RESEARCH PROJECT 

LABORATORY IMPACT FORM

It is required that each investigational protocol be evaluated for the feasibility of local laboratory testing and the financial impact on the Laboratory Service.  Laboratory Service will monitor this requirement by the data collected on this form.  Additionally, Laboratory Service will bill for laboratory-related investigational testing.  Laboratory Service will dispense costs on a per-patient basis.  Please contact Laboratory Service, ext. 6321, for the feasibility of testing and for specific charges that may be applicable to your protocol.

PRINCIPAL INVESTIGATOR:     
TITLE:     
Describe services that will be required of Laboratory Service:

· Number of patients

Veterans:
Yes FORMCHECKBOX 
No FORMCHECKBOX 

Estimated #     
Non-veterans: Yes FORMCHECKBOX 
No FORMCHECKBOX 

Estimated #     
· Length of study:     
· Tests to be performed:     
· Frequency of testing:     
· Any specific requirements for turnaround time:     
· List the laboratory tests associated with this project that are considered part of ROUTINE STANDARD care for veteran patients:     
· List the laboratory tests that will be provided by the sponsor:     
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Logistics of Study

1. Who will draw patients?     
2. How would tests be ordered?     
3. How would requisitions/specimens reach the laboratory?     
4. Would patients be specified as study patients?     
5. Would results be entered into a computer?     
6. If patients are non-veterans, how should reporting take place?     
ASSESSMENT by LABORATORY

(To be completed by Laboratory Service Chief or Designee)

1. Could testing be performed by Laboratory Service?

YES FORMCHECKBOX 

NO FORMCHECKBOX 


PARTIALLY FORMCHECKBOX 

     
2. Estimated total cost ($) per subject (includes technical time + reagents + supplies, etc.) :     
3. Estimated total cost ($) for project:     
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4. Specific requirements, instructions, limitations, etc.     
(TO BE COMPLETED BY CHIEF, LABORATORY SERVICE OR DESIGNEE AND PRINCIPAL INVESTIGATOR)


I agree that reimbursement of $_     _______________ per patient, for a total of $__     _____________ for the entire project, is an appropriate charge for the above-listed impact/use.  Unless specified below, all reimbursements will be paid to the Cincinnati Foundation for Biomedical Research and Education. 

________________________________________

________________________

Principal Investigator’s Signature



Date

________________________________________

________________________

Chief, Laboratory Service or Designee Signature

Date
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