Date:____________

Nationwide Children’s Hospital - Biopathology Center

Application

1. Complete this application and submit it to NCHRIbank@nationwidechildrens.org.

2. The application will be reviewed by the Biopathology Center team.

3. A Project Plan Worksheet and cost estimate will be completed by the Biopathology Center and returned for approval by the Principal Investigator.
4. All steps must be completed prior to the receipt of specimens.
Principal Investigator: 
Institutional Affiliation: 
P.I. E-Mail Address: 
P.I. Phone: 
Project Title: 
Disease Group: 
Service(s) required (please check all that apply):
 FORMCHECKBOX 
Processing   FORMCHECKBOX 
Banking   FORMCHECKBOX 
Distribution   FORMCHECKBOX 
Imaging
 FORMCHECKBOX 
Nucleic Acid Extractions   FORMCHECKBOX 
Histology   FORMCHECKBOX 
 Data Management
Estimated Project Start Date:
Estimated Project Duration:
Estimated Patient Accrual per Year (If applicable):
Number of Time Points per Patient: 
General Project Description

*Please include specimen types to be collected, specimen types to be banked, and any other unique instructions.


*Attach any applicable documentation such as a protocol or operating procedure.

	


Does the study require special instructions or allow for unique circumstances? Please describe below.

*Examples include but are not limited to off-hours processing, unscheduled patient visits, late notice  samples (less than 24 hours notice) limited processing time windows. 
	


Pathology Review (if required);

What is the minimal % tumor required for the specimens to pass pathology review for this project?

What is the maximum % necrosis allowed for the specimens?
Would you like to receive digital scans of the reviewed H&E’s?

Nucleic Acid Extractions (if required);
What type of nucleic acid extractions do you need?

     FORMCHECKBOX 
 DNA


Downstream application (e.g. SNP array, PCR, etc):

Amount of DNA required (in µg):
Minimum Amount of DNA acceptable (in µg):
Preferred Extraction Method (e.g. Qiagen, PureGene, etc): 

QC method preferred (check one):          FORMCHECKBOX 
 agarose gel to test integrity          FORMCHECKBOX 
 PCR of 950 bp product


     FORMCHECKBOX 
 RNA


Downstream application (e.g. expression array, RNASeq, RT-PCR, etc):

Amount of RNA required (in µg):
Minimum Amount of RNA acceptable (in µg): 

Do you need miRNAs included in the RNA?   FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
Preferred Extraction Method (e.g. Qiagen, Trizol, mirVANA, PaxGene, etc): 

Minimum RIN required for RNA to be shipped: 

Do we have permission to deplete nucleic acids for this project?  FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
Note: Co-isolation of DNA and RNA from the same aliquot of tissue using a combined All-Prep (DNA) and mirVANA protocol is available. If interested, please ask for further information.
Funding:                        **Please note: Payment information must be received prior to project initiation**
IRB# (if known):
Method of Payment:

Grant Number/Cost Center/PO#:
General Study Contact:

Preferred Study Contact Name:
Contact E-mail:

Contact Phone:

Billing Contact:
Billing Contact Name:

Billing E-Mail:

Billing Phone:

By signing this application, I am confirming that I understand the departmental policies outlined in the letter of introduction and that the information on this application is correct and current.

P.I. Signature: 
Date:
	Biopathology Use Only:

Application Received By:

Date Received: 

Project Approval :  FORMCHECKBOX 
 BPC Director/Manager   FORMCHECKBOX 
Internal Projects Coordinator   FORMCHECKBOX 
Billing

When applicable:   FORMCHECKBOX 
MGL Director/Manager   FORMCHECKBOX 
Histology Manager   FORMCHECKBOX 
Imaging Manager
Date Approved:
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