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	Office of Sponsored Programs (OSP)

Proposal Routing Form
	OSP Use Only 
	Proposal #
	
	Previous Proposal #
	

	
	
	
	IACUC #
	
	Previous CMH Fund #
	

	
	
	
	IRB #
	
	CFDA #
	

	Form for OSP Use Only, Do Not Send to Sponsor
	
	IBC #
	
	
	

	
	
	
	
	
	


	OSP    Due Date
	     
	Sponsor  Due Date
	     
	  Please note the OSP Due Date is 7 business days prior to the Sponsor Due Date


	Principal Investigator
	     
	Email
	     

	
	
	Phone
	     


	Additional Contact Person at CMH Such as Project Coordinator or Administrative Assistant (If Applicable)
	     


	Subcontract From (If Applicable)                        Example: Northwestern University              
	     

	
	


	Sponsor                                     Example: National Institutes of Health 
	     

	
	


	Project Title 
(provide clinical trial protocol number when applicable)
	     



Check only one for each category

	1.
	Type of Support
	2.
	Type of Proposal
	3.
	Type of Award
	4.
	Type of Sponsor

	 FORMCHECKBOX 

	Internal
	 FORMCHECKBOX 

	New
	 FORMCHECKBOX 

	Grant
	 FORMCHECKBOX 

	NIH
	 FORMCHECKBOX 

	Foundation

	 FORMCHECKBOX 

	External
	 FORMCHECKBOX 

	Resubmission
	 FORMCHECKBOX 

	Contract
	 FORMCHECKBOX 

	NIH Subcontract
	 FORMCHECKBOX 

	Association

	
	
	 FORMCHECKBOX 

	Continuation
	 FORMCHECKBOX 

	Subcontract
	 FORMCHECKBOX 

	Federal (Not NIH)
	 FORMCHECKBOX 

	University

	
	
	 FORMCHECKBOX 

	Renewal
	 FORMCHECKBOX 

 FORMCHECKBOX 

	Clinical Trial
Clinical Trial-PI Initiated
	 FORMCHECKBOX 

	Federal (Not NIH) Subcontract
	 FORMCHECKBOX 

	Local Govt.

	
	
	 FORMCHECKBOX 

	Revision
	 FORMCHECKBOX 

	Cooperative Agreement
	 FORMCHECKBOX 

	Subcontract
	 FORMCHECKBOX 

	State of Illinois

	
	
	 FORMCHECKBOX 

	Transfer
	 FORMCHECKBOX 

	Fellowship
	 FORMCHECKBOX 

	Corporation
	 FORMCHECKBOX 

	Society


	INITIAL or CONTINUATION Budget Period
	
	ENTIRE Budget Period (New, Renewal, Revision Proposals Only)

	Direct Costs
	$     
	From
	  /
	  /
	    
	
	Direct Costs
	$     
	From
	  /
	  /
	    

	Facilities & Administration 
	$     
	To
	  /
	  /
	    
	
	Facilities & Administration
	$     
	To
	  /
	  /
	    

	F&A
	%     
  
	
	
	
	
	
	
	F&A
	%     
   
	
	
	
	
	

	Total Request
	$     
	
	
	Total Request
	$      
	


	List ONLY CMH Principal Investigator, Co-Investigators and Faculty  
All individuals listed below must review and sign page 3
	Check all that apply
	For this project only, list % effort applicable

	Name
	Department
	Division / Program
	Co-Inv
	Faculty
	Paid by Sponsor
	CMH Cost-Share

	     
	 FORMDROPDOWN 

	     
	PI
	 FORMCHECKBOX 

	   %
	   %

	     
	 FORMDROPDOWN 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	   %
	   %

	     
	 FORMDROPDOWN 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	   %
	   %

	     
	 FORMDROPDOWN 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	   %
	   %

	     
	 FORMDROPDOWN 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	   %
	   %

	     
	 FORMDROPDOWN 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	   %
	   %

	     
	 FORMDROPDOWN 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	   %
	   %

	
	 FORMDROPDOWN 

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	
	 FORMDROPDOWN 

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	


	Commitments: Please answer ALL questions indicated below.
1. Space/Renovation/Equipment  
	Yes
	No

	Will additional space or renovation of existing space be required? If “Yes” attach approval letter outlining requested agreement for new/renovated space from Department Head and Division Head/Program Leader.
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Will space be rented that is not included in the budget? 

If “Yes” attach approval letter outlining requested commitments from the Administrator of Real Estate Services.
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Will equipment over $100,000 be purchased?

If “Yes” attach approval letter outlining requested commitments from the Department Head or as indicated above.
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Will operating and maintenance costs for equipment purchased for this project be assumed by CMMC?

If “Yes” attach approval letter outlining requested commitments from the Department Head or as indicated above.
	 FORMCHECKBOX 

	 FORMCHECKBOX 



	2. Cost-Sharing   
	Yes
	No

	Will any costs, other than the contributed faculty salaries indicated, be assumed by CMMC?

If “Yes” attach approval letter outlining requested commitments from the Department Head
	 FORMCHECKBOX 

	 FORMCHECKBOX 



	3. Academic of Resource Obligations   
	Yes
	No

	Will any leave or changes in customary faculty responsibilities be required?

If “Yes” attach approval letter outlining requested commitments from the Department Head
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Will new faculty positions be added?

If “Yes” attach approval letter outlining requested commitments from the Department Head
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Will new programs or activities continue after the completion of the project?

If “Yes” attach approval letter outlining requested commitments from the Department Head
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Are other CMMC resources, facilities, services, or acquisitions required that are not included in the budget?

If “Yes” attach approval letter outlining requested commitments from the Department Head
	 FORMCHECKBOX 

	 FORMCHECKBOX 



	4. Subcontracts    
	Yes
	No

	Is a subcontract to another organization (i.e. Northwestern University) planned? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 



	5. Consultants    
	Yes
	No

	Will there be consultant services on this project? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 



Institutional Regulatory Compliance: Please answer ALL questions indicated below.
	6. Human Subjects
	
	Yes
	No

	Does this project involve human subjects?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If “Yes”, submit IRB protocol following submission guidelines to the IRB office, or provide previously assigned IRB Number:
	     




Click here to visit the IRB webpage for additional information



	7. Clinical Laboratory Testing or Processing
	Yes
	No

	This project involves the use of clinical laboratory testing or processing.

If “Yes” a letter of support from Laboratory Services is required prior to release of final IRB approval.
	 FORMCHECKBOX 

	 FORMCHECKBOX 



	8. Animal Use
	
	Yes
	No

	Does this project involve animal use?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If “Yes”, submit IACUC protocol following submission guidelines to the IACUC office, or provide previously assigned IACUC Number:
	     


Click here to visit the IACUC webpage for additional information



	9. Clinical Pharmacy
	Yes
	No

	This project involves the use of pharmaceuticals in human subjects.

If “Yes” a letter of support from the Pharmacy is required prior to release of final IRB approval.
	 FORMCHECKBOX 

	 FORMCHECKBOX 



	10. Medical Imaging Research
	Yes
	No

	This project involves Radiology exams such as: MRI, CT, Ultrasound, X-ray, Nuclear Medicine, DEXA or Interventional Radiology.

If “Yes” a letter of approval by the Medical Imaging Research Committee is required prior to release of final IRB approval.
	 FORMCHECKBOX 

	 FORMCHECKBOX 



Click here for the Medical Imaging Research Committee webpage for research guidelines and application form.
	11. Radioisotopes / Radiation
	Yes
	No

	This project involves radioisotopes. If “Yes” submit separate radiation safety application or attach approval from Radiation Safety Officer, Glenn Sullivan 773-755-6312  
	 FORMCHECKBOX 

	 FORMCHECKBOX 



Click here to visit the Radiation Safety webpage for additional information.



	12. Biosafety    
	Yes
	No

	This project involves the use of rDNA (Recombinant DNA) and/or infectious materials.
	 FORMCHECKBOX 

	 FORMCHECKBOX 



	13. Briefly describe the project in the space provided below:

	     


	
	

	Signature
	Date

	Administrative Review Office of Sponsored Programs
	


	This section to be reviewed and signed by Principal Investigator 
I certify that I have no significant financial interest in this proposed project or have disclosed the financial interest in a separate document attached to this form as required by the CMH/CMRC Policy on Significant Financial Interests Conflict of Interest Policy 

I also certify that I have read and understood the CMH/CMRC Policy on Integrity in Research and Procedures for Reviewing Alleged Misconduct (revised June 7, 2005) Policy on Integrity in Research 
Furthermore, I certify, that the information submitted within the application is true, complete and accurate to the best of the PI's knowledge; (2) that any false, fictitious, or fraudulent statements or claims may subject the PI to criminal, civil, or administrative penalties; and (3) that the PI agrees to accept responsibility for the scientific conduct of the project and to provide the required progress reports if a grant is awarded as a result of the application.
Signature
Date

Principal Investigator




	All investigators have read and agreed to participate in the proposal or protocol.  Each certifies that he/she has no significant financial interest in the proposal or protocol or has disclosed the financial interest in a separate document attached to this form as required by the CMH/CMRC Policy on Significant Financial Interests (see Policy Statement link below).  The Principal Investigator, Co-Investigators and Faculty, their Division Head(s), Program Leader(s) and Department Head(s) listed must sign the Proposal/Protocol Routing Form. Please allow enough time so that all necessary signatures are obtained.    Forms without the required signatures will not be accepted for final signature by the OSP Authorized Institutional Official.

Note: All Co-Investigators and Faculty listed on the project must sign.  Conflict of Interest Policy


	
	
	
	
	
	
	

	Signature
	Date
	Print Last Name
	
	Signature
	Date
	Print Last Name

	Co-Investigator/Faculty
	
	Co-Investigator/Faculty


	
	
	
	
	
	
	

	Signature
	Date
	Print Last Name
	
	Signature
	Date
	Print Last Name

	Co-Investigator/Faculty
	
	Co-Investigator/Faculty


	
	
	
	
	
	
	

	Signature
	Date
	Print Last Name
	
	Signature
	Date
	Print Last Name

	Division Head/Program Leader
	
	Division Head/Program Leader


	
	
	
	
	
	

	Signature
	Date
	Print Last Name
	
	Signature
	Date

	Department Head
	
	Department Head


	OSP Use Only

	
	
	
	
	
	

	Signature
	Date
	Print Last Name
	
	Signature
	Date

	President and Scientific Director
	
	Children's Memorial Authorized Institutional Official




















Questions regarding this form? Call the OSP Office ext:56559   CMRC-001 (Rev. 07/09)

