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YCHS Research Project Request


PLEASE COMPLETE THE FOLLOWING WITH DETAILS TO ASSIST US WITH REVIEWING YOUR RESEARCH PROJECT REQUEST 

Last Name, First Name
________________________________________________________________

Affiliation
· YSM - Faculty Appointment or Department
· YNHHS - Hospital Affiliation

Display This Question:
If Affiliation = YSM - Faculty Appointment or Department
Department & Position
_______________________________________________________________

Display This Question:
If Affiliation = YNHHS - Hospital Affiliation
Delivery Network, Department, and Position
________________________________________________________________

Email Address
________________________________________________________________

Phone Number
________________________________________________________________

Title of Project
________________________________________________________________

Project Description
________________________________________________________________

Principal Investigator (PI)
________________________________________________________________

Do you have IRB approval?
· Yes
· No
· Exempt
· Pending

Is this project associated with a funded grant or award?
· Yes
· No

Display This Question:
If Is this project associated with a funded grant or award? = Yes

If yes, please answer: (1) Funding source?, (2) Has funding been secured?, and (3) How much estimated effort will be dedicated to YCHS activities?  
________________________________________________________________
________________________________________________________________

Start Date
________________________________________________________________

End Date
________________________________________________________________

Frequency of sessions
· Weekly
· Monthly
· Other (please be specific) __________________________________________________


Participant Group (select all that apply)
· Residents
· Nurses
· Med Students
· Interprofessional
· Other (please specify) __________________________________________________


How will participants be consented?
________________________________________________________________

Will the project require YCHS staff involvement?
· Yes
· No

Display This Question:
If Will the project require YCHS staff involvement? = Yes

If yes, (select all that apply)
· Operation specialist
· Learning Consultant
· Human Factor Expert
· Sim Fellow
· YCHS Faculty

Do you plan to video record sessions?
· Yes
· No

Display This Question:
If Do you plan to video record sessions? = Yes
If yes, 
· Simulation only
· Debrief only
· Both

Modality of Simulation (select all that apply)
· Manikin
· Skills
· Virtual
· Simulated Participant
· Classroom


Is YCHS faculty, fellow or staff co-investigator on your proposal?
· Yes __________________________________________________
· No

End of Survey Questions
· Select "Next" to submit your survey, or "Previous" to review your responses.
End of Block: Default Question Block
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