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Reserve Funds Request
Research

Date:      
1. DCI Contact for Request
	First Name: 

     
	Last Name:

     
	Title:
     

	Email :       
	Phone:      


2. DCI Clinic Reserve Funds Utilization Information 
	Clinic Name: 

UNM HSC CTSC - Kidney Pilot Project – Albuquerque (025)
	Clinic Number:

#C-3861


3. Total Amount Requested and Funding Period:
     
4. Request Information
A. Is this request related to a previously approved Reserve Funds Request? 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No
a. If Yes, please list reserve funds number(s):  
 FORMTEXT 

     
 
B. Is this request related to an approved Administrative Review Office (ARO)?     

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No
a. If Yes, please list ARO number(s):  
 FORMTEXT 

     
 
5. Description of Request:

A. Please include how this is related to kidney disease.
     
B. If related to a previously approved Reserve Funds Request, describe in detail the reason for requesting 
additional funds. 
     
6. Intellectual Property
A. Will this study generate new technologies, techniques, inventions, patent 

applications, and/or licenses? 






  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No
a. If yes, please explain:      
7. Study Title:       INFO  Comments  \* MERGEFORMAT 
8. Principal Investigator Information
	First Name: 

     
	Last Name:


	Title:

     

	Degree(s):  FORMCHECKBOX 

   FORMCHECKBOX 


 FORMCHECKBOX 
 M.D.        FORMCHECKBOX 
 FORMCHECKBOX 


 FORMCHECKBOX 
 Ph.D.   FORMCHECKBOX 
      FORMCHECKBOX 


 FORMCHECKBOX 
 R.N.      FORMCHECKBOX 


 FORMCHECKBOX 
 Other, specify:  FORMCHECKBOX 
        
	Affiliation:

     

	Email :       
	Phone:      

	Primary Address for Correspondence: 
     


	Does the PI provide clinical care to patients?                                                              FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No

	Does the PI devote 100% of his or her time to research?                                           FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No

If no, please explain: 


9. Attachments and/or Supporting Documentation for Research Study
A. Has the Study Protocol been attached?




 FORMCHECKBOX 
 
  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No   FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
NA
a. If no, please explain:       
B. Is this study clinical research? 






  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No
a. If yes, does this study involve DCI patients or other DCI resources 
(ie clinic, personnel, and/or data)? 




  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No
i. If yes, has the DCI Administrative Review Office (ARO)
approval and/or renewal been granted?
 


  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No   FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Pend
ii. If no, has the Institutional Review Board (IRB)

approval and/or renewal been attached?  


  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No   FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Pend
C. Is this study basic science research? 





  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No
a. If yes, has the Institutional Animal Care and Use Committee (IACUC)

approval and/or renewal been attached? 


               FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No   FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Pend
 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
NA
10. Research Personnel 
	   Position

	 Name
	Affiliation                                                             
	Provide Clinical Care to Patients?                                                             
	Devotes 100% of his or her time to research?

	
	
	
	 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No
	 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No
If no, please explain:      

	     
	
	
	 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No
	 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No
If no, please explain:      

	     
	
	
	 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No
	 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No
If no, please explain:      

	     
	
	
	 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No
	 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No
If no, please explain:      

	     
	     
	     
	 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No
	 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No
If no, please explain:      


11. Attachments and/or Supporting Documentation for Research Personnel
A. Have these positions been filled? 





 
  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No
b. If yes, has the person(s)’s CV been attached? 


 
  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No
c. If no, has the job description(s) been attached? 


 
  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No
B. If involves DCI employees, are they a 100% FTE with DCI? 


  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No   FORMCHECKBOX 
N/A

a. If no, describe their other employment

     
12. Institution Contact that will Oversee the Disbursement of Funds
	Institution Name:

     

	First Name: 

     
	Last Name:


	Title:

     

	Email :       
	Phone:      
	Fax:      

	Primary Address for Correspondence: 
     


	Contact Information for Person to Receive Payments

     



13. Additional Funding
A. Will this study or position(s) be funded by additional sources? 


  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No
a. If yes, please outline in detail how funding will not overlap?
     
14. Attachments and/or Supporting Documentation
A.   Has a detailed Budget been attached?
 




  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No
B. 
If applicable, will any proposed computer equipment interface with 

the DCI IT network?         






  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No   FORMCHECKBOX 
N/A
C.   Has the awardee’s W-9 been attached?

 



  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No   
DCI SIGNATURE PAGE 

I have reviewed this application and can certify the information within the application and supporting documentation

is correct.  I agree with the utilization of the clinic’s reserve funds.

__________________________________


_____________________

DCI Medical Director




Date

__________________________________




Printed Name of Medical Director





__________________________________


_____________________

DCI Clinic Administrator




Date

__________________________________




Printed Name of DCI Clinic Administrator
CERTIFICATION OF INSTITUTION
By his or her signature below, the undersigned of _________________________ (Institution) does hereby certify that: 

1. The information given in or attached to this application is accurate and complete as of the date below. 


2. As a condition of submitting this application, any misrepresentation, misstatement in or omission from this application, whether intentional or not, shall be cause for automatic and immediate rejection of this application resulting in denial of funding.  In the event that approval has been granted before the discovery of such misrepresentation, misstatement or omission, such discovery may result in immediate termination of any funding. 


3. As a condition of submitting this application, the undersigned is responsible for notifying Dialysis Clinic, Inc. promptly in writing if there is any change in the information submitted.  Such notices will be sent to: Dialysis clinic, Inc., 1633 Church Street, Suite 500, Nashville, TN  37203, Attn:  Reserve Funds Administrator

4. The undersigned acknowledges and agrees that all recommendations and decisions relative to this application are subject to the final and unappealable decision of Dialysis Clinic, Inc. 


5. As a condition of making this application, the undersigned agrees that, if funding for this research study is approved, the funds will only be used for the research purposes described in this application. 


6. As a condition of making this application, the undersigned acknowledges and agrees that any funding approved may be issued at intervals, contingent upon certification by the Institution that the funds continue to be used for the purposes stated in this application.


7. The Institution has appropriate internal controls to assure that research funds are used for the purposes for which the funds are granted, there is accurate reporting of time and effort devoted to research; and there is a method for assuring the proper allocation of time and effort devoted to research. 


8. The undersigned is authorized to bind the Institution. 

	By:   ______________________________
Name: ____________________________
Title:  _____________________________
Date:  _____________________________
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