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Barwon Health Mental Health, Drugs, and Alcohol Services

RESEARCH GOVERNANCE COMMITTEE APPLICATION

This form is to be completed for all projects that involve staff, resources or patients of Barwon Health Mental Health or Drug and Alcohol Services.

Research Governance Committee approval is required before your project can progress to the Research Review Committee or Human Research Ethics Committee.
Please provide this form and the relevant manager’s declarations with your submission.

	Barwon Health Reference Number
	

	Project Title
	

	Principal Investigator
	

	Barwon Health Responsible Manager
(This should be the relevant programme manager (aged, adult, child/youth or bed-based), or clinical co-ordinator (for localised team-based projects), or director of operations (over-arching projects)). This individual must be an authorised budget holder with clinical management responsibility.
	


1 
Multiday Hospital Stay
Will multiday hospitalisation be required or prolonged for the purposes of the study? 
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If Yes, give details below
How many additional days in hospital are expected for each patient?  

How many admission days (on average) per month?   

Under which unit will admission take place? 

2 
Day Admission

Will additional day patient admission be required for the purposes of the study?
 Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If Yes, give details below
How many such admissions will be required for each patient?  

How many admissions (on average) per month?    

Under which unit will admission take place?   

3 
Outpatient Visits

Will additional outpatient visits be required for the purposes of the study? 

Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

If Yes, give details below
How many such visits will be required for each patient? 

How many visits (on average) per month?     

Under which unit will visit take place             

4 
Departmental Involvement

Staff (including medical, nursing, allied health, research assistants) may need to be involved in targeting, recruitment, enrolment and management of research participants.

Will staff be involved? 
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If Yes, please list all departments and staff involved. If specific names of staff are not known, indicate the job title/grade (e.g. RN Div 1, Case manager, psychologist etc) and the number of such staff.
	Department
	Name


	Position
	Average hours/week to be devoted to study (hospital paid hours only)
	Funding Source



	
	
	
	
	


Have all staff listed above given their agreement to participate in the research?


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If No, please give details 

	


Are any of the research team in the employment of Melbourne or Deakin University 

(including joint appointments) or Melbourne/Deakin students?



Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If Yes, please give details 

	


Will the research involve Melbourne or Deakin University resources or be administered
 
by Melbourne or Deakin University?






Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If Yes, please give details 

	


Will a startup meeting be arranged to appraise staff involved of all relevant aspects of the study? 
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If Yes, please give details below, including the anticipated date

	


5 
Other Barwon Health Resources

Are other Barwon Health resources required? 


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If Yes, please indicate below and provide a letter from the relevant Resource Center Manager indicating the agreement to provide the relevant resources.
   Resource Centre


Involvement

Manager’s Declaration attached

   Pathology



Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

   Radiation/Radiology


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

   Pharmacy



Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

   Nursing



Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

   Medical Records


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

   Other




Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Will you require office or other space on Barwon Health premises?
 Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If Yes, please give details below.

	


Will Barwon Health be expected to provide any other resources, e.g. direct 
or indirect funding, equipment, office or medical supplies or anything else 

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

above and beyond normal patient care?

If Yes, please give details below.

	


6
Source of funding

How will this project be funded? For example, grant, commercial sponsorship, departmental funds.

	Source
	Amount in $

	
	

	
	


7
Potential Conflict of Interest 

Please indicate whether there will be any affiliation or financial interest for researchers, their departments or the institution in this research or its outcomes






         Personal              Departmental/Institutional

Conference and travel 

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Recruitment incentives

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Equipment


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Direct payments


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Shares/options


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Board appointments

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Bonuses



Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Consultancies


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Milestone payments

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Patents



Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Other 



Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If you have answered Yes to any of the above, please provide details and justification for them. 

	


If you have declared a potential conflict of interest, have you included 
an appropriate comment on the Participant Information and Consent Form?  

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 
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