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Project Title: 
Proposed Commencement Date: 
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	Departmental Affiliation
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Please ‘tab’ for more rows
Primary Investigator Contact Details: 
Phone:






Page:

Mobile Ph:





Email: 

	Brief Description of Project: 
Will you be contacting patients or their families?
   Yes/No  

* (If yes, a full ethics application must be submitted)

How many medical records are likely to be reviewed? 


Please tick one option below:


 FORMCHECKBOX 
     I have attached a list of records I would like retrieved for my study


          (Please complete and attach the Record Retrieval Request form)

 FORMCHECKBOX 
     I would like a Disease Index list generated only


 FORMCHECKBOX 
     I would like a Disease Index list and selected records retrieved for my study

             FORMCHECKBOX 
     I will be accessing PowerChart or a local database only- no record retrieval required
List the disease/procedure codes required (if known): 

Time Range (eg. 1998 – 2002):



        Age Range: 

Other conditions/criteria required for the research:

You must discuss this project with the attending 

medical officers responsible for the patients care and 




whose medical records will be reviewed. Have you done so?
Yes/No

Have you enclosed a completed Privacy checklist?


Yes/No

Your application will not be considered unless the checklist is complete and attached to this form

 Signature






 
Date ____ / ____ / ____

Refer to the “Guidelines and Rules for Applications” before completing this application.  

Please contact the Research Office on x53017 should you wish to submit a full ethics application.
ETHICS APPLICATION 


MEDICAL RECORD REVIEW RESEARCH PROJECT 








Research Project No: MR 20__ - ___ / ___





Date of Approval: 	  ____ / ____ / ____


Research office use only























