Bridgepoint Health

Research Study Operational Impact Assessment

Name of Study:

Name of Principal Investigator(s):

Telephone: (        )
Fax: (        )


Email: 

Name of Contact Investigator:

Telephone: (        )
Fax: (        )


Email: 

The time of the day the investigators  plan to be at Bridgepoint​








The investigator will identify areas/departments affected by research. The Service/Department Manager’s signature is required for each of the service(s) that will be affected.

	CLINICAL UNITS


	      ( 3 East                ( 3 West                 ( 4 East                ( 4 West                ( 5 East            ( Day Treatment          
      ( 5 West              ( 6 East                   ( 6 West              ( 7 East                  ( 7 West          ( Specialty Clinics           

	Comments: (Please identify resource implications, concerns re: over use of patient population, etc)

Manager’s Signature Required

	

	

	

	

	

	

	

	 ( approved                             

 ( approved  with conditions (please list)

  ________________________________           
   Manager’s Signature
  _________________________________              

           Director’s  Signature


	CORPORATE AND SUPPORT SERVICES



	 ( Admitting              ( Central Supply               ( Clinical Information Systems  ( Financial Services     
 ( Health Records      ( Diagnostic Imaging        ( Housekeeping                        ( Pharmacy         ( Quality & Risk Data
 ( Food Services         ( HR/OD&E/Occ Health  ( Laboratory                              ( Maintenance    ( Other ___________

	Comments: (Please identify resource implications, concerns, etc) 

Manager’s Signature Required


	

	

	

	

	

	

	

	

	

	


Please return to the Research Office within 2 weeks.
Note: Operational impact approval does not constitute study approval.  REB process will follow.
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