The College of New Jersey

SIGNATURE REQUEST FORM FOR FACULTY RESEARCH


	Investigator:       
	Title:       

	Phone:  (   )     -     
	Department:       

	Email:         
	Dept Chair:         

	Alternate email:         
(If Applicable)
	Faculty Advisor:         
(If Applicable)

	Project Title:

     


	Project Period:       
	Funding Source:       



I will conduct the study identified above in the manner described on the attached narrative.  If I decide to make any changes in the procedure, or if a participant is injured, or if any problems occur which involve risk or the possibility of risk to participants or others, I will immediately report such occurrences or contemplated changes to the TCNJ Institutional Review Board, 2000 Pennington Rd, Ewing, NJ 08628.

_____________________________________
______________________________________

Investigator Signature

Date

Department Chair Signature
Date

(If Chair, Requires Dean’s Signature)
1

