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1.
Requesting Investigator:
     

Protocol No.:      

Department/Division:
     

Study Site(s):      

Telephone Number:
      

Address:      

Email:
     

Clinical Coordinator/Research Nurse:
     
2.
A. Is this Study associated with a federal grant?      
B. Are you participating in a Sub-Study related to 

If Yes, Award No. and Awarding Agency:            
this study?





If Yes, Award No. and Awarding Agency:            
3.
Drug/Device Name (Generic & Trade):
     

IND#:
     

IDE#:
     

HDE#:
     
4.
Sponsor:
     

Address:
     

Sponsor Contact Name:
     

Telephone Number:


Email Address:
     
5. Clinical Research Organization (CRO)      
Address:
     
CRO Contact Name:
     
Telephone Number:


Email Address:     
6.
Include with Submission:
Study Protocol with Appendices/Attachments


(in electronic format)
FDA IND/IDE/HDE Letter(s)


Copy of Brochure the Patient will receive (for HDE’s)


Informed Consent Form 


Study Budget with Research Charges and Usual & 




Customary Charges attested to by PI



Draft Agreement with Appendices/Attachments



FDA Form 1572 (for IND trials)


Lab Manual

7. 
Anticipated IRB Submission Date:
     

Anticipated Study Start Date: 
     

Estimated number of Study Subjects: 
     

Submitted by:          

Date Submitted:       
8. 
Please submit to:  Karon Johnston, 190 E. Bannock, Boise, ID  83712 

 
                              (208) 493-0417

                             johnstka@slhs.org
NOTE:  Without this information processing of your application cannot proceed.
ORA Development & Review Fee





IND/IDE - $ 1,875


Other – as negotiated in CTA
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Office of Research Administration


190 E. Bannock


Boise, ID  83712
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