SLHS Institutional Review Board
	Principal Investigator:

	IRB Number:

	Study Name:



REQUEST TO REMOVE OR ADD STUDY STAFF

I would like to:

[bookmark: Check1]|_|	Add a principal investigator			|_|	Add a study coordinator
|_|	Remove a principal investigator			|_|	Remove a study coordinator
|_|	Add a sub investigator				|_|	Remove a sub investigator
|_|	Add an additional staff member to the study in a role not listed above. Role: _________________


Name and title of study staff member you wish to add: 
____________________________________________________________________________________

Name and title of study staff member you wish to remove: 
____________________________________________________________________________________


For requests to add study staff, what responsibilities will the individual listed above have? 
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

For requests to add new study staff only, please specify the credentials of the staff member (e.g., physician, resident, student, nurse, pharmacist, statistician, employee): 

For requests to add study staff, indicate whether each individual has completed:
|_|	Human Subjects Protection Training
|_|	Conflict of Interest Training
|_|	GCP Training
|_|	Financial Disclosure


NOTE: If a PI or sub-I is being added, please attach copies of their CVs.



__________________________________________________			___________________
Signature of Principal Investigator						Date

[bookmark: Check5]*If the staff member you are adding is a resident, fellow or student, you must obtain the signature of the Director of Medical Education before the IRB office will consider the request to add that person to the study.		 |_| N/A


__________________________________________________			___________________
Director of Medical Education							Date

-------------------------------------------------------------------------------------------------------------------------------
For IRB Office use only:

	|_| Approved                                     |_| NOT Approved

Name of Reviewer: _______________________________________________
Date: __________________________________________________________

Signature: _________________________________________________________________



Page 2 of 2
SYS-668 (Rev. 06/27/16)
