





	APPROVAL TO APPLY



The content of this form will be used by the Mental Health and Substance Abuse Division Assistant Commissioner to make a determination if your project or data request can be submitted to DSHS IRB#2.  This is a requirement for all research and data requests (see DSHS policy PA-4002).  

· If your project/data request is granted approval to apply, then you will be allowed to submit an application to DSHS IRB#2.  Forms for the IRB#2 application will be provided by the IRB#2 Administrator after approval to apply is granted by the Assistant Commissioner. 

· If your project/data request is not granted approval to apply, then the project cannot be submitted to DSHS IRB#2 and cannot proceed. 

Email the completed form to irb2@dshs.state.tx.us  

	Provide the name of the project or data request (title should not exceed 250 characters)

	[bookmark: Text31]     



	Provide the name of the federal agency, state agency, or entity funding the proposed project or data request.  (If you are receiving funds from DSHS, and DSHS received funds from another agency please note that agency).  If not funded, write “N/A.” 

	     



	Provide the funding amount and length of funding.  If not funded, write “N/A.” 

	     



	Summarize your proposed project or data request in a 1-3 paragraphs.  This should be written as if you were trying to give an introduction to someone who is unfamiliar with your study and who is not a scientist or medical professional.  Make sure to include the following:  a) the purpose of the study and the research questions you are trying to answer; b) how the project will be conducted or implemented; and c) how the findings from the project will be used. 

	     





	What is the reason for conducting this project or data request?  

	|_| Required by Contract		
|_| Fulfills coursework requirement for Graduate degree
|_| Research for Dissertation, Master’s Thesis, Senior Honor’s Thesis 
|_| Fulfills requirement for pharmacy rotation at State Hospital
|_| Fulfills requirement for CAPS program
|_| Wants to publish findings in Journal article, conference presentation, etc. 
|_| Results will be used for a report to Federal Agency, State Agency, or Legislative Budget Board 
|_| Other (specify):      



	Is there a specific benefit to the Mental Health and Substance Abuse Division, State Hospitals, or DSHS? If none, mark “NO.” 

	|_| NO 		
|_| YES (specify):      



	Please provide the name, phone number, email address, and institutional affiliation of the principal investigator (or the contact person) who will be submitting information to the IRB#2 Administrator.

	     



	Do you (or other key personnel) have an affiliation with DSHS or are under contract for this specific project or data request? 

	|_| Under Contract with DSHS Hospital or MH/SA Division		
|_| Member of the DSHS workforce
|_| Clinical privileges at the State Hospital 
|_| Formal Agreement with Academic Linkages Program
|_| Business Associate Agreement		
|_| Other type of agreement, arrangement or contract (specify):      
|_| Not applicable



	Will you need access to patient records (electronic or paper), charts or progress notes for your project or data request? 

	|_|  NO 		|_| YES 



	Will any DSHS MH/SA staff or hospital staff be assisting you with this project/data request, such as obtaining hospital records, development of files, guidance for analysis, etc.? 

	|_|  NO 		
|_| YES (specify the number of staff and an estimate of time (per staff member) to assist you with this project):      




	Will this project be submitted to any other IRBs?

	|_|  NO 		
|_| YES (specify):      



	Mark the target population for your project or data request. 

	|_| DSHS State Hospital Patients 		
|_| DSHS State Hospital Staff
|_| Community Mental Health Center Clients 
|_| Other (specify):       	



	Does your project involve the extraction of data/information from patient records, medical records/charts, MH/SA data files (e.g., CARE, CMBHS)?

	|_| NO 		
|_| YES  provide a list of data elements by source as an appendix to this form.  NOTE: list only those you plan to extract (e.g., date of admission, date of discharge, date of birth) and not the variables/data elements you plan to compute (e.g., length of stay, age). 



	Does your project involve interacting/data collection with hospital patients, hospital staff, or consumers using instruments, tests, surveys (web, mail or phone), interviews or focus groups? 

	|_|  NO 		
|_| YES  provide a draft of the questions you plan to use for the surveys, interviews or focus groups as an appendix to this form



	Does your project or data request include any hospital patients who are in hospitals in lieu of prison or jail?  

	|_|  NO 		|_| YES 



	Does your project or data request include any individuals under the age of 18?  

	|_|  NO 		|_| YES 



	Will this project or data request involve the use of genetic material or DNA?

	|_|  NO 		|_| YES 



	Will this project require blood draws or use blood as a data element?

	|_|  NO 		|_| YES 



	Will there be any incentives (monetary or nonmonetary) paid to staff, patients, consumers or study participants?

	|_| NO 		
|_| YES (specify):       



	Provide any additional details about the project/data request that were not covered above.  If none, write “N/A.”

	      







	ASSISTANT COMMISSIONER RECOMMENDATION

	Approval to proceed and submit formal application to DSHS IRB#2?
	|_|   YES	
|_|   NO    



 


__________________________________________________________	
Signature of Assistant Commissioner	

__________________________________________________________	
Date	
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