UWM and Aurora Deferral Request Form

(WIC deferral form revised for UW-Milwaukee use*)
Only one form should be completed per project.

Date:       
Study Title:       
Funding Source:       
Awardee Institution:       
Lead Principal Investigator:       
Lead PI’s Institution:      
Co-Investigators and their institutions:       
Contact Person Name:       
Contact Person Role:       
1. IRB of Record

 FORMCHECKBOX 
  New Study: proposed IRB of record will be      
 FORMCHECKBOX 
  Existing study already approved by (please name):       IRB approved on       (date)
2.  Type of Research:

     Interventional:   FORMCHECKBOX 
  Drug
 FORMCHECKBOX 
  Device
 FORMCHECKBOX 
 Other

 FORMCHECKBOX 
  Observational 

 FORMCHECKBOX 
  Secondary Use of Data

 FORMCHECKBOX 
  Collection of Health Information

 FORMCHECKBOX 
  Data Repository

 FORMCHECKBOX 
  Bio-specimen

 FORMCHECKBOX 
  Other (specify):      
2.  Attach: 

 FORMCHECKBOX 
 Protocol

 FORMCHECKBOX 
 Consent document 

 FORMCHECKBOX 
 Proof of required institution-specific research approvals 

3.  Study Population Includes:   

 FORMCHECKBOX 
  Children

 FORMCHECKBOX 
  Pregnant Women or Fetuses

 FORMCHECKBOX 
  Prisoners

 FORMCHECKBOX 
  Non-English Speakers

 FORMCHECKBOX 
  Individuals with impaired decision-making ability

 FORMCHECKBOX 
  Other Potentially Vulnerable              

 FORMCHECKBOX 
  None of the above            

4.  Check the box of any site where external collaborators will be engaged in research.

     FORMCHECKBOX 
 Aurora Health Care

     FORMCHECKBOX 
 University of Wisconsin-Milwaukee

For information only (WIC sites also involved):

     FORMCHECKBOX 
 Marshfield Clinic

     FORMCHECKBOX 
 Medical College of Wisconsin

     FORMCHECKBOX 
 University of Wisconsin-Madison

	
	Recruitment
or Consent
	Clinical
procedures
	Data
Collection
	Data
Analysis
	Lab-based
research
analysis
	Publication

	Aurora Health Care
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	UWM
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	For information only:
	
	
	
	
	
	

	Marshfield Clinic
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Medical College of Wisconsin
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	University of Wisconsin-Madison
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Signature

I certify that the statements herein and attached are true and complete to the best of my knowledge. I also certify that I have reviewed key policies of the deferral IRB (also known as IRB of record) and understand that from the point of deferral, I am obligated to follow them. I also acknowledge that once IRB deferral has occurred, the decisions of the deferral IRB must be followed.
___________________________________________

________________

Signature of Principal Investigator 
           
Date

___________________________________________

________________

Printed name of Principal Investigator


Date

     ______________________________________



Printed name of person completing form




Based on WIC Version 5/14/09 *modified 12/15/09 for UW-Milwaukee use with permission from Lori Roesch on behalf of WIC

