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MEDSTAR HEALTH RESEARCH INSTITUTE

OFFICE OF RESEARCH INTEGRITY

IRB FORM 2B SUB-INVESTIGATOR AND/OR RESEARCH PERSONNEL

INFORMATION AND SIGNATURE FORM
The purpose of this form is to list all sub-investigators or research personnel on a research protocol.  It should accompany all New Protocol Review Requests (IRB Form 2, 2A or 2C as applicable) or IRB Form 5 (Request for Amendment) if adding additional personnel once the protocol has been approved.  Please indicate the protocol number, title and total number of participating sub-investigators and/or research personnel below and complete all information for each person.  Please utilize as many IRB Form 2B’s as are required.  All sub-investigators and research personnel must sign this form.  Include only those individuals being added at this time.
IRB Protocol Number:      
Protocol Title:      
Indicate the total number of sub-investigators and/or research personnel participating in the research protocol:      
1.

	a)
	Name (First, MI, Last):
	     
	b)
	Title:
	     

	c)
	Institution/Department:
	     
	c)
	Role:
	 FORMDROPDOWN 
       

	d)
	Telephone:
	     
	e)
	E-Mail:
	     

	f)
	PEER Number:
	     
	g)
	PEER Expiration Date:
	     

	h)
	Is the PI a staff member, treating physician, consultant, or otherwise affiliated with any of the following institutions listed below?  (Check all applicable institutions below.  If none, check “None.”)

	
	 FORMCHECKBOX 
 NONE
	 FORMCHECKBOX 
 Johns Hopkins University
	 FORMCHECKBOX 
 Georgetown University Hospital

	
	 FORMCHECKBOX 
 Georgetown University or Georgetown University Medical Center
	 FORMCHECKBOX 
 Children’s National Medical Center (CNMC)

	
	 FORMCHECKBOX 
 University of Maryland
	 FORMCHECKBOX 
 Howard University

	
	 FORMCHECKBOX 
 George Washington University


2.

	a)
	Name (First, MI, Last):
	     
	b)
	Title:
	     

	c)
	Institution/Department:
	     
	c)
	Role:
	 FORMDROPDOWN 
       

	d)
	Telephone:
	     
	e)
	E-Mail:
	     

	f)
	PEER Number:
	     
	g)
	PEER Expiration Date:
	     

	h)
	Is the PI a staff member, treating physician, consultant, or otherwise affiliated with any of the following institutions listed below?  (Check all applicable institutions below.  If none, check “None.”)

	
	 FORMCHECKBOX 
 NONE
	 FORMCHECKBOX 
 Johns Hopkins University
	 FORMCHECKBOX 
 Georgetown University Hospital

	
	 FORMCHECKBOX 
 Georgetown University or Georgetown University Medical Center
	 FORMCHECKBOX 
 Children’s National Medical Center (CNMC)

	
	 FORMCHECKBOX 
 University of Maryland
	 FORMCHECKBOX 
 Howard University

	
	 FORMCHECKBOX 
 George Washington University


3.

	a)
	Name (First, MI, Last):
	     
	b)
	Title:
	     

	c)
	Institution/Department:
	     
	c)
	Role:
	 FORMDROPDOWN 
       

	d)
	Telephone:
	     
	e)
	E-Mail:
	     

	f)
	PEER Number:
	     
	g)
	PEER Expiration Date:
	     

	h)
	Is the PI a staff member, treating physician, consultant, or otherwise affiliated with any of the following institutions listed below?  (Check all applicable institutions below.  If none, check “None.”)

	
	 FORMCHECKBOX 
 NONE
	 FORMCHECKBOX 
 Johns Hopkins University
	 FORMCHECKBOX 
 Georgetown University Hospital

	
	 FORMCHECKBOX 
 Georgetown University or Georgetown University Medical Center
	 FORMCHECKBOX 
 Children’s National Medical Center (CNMC)

	
	 FORMCHECKBOX 
 University of Maryland
	 FORMCHECKBOX 
 Howard University

	
	 FORMCHECKBOX 
 George Washington University


4.

	a)
	Name (First, MI, Last):
	     
	b)
	Title:
	     

	c)
	Institution/Department:
	     
	c)
	Role:
	 FORMDROPDOWN 
       

	d)
	Telephone:
	     
	e)
	E-Mail:
	     

	f)
	PEER Number:
	     
	g)
	PEER Expiration Date:
	     

	h)
	Is the PI a staff member, treating physician, consultant, or otherwise affiliated with any of the following institutions listed below?  (Check all applicable institutions below.  If none, check “None.”)

	
	 FORMCHECKBOX 
 NONE
	 FORMCHECKBOX 
 Johns Hopkins University
	 FORMCHECKBOX 
 Georgetown University Hospital

	
	 FORMCHECKBOX 
 Georgetown University or Georgetown University Medical Center
	 FORMCHECKBOX 
 Children’s National Medical Center (CNMC)

	
	 FORMCHECKBOX 
 University of Maryland
	 FORMCHECKBOX 
 Howard University

	
	 FORMCHECKBOX 
 George Washington University


5.

	a)
	Name (First, MI, Last):
	     
	b)
	Title:
	     

	c)
	Institution/Department:
	     
	c)
	Role:
	 FORMDROPDOWN 
       

	d)
	Telephone:
	     
	e)
	E-Mail:
	     

	f)
	PEER Number:
	     
	g)
	PEER Expiration Date:
	     

	h)
	Is the PI a staff member, treating physician, consultant, or otherwise affiliated with any of the following institutions listed below?  (Check all applicable institutions below.  If none, check “None.”)

	
	 FORMCHECKBOX 
 NONE
	 FORMCHECKBOX 
 Johns Hopkins University
	 FORMCHECKBOX 
 Georgetown University Hospital

	
	 FORMCHECKBOX 
 Georgetown University or Georgetown University Medical Center
	 FORMCHECKBOX 
 Children’s National Medical Center (CNMC)

	
	 FORMCHECKBOX 
 University of Maryland
	 FORMCHECKBOX 
 Howard University

	
	 FORMCHECKBOX 
 George Washington University


6.

	a)
	Name (First, MI, Last):
	     
	b)
	Title:
	     

	c)
	Institution/Department:
	     
	c)
	Role:
	 FORMDROPDOWN 
       

	d)
	Telephone:
	     
	e)
	E-Mail:
	     

	f)
	PEER Number:
	     
	g)
	PEER Expiration Date:
	     

	h)
	Is the PI a staff member, treating physician, consultant, or otherwise affiliated with any of the following institutions listed below?  (Check all applicable institutions below.  If none, check “None.”)

	
	 FORMCHECKBOX 
 NONE
	 FORMCHECKBOX 
 Johns Hopkins University
	 FORMCHECKBOX 
 Georgetown University Hospital

	
	 FORMCHECKBOX 
 Georgetown University or Georgetown University Medical Center
	 FORMCHECKBOX 
 Children’s National Medical Center (CNMC)

	
	 FORMCHECKBOX 
 University of Maryland
	 FORMCHECKBOX 
 Howard University

	
	 FORMCHECKBOX 
 George Washington University


As Sub-Investigator and/or Research Personnel on this Research Protocol:

1. I have agreed to participate in the aforementioned protocol.

2. I understand that I must obtain a MedStar PEER number before performing any research.
3. I certify that I have received adequate training to fulfill the responsibilities for my role as a sub-investigator and/or research personnel on this protocol.

4. I am aware of appropriate informed consent procedures.

5. I will ensure that the Principal Investigator of this protocol is promptly and adequately informed of any adverse events, unanticipated problems, or significant new findings that arise throughout the course of the research.  If designated to do so, I will report any serious adverse events or unanticipated problems within 24 hours of knowledge of the event (per MHRI policy).

6. I will not begin any research activities until final written IRB approval is received.  I will not implement any amendment or modification to the protocol until IRB approval is received for that amendment/modification.
7. I will comply with any IRB request to report on the status of the study.
8. I understand that the IRB has the authority to approve/disapprove inclusion of a sub-investigator and/or research personnel in research activities approved by the IRB.
	     
Typed Name
	Signature
	Date of Signature

	     
Typed Name
	Signature
	Date of Signature

	     
Typed Name
	Signature
	Date of Signature

	     
Typed Name
	Signature
	Date of Signature

	     
Typed Name
	Signature
	Date of Signature

	     
Typed Name
	Signature
	Date of Signature
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    Signature and Information (IRB Form 2B)
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