Collaborative Care Research Network:

In association with the AAFP National Research Network
Institutional Review Board (IRB) Identification Form

Instructions: Please complete the information in Parts 1 and 2 below and Part 3 if applicable. Return this form in the enclosed envelope or fax to Mindy Spano at (913-906-6099).  Thank you! 
	Part 1:  Provider’s Contact Information



Today’s date:      
Name:      
Practice address:      
City:
     




State:
     


Zip:      
Phone:      


             
 E-mail:      



	Part 2: Your Affiliation Status with an IRB for assurance of protection of human research subjects.  Please check one:

 FORMCHECKBOX 
   My practice IS NOT AFFILIATED with an IRB.  
        Therefore, I do not need to submit study protocols to an IRB.

 FORMCHECKBOX 
My practice IS AFFILIATED with an IRB.  
         Therefore, I must submit study protocols to my IRB (Please complete IRB information in Part 3)
       FORMCHECKBOX 
    I don’t know whether or not my practice is affiliated with an IRB.



	Part 3: Identification of the IRB your practice is affiliated with

Name of IRB Chair:
                  

Name of IRB:
 
     
Mailing Address of IRB: 




(Institution)

     



(address)

     



(city, state, zip)
     
                Phone Number of IRB:

      

             Fax Number of IRB:           
     














