Application for Principal Investigator- Research 

	Submit completed and signed form with required documents to the attention of Sandra Albritton, RN, MN, CRCC at PMRC, 104 W. 5th Avenue, Ste. 350E, Spokane, WA 99204.  


	APPLICANT INFORMATION

	Last Name

     
	First Name 
     
	MI

     


	Mailing Address 

     
	City, State, ZIP
     
	Phone Number

     

	EMPLOYER

	Company
     
	Department

     
	E-mail address

     


	Mailing Address 
     
	City, State, ZIP
     
	Phone Number

     

	REQUIRED DOCUMENTS

	Signed Practice Agreement                                                                                                                                   Copy Attached    FORMCHECKBOX 
 yes   FORMCHECKBOX 
 no
     
Department

     
E-mail address

     


	Verification of PSHMC or PHFH  Privileges                                                                                                      Copy Attached    FORMCHECKBOX 
 yes   FORMCHECKBOX 
 no
     
Department

     
E-mail address

     
License (type, agency)                                                                                                                                                    Attached    FORMCHECKBOX 
 yes   FORMCHECKBOX 
 no
     
Department

     
E-mail address

     
License (type, agency)                                                                                                                                                    Attached    FORMCHECKBOX 
 yes   FORMCHECKBOX 
 no
     
Department

     
E-mail address

     


	CITI Training Certificate                                                                                                                                     Copy Attached    FORMCHECKBOX 
 yes   FORMCHECKBOX 
 no
     
Department

     
E-mail address

     


	Verification of  Medicare Provider Number                                                                                                        Copy Attached    FORMCHECKBOX 
 yes   FORMCHECKBOX 
 no
Please Note: If applicable, you must remain an active Medicare Provider for the duration of your participation in research.


	APPLICANT SIGNATURE

	I certify that the information provided in this application is complete and correct.



	
	Applicant Signature
	
	Date
	


~~~~~~~~~~~~~~~~~~~~~~ For completion by PMRC~~~~~~~~~~~~~~~~~~~~~~~~~
    Completion of HHS Background Check:      FORMCHECKBOX 
 Approved    FORMCHECKBOX 
 Rejected
                    Receipt of all requested documents:        FORMCHECKBOX 
 Yes               FORMCHECKBOX 
 No
	Application has been completed and privileges granted

	

	
	Authorized Signature
	
	Date
	








