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CERTIFICATION BY HEAD OF PATHOLOGY DEPARTMENT


Full Project Title:  	

Please Identify Study Funding Source

☐ Departmental Research Funds	☐ Commercial Sponsor	☐ University
☐ Research Institute     	☐ Other
Name of Funding Source: 	                                                                                     

I have discussed this study with the Principal Researcher and have seen the application and protocol. I am-
☐	Able to provide the services/support requested within the present resources of the Pathology Department.

    Any amendments to the original request must be documented in writing and signed by both parties.

MANAGER/HEAD OF SERVICE DEPARTMENT'S DECLARATION
My signature indicates that I support this research project. 

   Name of Manager/Head of Service Department: with 	                                                    



Signature:	Date:
Manager of Department


PRINCIPAL RESEARCHER'S DECLARATION

I have discussed this project with 	and appropriate
Print name of Department Head
arrangements have been made for this service/department to assist with this project as outlined above. I agree to

· Ensure that adequate funds are available and that payments of invoices are from an institutional cost centre or special purpose fund and will cover all the agreed costs within the time frames set out by the Service Department
· Any conditions outlined by the Service Department




Signature:	             Date:
Principal Researcher

Version: 17 Oct 2025
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Note: This form is accepted at Alfred, Cabrini, Eastern, Monash and Peninsula Health and the information provided will be used by the Service Department to determine the cost of the services requested. The information in the Service Request Form will not be considered as part of the research governance/site authorization review.
	
	Pathology
	Requester/Coordinator
	Principal Investigator/Researcher

	Name:
	
	
	

	Department
	
	
	

	Email:
	
	
	

	Tel:
	
	
	

	Fax:
	
	
	



	HREC Reference Number:
	

	Local Project Number/Protocol Number
	

	Protocol Title
	

	Expected Project Commencement Date
	

	Expected Project Completion Date
	

	Name and address of person who will receive Invoices and/or Investigator's Cost Centre
	Name : Organization :

	
	Email:

	
	   Address :
lnvestigator cost Centre:

	Expected frequency of monitoring visit
	
	

	Remote monitoring
	☐YES                  
	☐ No

	Service Department Reference Number (to be provided by Service Department if required)
	

	Name of Campus involved in the project
	

	Please detail the reporting and analysis requirements
	

	Expedited review contact details in the event of abnormalities or coincidental findings: 
	Name:
Contact Telephone Number:



	Analyte / Test Required
	 Occasions
	 Number of Patients
	 Comments

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please note that all tests required for participants enrolled in a clinical trial are considered above    Standard of Care and all requests must be submitted with a pathology referral form with trial details/sticker only. 
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THE FOLLOWING QUESTIONS ARE INTENDED TO IDENTIFY NON-STANDARD HANDLING REQUIREMENTS



ANALYTICAL ISSUES
1. Are any of the specimens in this trial from non-human sources?
2. Will the specimens undergo any preparation or handling before reaching Pathology? eg: storage, centrifugation or re-labelling.
3. Is a non-standard methodology required for any tests?
4. Is there a requirement to maintain the same methodology throughout the course of the trial?  (If 'Y', it is generally not possible to guarantee this for trials exceeding 6 months.)
5. Do you anticipate any of the results obtained might lie outside the range usually seen in routine pathology specimens? ie. Be extremely abnormal.
SPECIAL HANDLING REQUIREMENTS

6. Will patients be identified with a UR number?
If not a UR number, will patients be uniquely identified in some other traceable and secure way? Please specify  	               
                                     
7. Will specimens arrive with a standard Pathology request form or Pathology batch sheet (consult) on each occasion?
8. Will all specimens arrive in standard Pathology collection tubes?
9. Apart from reporting the trial number, is any special data entry or handling required beyond that normally associated with the tests requested?
10. Will specimen be received outside normal office hours?
11. Will any results be required urgently? **
12. Will the specimens arrive in batches >10 at a time?
13. Is there any requirement for long term storage of specimens?

14. If YES Nature of samples to be stored (ie. Serum, plasma, whole blood, urine, other)
15. Temperature required for storage ____________ 
16. Length of time to be stored _________________ 

17. Are there any "chain of custody" concerns with these specimens?

                                                                                                

Yes   I No
□	□
□	□

□	□
□	□

□	□

    
    Yes / No

    □	□

   
    □	□
    
    □	□
    □	□

    □	□
    □	□
□	□
□	□
□	□

□	□
□	□
□	□
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CLEARLY DESIGNATED RESPONSIBILITY                                                                               Yes / No
	 
18. Will specimens always be clearly identified as part of this trial?                                 □	□
	                                                                                                                                                
19. 	If HIV testing is to be performed, will adequate counselling be given?                      □   □
If there are any queries in regard to HIV counselling, please contact 
Dr  _________________ 
Internal pager _________________

20. Who is to be notified of any expected or unexpected critical results?                      □	□
Name _________________
Phone _________________
Pager: _________________
**After Hours ___________

PLEASE ALSO PROVIDE THE STUDY PROTOCOL AND/ OR INSTRUCTION MANUA
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