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CERTIFICATION BY HEAD OF PHARMACY DEPARTMENT
Full Project Title: ___________________________________________________________
	Please Identify Study Funding Source

 University 

 Commercial Sponsor      Departmental Research Funds     
 Other
 Research Institute

Name of Funding Source: ...........................................................................................................


I have discussed this study with the Principal Researcher and have seen the application and protocol. 

I am –
   Able to provide the services/support requested within the present resources of the .....................................................................................Department.

   Able to provide the services/support requested with financial assistance. 
                   
 

Comment (Please specify nature of assistance and estimated costs)
	


Any amendments to the original quote must be documented in writing and signed by both parties.

MANAGER/HEAD OF SERVICE DEPARTMENT’S DECLARATION

My signature indicates that I support this research project.

Name of Manager/Head of Service Department: ………………………………………
Signature:    ..........................................................              
Date:
……………………….


              Manager of Department
PRINCIPAL RESEARCHER’S DECLARATION
I have discussed this project with _____________________________ and appropriate                                                               

                                           
           Print name of Department Head
arrangements have been made for this service/department to assist with this project as outlined above. 
I agree to 
· Ensure that adequate funds are available and that payments of invoices are from an institutional cost centre or special purpose fund and will cover all the agreed costs within the time frames set out by the Service Department
· Any conditions outlined by the Service Department

Signature:    
…………………………………..         
Date:
……………………….

                   
Principal Researcher











PHARMACY SERVICE REQUEST FORM
Note: This form is accepted at Alfred, Cabrini, Eastern, Monash and Peninsula Health and the information provided will be used by the Service Department to determine the cost of the services requested. The information in the Service Request Form will not be considered as part of the research governance/site authorization review.
	
	Pharmacy Details
	Coordinator/Requester Details
	Principal Investigator/Researcher

	Name:
	
	
	

	Email:
	
	
	

	Department
	
	
	

	Tel: 
	
	
	

	Fax:
	
	
	


	HREC Reference Number:
	

	Local Project Number/Protocol Number
	

	Protocol Title
	

	Expected Project Commencement Date
	

	Expected Project Completion Date
	

	Name and address of person who will receive Invoices and/or Investigator’s Cost Centre
	Name : 
Organization:
Email : 
Address :
Investigator cost Centre:

	Expected frequency of monitoring visit
	

	Remote monitoring 
	NoYES      

	Service Department Reference Number (to be provided by Service Department if required)
	

	Name of Campus involved in the project
	


	IWRS/IVRS system in use
	NoYES      

	Online accountability required
	NoYES      

	Destruction onsite required
	NoYES      

	Online destruction recording
	NoYES      

	Will supply be triggered automatically by IWRS
	No
YES      
 If NO does it need to be manually ordered by the pharmacy?

	Randomization requirements by Pharmacist
	NoYES      

	Blinding requirements by Pharmacist
	NoYES      

	Investigation Product:


	Name(s): _____________________

Provided by: _________________

	Comparator Product/SOC:


	No 
YES      
Name(s): _____________________

Provided by: _________________

	Ancillary Medication(s) / Clinical Supplies:
	No 
YES      
Name(s): _____________________

Provided by: _________________

	Are all IP, including protocol mandated concomitant medicines, standard of care medicines or placebos supplied?
	NoYES      
If no specify:

	Will Pharmacy be required to source and/or purchase Investigational Product or Comparator Product/SOC?


	No 
YES      
If yes, please provide details. (Please note that in addition to the purchase cost, a handling fee will apply):


	Post  Study Completion Medication Supply 
	YES, provided by: _________________________
No, reason:           _________________________

Not Applicable, reason: _____________________

	Oversized product kit size

Oversized Product kit package > 40 cm X 40 cm
	No 
YES      


	Is Aseptic or Cytotoxic Preparation service required?
	 YES specify medication and whether hazardous precautions are required

 No

	Is the dispensing single item, multiple items or packs
	Packs
Multiple         Single          


	Are any of the trial medicines classified as Schedule 8
	No 
YES      
If no specify:

	Kindly specify the storage conditions required
	 Frozen  Refrigerated  Room Temperature 
 Schedule 8 Safe

	Is Compounding /or Repackaging of medications required
	 YES specify medication

 No

	Is On call and/or After-hours service required?
	Yes specify requirements
No

	Will medications require re-test date relabeling?
	Yes specify requirements
No

	Will shipping materials be returned to depot or destroyed at site?
	Returned to depot

Destroyed at site

	Are any other services required?
	Yes specify requirements
No

	Costing/Quote Letter required by

Please allow at least 7 business working days for Pharmacy to complete costing
	Date
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