that every safety aspect is addressed in the grant; safety in the laboratory is, as always, the responsibility of the principal investigator.  I also understand that my application must be reviewed and approved by all other appropriate committees prior to the initiation of the project.  

Signed ___________________________________________________

Date  ____________________

Departmental Chair:

	I certify that: 
	
	
	I have reviewed this proposal for merit


Signed ___________________________________________________

Date  ____________________

Co-Investigator:  If you are associated with a different department than the principal investigator, please submit to your chair for approval and obtain your chair’s signature below.
Co-Investigator’s Departmental Chair:

	I certify that: 
	
	
	I have reviewed this proposal for merit


Signed ___________________________________________________

Date  ____________________

Associate Dean for Research:

I certify that the above named Principal Investigator is in compliance with all relevant institutional requirements (e.g. appropriate committee approvals, budgetary calculations, etc.) or that the appropriate steps have been taken to assure compliance.

Signed ___________________________________________________

Date  ____________________
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