Midwest Health System IRB
IRB Manager Access Form
	Applicants Last Name:      
	First Name:       
	Job title:     

	Email:       
	Work Address:      
	Work Phone Number:      


	Type of User:
	 FORMCHECKBOX 
 Research Coordinator
	 FORMCHECKBOX 
  IRB Member

	
	 FORMCHECKBOX 
  Investigator
	 FORMCHECKBOX 
  Other:       


	Please provide a list of the investigators and/or studies that you wish to have IRB electronic access for:

	
	
	

	
	
	

	
	
	

	
	
	


	Applicants Signature
	Applicants Name (printed)
	Date

	Principal Investigators Signature

By signing this request I am stating that I give this person permission to view my study protocol and study information on file at the IRB office. I also acknowledge that this person will be allowed to submit forms electronically to the Midwest Health System IRB office on my behalf for the previously listed studies.

	Principal Investigators Signature
	Principal Investigators Name (Printed)
	Date


	Internal Use Only


	IRB Manager User ID:       
	Password Assigned:      


	IRB Office Signature
	IRB Office Name (printed)
	Date


Please fax (816-246-3921) this completed form to the Midwest Health System IRB office for processing.  You will receive a confirmation with your user ID and password via email within 1 working day of receipt.
