The Wright Center for Graduate Medical Education IRB
Application to use of discarded tissue in research

	APPLICANT DETAILS

Name  











Contact telephone number  









Contact email address  










Postal address  











                           _________________________________________________________________

Applicant’s signature  




  








(print name)


(signature)




	DETAILS OF PROPOSED RESEARCH

Type of tissue to be studied    
                                                                                            

Source of tissue  

                                                                                






Brief description of proposed research (up to 1,000 words - attach additional pages if required)
	


	CONSENT
 FORMCHECKBOX 
  written consent obtained as part of routine consent for surgery

 FORMCHECKBOX 
  written consent obtained independent of surgical consent (provide details below)

 FORMCHECKBOX 
  application for consent to be waived (provide details below)

	


	REMOVAL/COLLECTION OF SAMPLES

Please describe how samples will be removed/collected

	


	STORAGE & DISPOSAL

Please describe storage, security and destruction arrangements.

	


	CONFIDENTIALITY & PRIVACY

Please describe the measures in place to ensure confidentiality and privacy in the recording, storage and release of data.

	


	OFFICE USE ONLY

Application approved:
YES
 FORMCHECKBOX 




NO
 FORMCHECKBOX 
 Please provide details in ‘notes’ section below.

Approved by:  










Signature:  





   Date:  





Date of letter of notification forwarded to applicant:  






Notes (attach additional pages if required)

	



