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THE NATIONAL CHILDREN’S HOSPITAL FOUNDATION

APPLICATION FORM

 FOR

 RESEARCH PROJECT GRANT             
1.
PRINCIPAL INVESTIGATOR:
(Full name, including title)
CURRENT POST, AND PERIOD HELD:
DEPARTMENT:   

TELEPHONE AND FAX NUMBERS:

(E-mail address)
2.
SUBJECT AREA:
3.
PROJECT TITLE:
4.
PROJECT SUMMARY (not to exceed space in this box)

	
	

	________________________________________________________________________________________

KEY WORDS TO DESCRIBE PROJECT:



5.
PROJECT DESCRIPTION (maximum five pages [including appendices, references can be cited on a separate page], single line spacing, 12pt font and margins minimum 0.5"). 
Outline briefly and clearly the design of the experiments (including human/animal research populations) whereby you expect to attain the objectives of the project.  Include (i) aims of the project; (ii) work which has led up to project and (iii) experimental design and methods to be used in investigation.

5 (a) CONTINUATION SHEET - Name of Applicant 

5
 (b)  CONTINUATION SHEET - Name of Applicant 






5 (c) CONTINUATION SHEET - Name of Applicant:  







5 (d) CONTINUATION SHEET - Name of Applicant:  







	6.
Summary of Project Budget


	Cost Items


	Year 1

€



	Personnel – Employee PRSI*

(cost per annum)

Fees**

(if relevant)

Equipment (including VAT)***

(itemise and cost)

Materials/Consumables****

(itemise and cost)

Travel/Dissemination Costs*****

(specify)

Other******

(specify)


	

	Total Cost (Year 1)  €

    
	


	7.
DETAILS OF PERSONNEL*


	NAME

(if known)
	Qualifications
	% of time

to be spent

on project
	Salary/

Allowance


	
	
	
	


*
If funding is requested for a Postdoctoral Researcher, please provide a copy of their CV.

	8.
OTHER FUNDING SOURCES
Give details of any other financial support available or sought for this or any other related project:




	9.
BRIEF CURRICULUM VITAE OF APPLICANT(S) (using this space only)




	10.
Duration in months, of


Commencement

Implementation period for

Date Envisaged         

the Proposed Research
 


11. Extra resource implication for hospital departments – please tick as appropriate:
	Department
	Yes
	No

	Laboratory


	
	

	Medical


	
	

	Nursing


	
	

	Pharmacy


	
	

	Physics


	
	

	Physiotherapy


	
	

	Radiotherapy


	
	

	Other (Please specify


	
	


	12.
PUBLICATIONS
A) List the five most recent publications (excluding abstracts) by the applicant(s) here. 
       B) Details of other grants for NCH Foundation awarded to you.




	13.
RELEVANCE OF RESEARCH PROGRAMME TO HEALTH AND SOCIAL GAIN

Please describe the relevance of the proposed research programme to health and social gain. 

Maximum ½ page, single line spacing, 12pt font. 




14.
ETHICAL APPROVAL:

Ethical approval is required from 2001, for all work involving humans or animals.

(For details contact Ursula Ryan on ext. 2342)

Is ethical approval required for this project:
YES or NO:   __________

If YES, please note that no grant will be awarded until the Board has received 

written confirmation of such approval.

15.
USE OF HUMAN SUBJECTS/HUMAN TISSUE
Please indicate which of the following will be used in the research project:

(i)   Population surveys/patient or family case history:          
 YES or NO: 


(ii)  Blood Samples




          
 
 YES or NO: 

 

(iii) Tissue samples/surgery or biopsy samples


  YES or NO: 

 

(iv)  Post mortem tissue/organs




  YES or NO: 

 

(v)  Cell lines derived from human tissue



  YES or NO: 

 

(vi) Other (please specify)




 
 YES or NO: 



16.
USE OF ANIMALS
Does your project include the use of animals?  
            
  YES or NO: _____
If YES  
Do you have a valid licence from the Department of Health 

to carry out work on animals?   


              
YES or NO:

 

Please give licence number:



            

            



Please give expiry date



    








Please explain: 

(i) Why animal use is necessary
(ii) What species will be used, how many animals you intend to use and how this figure was determined
(iii) Whether there are any other possible approaches that could be taken.

17.
SIGNATURES:

	Principal Investigator:_____________________________


	Date:  _____________________


	Head of Department / Consultant in charge:  

____________________________


	Date:  

_____________________


	Clinical Director:  

______________________________________


	Date:  

_____________________
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