

Are you a returning user?  Y/N

Section 1:  Requestor Information:

Name:      
     

Title:         
Email:      

Phone:      

   First
  Last

College:      

Department/Division:      
Title:      



Requestor’s eRA Commons Name:      



Area of Expertise:  FORMDROPDOWN 


SECTION 2:  PI INFORMATION (if different than Requestor)

**PI must be Faculty, Academic Professional Scientist or Faculty Advisor** 
Name:        
     

Email:       

Phone:      


(First, Last)

College:      

Department/Division:      




PI eRA Commons Name:      

Area of Expertise:  FORMDROPDOWN 

SECTION 3:  PROJECT INFORMATION
 FORMCHECKBOX 
 NA – Requesting Professional Development Consultation Only
Title:       



Funding Source (drop-down box)

If other, please specify:      

 

 FORMDROPDOWN 

Grant Number (if funded):      
IRB Protocol Number:      
if none
 FORMCHECKBOX 
 Pending  
   FORMCHECKBOX 
 N/A


IACUC Protocol Number:      
if none
 FORMCHECKBOX 
 Pending  
   FORMCHECKBOX 
 N/A

Is this project cancer-related research?  

Are you or the PI a UIC Cancer Center member?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No




 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Does this project involve pediatric research?  



 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No






Does this project involve HIV/AIDS research?  



 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Is this project a clinical trial?  



 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

SECTION 4:  INFO FOR CCTS

How did you hear about us:

 FORMDROPDOWN 

If other, please specify:      

SECTION 5:  GENERAL INFORMATION
Applicant Type:

 FORMCHECKBOX 
  Tenure Track Faculty  


 FORMCHECKBOX 
  Tenured Faculty (Associate Professor or Professor)                                       
  FORMCHECKBOX 
  Fellow, Postdoc Trainee, or Non-tenure Track Faculty
(Letter of support from Department Chair supporting Professional Development Consultation is required.)

Services Requested (check all applicable):
 FORMCHECKBOX 
  Professional Development Consultation*         FORMCHECKBOX 
  Grant Review*

*NOTE:  Additional documents may be requested before services are rendered.  
All information provided will be kept confidential.
SECTION 6:  PROFESSIONAL DEVELOPMENT CONSULTATION 
Attach current CV.
Statement of current and planned research:  

Describe your previous/current research, as well as the research you plan to conduct in the next 5 years, and how these interests align with broader clinical and translational research questions (1 page or less).
      
Immediate (1-2 years) goals: 
Describe your 1-2 year goals (1 page or less).
     
Description of 5 year goals: 

Describe your longer term goals (1 page or less).
      
Anticipated barriers to professional growth: 


Describe current or anticipated barriers to your professional growth (1 page or less).
      
Skill/knowledge gaps: 


Describe the skills and/or knowledge you need to acquire in order to achieve your goals  (1 page or less).
      
List funding agencies/programs/opportunities you anticipate applying to: 


     

List key publications in which you anticipate pursuing publication: 


     
Developmental Network Map.   

Download instructions for completing a Developmental Network Map and attach completed map.
FOR NON-TENURE TRACK APPLICANTS ONLY:  Attach letter of support from Department Head.
Letter should include a commitment to the applicant’s development into a productive, independent investigator at UIC and a description of the resources and protected time that the department will provide in fostering this development.
SECTION 7:  GRANT REVIEW
Brief description or abstract of project: 
      
Provide three keywords to describe your project:
      
Attach complete draft of grant.
Type of Study: 
  FORMDROPDOWN 

If “Other”, specify:      
Type of Application:  
 FORMDROPDOWN 

Projected Funding Source: 
  FORMDROPDOWN 

If “Disciplinary association (AHA, etc.)”, specify:      
If “Other”, specify:      
Include RFA # if applicable:

     
Proposal Funder's Due Date:  

     
OVCR Due Date:

     
Total Amount Requested:  
     
Disciplines Critical to Grant Review:  

Check all that apply.
 FORMCHECKBOX 
  Methodological (statistician, measurement, informatics, etc.) (specify)      
 FORMCHECKBOX 
  Social Science (specify)      
 FORMCHECKBOX 
  Clinical (specify)      
 FORMCHECKBOX 
  Biological (specify)      
 FORMCHECKBOX 
  Other (specify)      
Suggested grant reviewers name and e-mail address:       
List All Key Personnel and Attach Biosketch for PI (applicant):
PI:       
Co-I:       
Co-I:       
     :       
     :       
     :       
     :       
     :       
     :       
     :       
     :       
     :       
	FOR CCTS USE:
Request # :

     
	Date/Initials

	Consultant/Reviewer Request Sent
	     

	Consultant/Reviewer Confirmed

    Name:      
	     

	Consultation/Review Meeting Scheduled

   Date/Location:       
	     

	Other Comments:

     


Application to Request CCTS Resources


Please complete and return to iziaya1@uic.edu











The CCTS must be cited in any publication from a research project receiving support from the Center, regardless of funding source.  Recommended text is:





“This project was supported by the University of Illinois at Chicago (UIC) Center for Clinical and Translational Science (CCTS), Award Number UL1RR029879 from the National Center for Research Resources.  The content is solely the responsibility of the authors and does not necessarily represent the official views of the National center for Research Resources or the National Institutes of Health.”





REACH Services



























