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Study Feasibility - Department Approval
This document is to be used following review of the attached protocol and study feasibility documents. Please complete all sections of this form, sign/date, and include as part of your CRSC submission. 
Protocol Title:      
Principle Investigator:      




Coordinator:      
CR #      







Department:      
_______________________________________________________________________________________________

Please identify any needs you may have for this study to take place in your department:
1. What additional resources will you need in order to allow this study to take place in your department? 
           
2. Does the study require the availability of special/extra equipment, supplies, etc.?    
        FORMCHECKBOX 
 yes            FORMCHECKBOX 
 no       
      IF YES, please list the special/extra item and cost of it: 
           
3. Do you feel this study will impact the workload of your staff?         

 FORMCHECKBOX 
 yes          FORMCHECKBOX 
  no       
      IF YES, please describe the impact and any FTE or financial variance that this may cause.

           
4. Does your staff require in-service on this protocol? (In-services address special study requirements, risk assessment of patients, inclusion and exclusion criteria, expected patient outcomes from participation, etc.)
       FORMCHECKBOX 
 yes            FORMCHECKBOX 
 no       
IF YES, specify below the in-service needs of your staff:
     
5. Do you have any other concerns or comments about this study? 
       FORMCHECKBOX 
 yes          FORMCHECKBOX 
  no 
      IF YES, please describe:

              
Department Sign-Off
 FORMCHECKBOX 
  I am familiar with the protocol referenced above and approve of this study being conducted in my department

 FORMCHECKBOX 
  I do not approve this study being conducted in my department

Additional Comments:

     
Manager’s Signature: _______________________________________________ Date: ________________________

Manager’s Name (please print): ________________________________  Dept: _______________________________

Hospital: _____________________________________________________ Phone: ____________________________
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