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	Date of Request:
	     

	Study Title:
	     

	Protocol Number:
	     

	Principal Investigator:
	     

	Study Contact:
	     

	Phone Number:
	     


Thank you for applying for research use of UWMC/SCCA radiological resources. Your study may require
a feasibility review, approval, and estimated research pricing from the Radiology Department for grant submission.
	For NON-SUBMISSION estimated pricing only, please mark the box and complete below sections1, 2, 3, & 8.”  (This pricing should NOT be submitted to outside funding agencies)

“Non-submission estimated pricing is for preliminary budgeting purposes only.  A feasibility review, approval, and pricing review is required for use of clinical scanners and the CRBB (Clinical Research Budget and Billing) process.

	 FORMCHECKBOX 




	1. Clinical Resources Location: (Please enter “X” in the box next to all proposed sites)
  

	UWMC
	 FORMCHECKBOX 


	SCCA
	 FORMCHECKBOX 


	Roosevelt
	 FORMCHECKBOX 


	Other – Please specify:      

	 FORMCHECKBOX 



Please note:  This form is required for the use of clinical imaging service(s) and device(s) at UWMC/SCCA Medical Centers. Dedicated research resources are operated by the department of radiology and may be used for human subjects. Imaging information generated by the dedicated resources cannot be used for patient care. If the proposed research protocol includes a dedicated research resource, please contact the manager of the related dedicated research resource(s) for their review requirements and estimated pricing. (See below)
	Dedicated Research Resources: (Please contact each resource for their requirements)

  

	BMIC (Dedicated Research 3T MRI)  
UW - South Lake Union

Contact:  Baocheng Chu 
Phone number: 206 616-9344 


	DISC (Dedicated Research 3T MRI)
UW - Health Sciences Building

Contact: Jeff Stevenson
Phone number: 206 685-3138

            
	PET/CT (Dedicated PET/CT)
UW - Health Sciences Building

Contact:  Barbara Lewellen
Phone number: 206 543-4045 




To facilitate review of feasibility, approval, and estimated research pricing of your proposal for clinical scanners by the Radiology Research Committee, please replies to the following questions:

	2.  Is any Radiology investigator already involved in the planning of your project? If “Yes”, please give the Radiology investigator’s name. (Feasibility review process will determine if radiologist involvement is required)

	Yes
	 FORMCHECKBOX 

	Name individual(s):      

	No
	 FORMCHECKBOX 

	

	Does this study require interpretation by clinical radiologist? Please check either “Yes” or “No”.

	Yes     

(please specify)
	 FORMCHECKBOX 

	     

	No    
	 FORMCHECKBOX 

	 

	Does the radiologist have paid effort for interpretations as a co-investigator?   Please check either “Yes” or “No”.

	Yes
(please specify)
	 FORMCHECKBOX 


	     

	No
	 FORMCHECKBOX 

	


	3. What specific imaging is requested? Please enter “X” for each requested image and check the box for the location (s).  Included any specific procedures require for each image.  

	 FORMCHECKBOX 
 Angiography (Interventional Radiology) 
     Location:   FORMCHECKBOX 
 UWMC     FORMCHECKBOX 
 ROOSEVELT   FORMCHECKBOX 
 SCCA   
· Procedure Description:      
· Other – Please specify:      
          

	 FORMCHECKBOX 
 CT 
     Location:   FORMCHECKBOX 
 UWMC     FORMCHECKBOX 
 ROOSEVELT   FORMCHECKBOX 
 SCCA
· Anatomical Site(s):      
· Without  Contrast:      
· With Contrast:      
· Without and with Contrast:      
· Type and model of equipment:      
· Number (thickness) of slices, specific sequencing:      
· Other – Please specify:      
       

	 FORMCHECKBOX 
 MRI    
     Location:  FORMCHECKBOX 
 UWMC     FORMCHECKBOX 
 ROOSEVELT   FORMCHECKBOX 
 SCCA

· Anatomical Site(s):      
· Without  Contrast:      
· With Contrast:      
· Without and with Contrast:      
· Type and model of equipment:      
· Number (thickness) of slices, specific sequencing:      
· Other – Please specify:      
  


	 FORMCHECKBOX 
 Nuclear Medicine  
     Location:  FORMCHECKBOX 
 UWMC     FORMCHECKBOX 
 ROOSEVELT   FORMCHECKBOX 
 SCCA
· Anatomical Site(s):      
· Tracer:      
· Type and model of equipment:      
· Number (thickness) of slices, specific sequencing:      
· Other – Please specify:      
  

	 FORMCHECKBOX 
 PET or  FORMCHECKBOX 
 PET/CT     
     Location:  FORMCHECKBOX 
 UWMC     FORMCHECKBOX 
 ROOSEVELT   FORMCHECKBOX 
 SCCA
· Anatomical Site(s):      
· Tracer:      
· Type and model of equipment:      
· Number (thickness) of slices, specific sequencing:      
· Other – Please specify:      
     

	 FORMCHECKBOX 
 Ultrasound
     Location:  FORMCHECKBOX 
 UWMC     FORMCHECKBOX 
 ROOSEVELT   FORMCHECKBOX 
 SCCA 
· Anatomical Site(s):      
· Procedure/ exam description:      
· Other – Please specify:      
         

	 FORMCHECKBOX 
 Radiology Diagnostic 
     Location:    FORMCHECKBOX 
 UWMC     FORMCHECKBOX 
 ROOSEVELT   FORMCHECKBOX 
 SCCA
· Anatomical Site(s):      
· Number of Views:      
· Other – Please specify:      
          

	Other Additional imaging information
Location:   FORMCHECKBOX 
 UWMC     FORMCHECKBOX 
 ROOSEVELT   FORMCHECKBOX 
 SCCA
        



	4.  Number of proposed subjects/ years of study/ scans per subject.                                                   

	Number of Subjects
	     

	Number of Years
	     

	Number of Scans per Subject
	     


	5.  Is the proposed procedure identical to a standard clinical protocol? If "No", please indicate the specific sequencing. (Feasibility review process will determine if identical to a standard protocol)

	Yes
	 FORMCHECKBOX 

	

	No
(please specify)
	 FORMCHECKBOX 

	


	6.  Is the sponsor supplying pharmaceuticals or devices for this study?   

	Yes
(please specify)
	 FORMCHECKBOX 


	     

	No
	 FORMCHECKBOX 

	


	7. Is Image Management Requested?  
 If yes, description:      
  
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	Will the images be collected and sent for review to a central imaging facility?
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 



	  8.   Quality Control and Site Qualifications

	Are there specific quality control procedures or site qualifications?

Please check either “Yes” or “No” and description if marked “yes”.
  
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	If “Yes”, write a narrative in the space below or as an attachment answering the following:
· Describe the specific procedures required.      
· RECIST (Response Evaluation Criteria in Solid Tumors) measurements required? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

· Who performs this work?      
· Are additional resources, such as phantoms, needed? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

· Are there specific QC measures that must be done? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

· How often must the QC be repeated?      
· Does the QC need to be sent to another site? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

· Proposed compensation for the additional resources from the imaging department.      
 


	UWMC Clinical Resource Location


	SCCA Clinical Resource Location



	Please submit the complete protocol and this form as an attachment by email: radaaa@u.washington.edu   (or by interoffice mail to Box 354807)
Contact:   
Radiology Research Committee



Box 354807



Voicemail: 206-616-0962



Fax: 206-685-9096



Email: radaaa@u.washington.edu

	Please submit this form along with the following documents as an attachment by email: 
· SCCA Clinical Trial Planning and Implementation (CTPI) Form

· Copy of protocol

Contact:
SCCA Research Implementation 

Voicemail: 206-288-6607

Fax: 206-288-6817

Email: RIO@seattlecca.org 



	Please allow 7-10 business days for processing of your application upon submission of all completed required documents. If you have any questions regarding the status of your application, please refer to the contact information above.




Radiology Clinical / Research Application Form
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