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CCRep Innovation Fund 2011 
APPLICATION FORM

Closing Date: 30 March 2012 at 3pm

CCRep is making available funding for small research projects, pilot studies or initiatives that are original and can be shown to contribute to achieving the outcomes described in the CMDHB District Strategic Plan (DSP) and CMDHB Annual Plan (AP).  

Applications are invited in accordance with the conditions described in the Guidelines for Applicants which are available from CCRep and on SouthNET at http://southnet/WhatsNew/general/funding/CCRep/Innovationfund.htm
Note:  this application form must be typed in Arial font 11 point or larger, and TWO copies, including the original, are required.

1.
PROJECT TITLE

	Abbreviated Title
	


	Total Budget requested
	


2.
RESEARCH TEAM

(i)
Individual/Principal Investigator (to whom all correspondence will be sent)
	Title, First Name, SURNAME
	

	Discipline / Profession
	

	Position held (and year appointed)
	

	Institution*
	

	Postal Address
	

	Telephone number
	

	Email address
	

	Number of years’ work experience
	a)  clinical / health practice:

b)  postgraduate research:

	Highest qualification
	

	Role in this project
	

	Time contribution to this project
	(hours per week)


* Must be CMDHB employee.  University employees working at CMDHB are not eligible.
(ii)
Other Research Team Members (where applicable)

In addition to the Principal Investigator, this application form allows for THREE sub-investigators.  Please insert additional tables as required.

	Sub-investigator 1

	Title, First Name, SURNAME
	

	Discipline / Profession
	

	Institution
	

	Telephone number
	

	Email address
	

	Role in this project
	

	Time contribution to this project
	(hours per week)


	Sub-investigator 2

	Title, First Name, SURNAME
	

	Discipline / Profession
	

	Institution
	

	Telephone number
	

	Email address
	

	Role in this project
	

	Time contribution to this project
	(hours per week)


	Sub-investigator 3

	Title, First Name, SURNAME
	

	Discipline / Profession
	

	Institution
	

	Telephone number
	

	Email address
	

	Role in this project
	

	Time contribution to this project
	(hours per week)


(iii)
Curriculum Vitae

Please insert Curriculum Vitae of the Individual/Principal Investigator and Sub-investigators at the end of the application form. It is requested that an abridged version only be provided, with an upper limit of TWO pages, including key publications from the last 5 years.

2.
PROJECT OVERVIEW


(i) Short descriptive title

	


(ii) Summary of project

Please include total time required to complete project.

	


3.
AIMS AND SIGNIFICANCE OF THE PROJECT

Please describe in detail the health care benefits to the population of the Counties Manukau region which are expected to arise from this project and how these can be related to issues identified in the CMDHB District Strategic and Annual Plans. 

Include the following sub-headings:

Background (overview of previous work done in the field)

Patient Population (define the patients that are the focus of your project e.g. disease group, sex, age, cohort definition, etc.)

Potential Benefits (to the patient group, therapeutic area, CMDHB)

(Maximum ONE page)

__________________________________________________________________________

4.
RESEARCH PLAN


Please include the following sub-headings as appropriate:

Research Methods (including experimental design, number of participants required, safety monitoring, study site, etc.)

Schedule of Assessments/Procedures

Timeline and Milestones (consider potential roadblocks and dependencies)
Statistical Analysis Plan (consult biostatistician)
Research Outputs (consider health as well as possible economic benefits)
Reporting of Results and Translation to Practice 

References (included as part of the 3 pages maximum)

(Maximum THREE pages)

__________________________________________________________________________

5.
BUDGET

Budget figures must be clearly justified and must be related specifically to the work required to carry out the project. See the presentation on the CCRep web site (http://www.ccrep.org.nz/Services-Funding-and-Awards/Downloads-1196.htm). Do not simply round up estimates to the maximum funding available. Expenditure in the consumables, professional services and ‘other’ categories should be accompanied by quotes if possible. Figures used throughout the application should be the same as those detailed in the budget table below.

	BUDGET ITEMS
	AMOUNT REQUESTED ($)

	Personnel 
(specify each position, %FTE, salary level, and on-costs)1


	

	Consumables


	

	Professional services

· Statistical analysis (e.g. X hours @ $85/hour) 2
· Additional services…


	
$xxx

$xxx

	Other 3
(provide details)
	

	TOTAL

(Maximum available $10,000)
	


	Budget created with assistance from CCRep?      
	Yes
	(
	No
	(

	CCRep biostatistician consulted?  
	Yes
	(
	No
	(


1 Applicants should note that it is important to calculate budgets accurately, as requests for additional funding will not be approved.  Salary costings are to be verified by the appropriate officer within the institution. 
2 It is recommended that statistical analysis will be performed by a qualified biostatistician. CCRep biostatisticians will review the presented analysis plan. 
3 Travel and equipment will not be funded. 
6.
JUSTIFICATION OF BUDGET
Please be specific and detailed. Reviewers look carefully at this section.
(Maximum ONE page)

__________________________________________________________________________

7.
CERTIFICATION BY APPLICANT
I / We declare that all persons listed as Investigators have agreed to take part in the research proposed in this application.

I / We understand and agree that all research will be carried out in accordance with the relevant codes of practice and guidelines of the Health Research Council (HRC) or other government agencies.

I / We agree to seek the relevant approvals and agreements before commencement of the project.

Principal Investigator

	Full Name

	Signature
	Date


Sub-investigator 1

	Full Name

	Signature
	Date


Sub-investigator 2

	Full Name

	Signature
	Date


Sub-investigator 3

	Full Name

	Signature
	Date


Note:  If more than three Sub-investigators, please insert additional tables as required.

8.
CERTIFICATION BY AUTHORISED INSTITUTIONAL REPRESENTATIVES 


A. Divisional General Manger (or equivalent) 

I certify that -

(a) the above project is acceptable and appropriate to the general facilities in the Department or Service Unit in the institution.
(b) the budget costings have been verified by the appropriate manager or equivalent officer. Note: check if budget has been prepared with assistance from CCRep (Section 5).
	Name
	

	Position
	

	Institution
	

	Signature
	

	Date
	


B. Clinical Head of Service (or equivalent)

I certify that -

(a) the above project is scientifically sound and clinically appropriate to the Department or Service Unit in the institution.
	Name
	

	Position
	

	Institution
	

	Signature
	

	Date
	


Check list

Prior to submitting this application, the Individual/Principal Investigator should check that they have:

	1.
	Consulted with a qualified biostatistician regarding study design and a statistical analysis plan.
	
	(

	
	
	
	

	2.
	Obtained confirmation by the authorised institutional representative (or equivalent) that the salary costings have been reviewed and are correct.
	
	(

	
	
	
	

	3.
	Identified any relevant approval or agreement required (i.e. ethics, biohazard, intellectual property). Ethics approval may be obtained after the application has been successful.
Note:  This must be forwarded to CCRep before commencement of project.
	
	(

	
	
	
	

	4.
	Provided 1 original and 2 copies of the completed application form typed in minimum 11 point Arial font.
	
	(

	
	
	
	

	5.
	Provided a brief protocol for your project (template available on request).
	
	(

	
	
	
	

	6.
	Provided 2 copies of the Curriculum Vitae of the Principal and Sub-investigators - upper limit of 2 pages, including key publications from the past 5 years.
	
	(

	
	
	
	

	7.
	Attached relevant quotes to support specific cost items in the budget.
	
	(

	
	
	
	

	8.
	Signed the application form, and obtained the signature of each sub-investigator.
	
	(

	
	
	
	

	9.
	Obtained the signature(s) of the Clinical Head of Department and General Manager of the Division of Institution of each institution involved in the project.
	
	(

	
	
	
	

	10.
	Emailed a full set of documents as a PDF or Word file (maximum 2MB) to ccrep@ccrep.org.nz 
	
	(

	
	
	
	


Completed applications must be received by:

 3pm on Friday March 30, 2012.
Attn: Jo-Ann McLeish

CCRep Innovation Fund Application

Ground Floor, Support Building, 
Middlemore Hospital, Otahuhu, Auckland
Tel:  270-9758
Fax:   250-3878
Email:  ccrep@ccrep.org.nz
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