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FORM - Proposal Approval Form (PAF)
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Office of Research Services (ORS)

1737 West Polk Street (MC 672)

304 Administrative Office Building

Chicago, IL 60612

Phone:  312.996.2862  Fax:  312.996.9005
	For ORS Use Only

PAF #: ___________________   Previous PAF #:__________________
Full Proposal  FORMCHECKBOX 
 Incomplete Proposal  FORMCHECKBOX 
: ______________________                      

Date:             /          / 20___      Time In: _________________________    

Assigned Reviewer Initials:_________________________

COI          FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No        Grants.gov #: _______________________
Budget Review  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    Initials _______
AOR Signature ___________________________    Date:  ___________                                 


	To avoid delays in processing, please be sure to type and complete all applicable information


	I. General Information    


	Sponsor Deadline (mm/dd/yy):      
	Date of:  FORMCHECKBOX 
 Postmark    FORMCHECKBOX 
 Receipt

	Electronic Submission: FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	If yes,  FORMDROPDOWN 
, if other please specify :      

	Have/will you use UIC CCTS services on this proposal?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Do any investigators on this proposal have a joint appointment with the Jesse Brown VA Medical Center?  
Yes    FORMCHECKBOX 
 If yes, and submitting to NIH, complete and attach the Supplemental Joint UIC/VA Appointment Form.

No     FORMCHECKBOX 


	II. UIC Project Contact (business manager, program coordinator)

	Name:      
	Email:      
	Phone:     
	Mail Code:     

	III. Administering Unit (Complete ONLY if different from the PI’s home unit)

	Administering Unit Name:      
	Org. Code:      

	Contact Name:      
	Email:      
	Phone:     

	IV. Principal Investigator

	1. Name:     
	UIN Number:      
	Home Unit Name and Organization Code: 
     

	Email:     
	Phone:       
	Fax :      
	


	Investigators (For multiple Principal Investigators, please check PI box.  For additional Investigators, click here)


	
	Name   
	 UIN Number
	 Home Unit Name and Organizational Code

	2.  FORMCHECKBOX 
  PI   FORMCHECKBOX 
   Co-Investigator
	     
	     
	     

	3.  FORMCHECKBOX 
  PI   FORMCHECKBOX 
   Co-Investigator
	     
	     
	     

	4.  FORMCHECKBOX 
  PI   FORMCHECKBOX 
   Co-Investigator
	     
	     
	     

	V. Project Title (If this project is a Task Order/Protocol related to a Master Agreement, provide PAF#:      )

	     

	VI. Sponsor Information – Indicate the name of the organization which will directly provide funding to UIC (No acronyms or abbreviations) 

	Full Name of Sponsoring Organization:      

	Street Mailing Address Suite/Room (No PO Box): 
     
	Sponsor Contact Name: 
     

	City:     
	State:      
	 Zip:           
	Email:      

	Country:      
	Phone:       
	Fax:      

	Is Sponsor a federal agency?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

If Yes, please provide CFDA Program Name and Number:       
If No, is "Sponsor's" originating source of funds from a federal agency (federal flow-through)?  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes 

If yes, specify federal agency name:        and CFDA Program Number:      


	VII. Project Information – Select ONLY one item in EACH section 


	Type of Proposal:
	 FORMDROPDOWN 
  *Previous PAF/Institutional number:      

	
	Limited Submission   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No If Yes, attach a copy of authorization received from RDS

	Type of Award:
	 FORMDROPDOWN 
  *IP Disclosure Form Required   FORMCHECKBOX 
 Attached 

	Type of Activity:
Select only one
	Research* 

 FORMDROPDOWN 

	Instruction
 FORMDROPDOWN 

	Public Service

 FORMDROPDOWN 


	
	* Any inventions resulting from the research covered by this project must be disclosed to the Office of Technology Management (OTM)

	VIII. Budget 

	Year one or current year  (mm/dd/yy format):
From:         To:              
	Total Project Period (mm/dd/yy format):
From:         To:         

	Budget
	Year 1 or Current Year 
	Total for Entire Project
	 FORMCHECKBOX 
 On-Site    FORMCHECKBOX 
 Off-Site

Does budget include tuition remission? 

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No



	Direct Cost
	$     
	
	$     
	
	

	Facilities & Admin. (ICR)
	$     
	      %
	$     
	     %
	

	Total Request
	$     
	
	$     
	
	

	*Is the F&A rate used is other than UIC Federally Negotiated Rates?  

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  If Yes, complete a F&A Waiver Form and provide sponsor documentation supporting reduced rate


	IX. Cost Sharing – All cost sharing committed in the proposal must be documented. Committed cost-sharing is tracked in the accordance with OMB Circular A-21.  Please answer ALL questions 1-4 below. 

	1. Is Cost Sharing included in this application?   FORMCHECKBOX 
 Yes  
 FORMCHECKBOX 
 No

a. If yes, required by sponsor?  FORMCHECKBOX 
 Yes (Mandatory Committed)   FORMCHECKBOX 
 No (Voluntarily Committed)

2. Are there any individuals named in this application contributing effort which is not reimbursed by sponsor?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

3. Have you proposed Cost Sharing other than Academic Contributed Effort?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

4. Is there a agency salary cap?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
a. If yes, is there an individual on the budget whose salary is above the salary cap?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	X. Distribution of College and Department F&A Allocation (College/Unit Name required. Code # optional)

	College/Unit Name
	Org. Code
	% F&A

	1.       
	     
	   %

	2.       
	     
	   %

	3.       
	     
	   %

	4.       
	     
	   %

	
	100% (Total must equal 100%)

	XI. Compliance

	This project uses or involves:
	Clearance required:

	Human subjects or tissues  
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Pending (For all New and Competitive Renewal Applications)

 FORMCHECKBOX 
 IRB #:      

	Animals
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Pending (For all New and Competitive Renewal Applications)

 FORMCHECKBOX 
 ACC #:      

	Recombinant DNA or Infectious Agents/Toxins  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	Institutional Biosafety Committee Protocol No.      

	Human Embryonic Stem Cells  
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	Institutional Biosafety Committee Protocol No.      

	UIC hospital, clinics or MRI center  

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	Hospital/Clinic/MRI Center Approval:

Signature ____________________    Date ________________


	XII. Conflict of Interest Certification

	All investigators¹ must complete this section.  If any investigator responds “Yes,” PI must contact the Conflict of Interest Office at COI@uic.edu or 312/996-4070 to develop a management plan.  The University Policy on Conflict of Commitment and Interest is available at www.research.uic.edu/conflict.  ..
Do you or your family members² have a significant³ financial relationship with the research sponsor or any subcontract recipient?  Or have any other relationships4 that may present a potential conflict of interest with this research?

	1.  FORMCHECKBOX 
 PI   FORMCHECKBOX 
 Co-Inv.
	Name           
	 FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes (if yes, notify PI and contact the COI Office)

	2.  FORMCHECKBOX 
 PI   FORMCHECKBOX 
 Co-Inv.
	Name           
	 FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes (if yes, notify PI and contact the COI Office)

	3.  FORMCHECKBOX 
 PI   FORMCHECKBOX 
 Co-Inv.
	Name          
	 FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes (if yes, notify PI and contact the COI Office)

	4.  FORMCHECKBOX 
 PI   FORMCHECKBOX 
 Co-Inv.
	Name         
	 FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes (if yes, notify PI and contact the COI Office)

	1 An “Investigator” is defined as the Principal Investigator and any other person who is responsible for the design, conduct, or reporting of research, including contractors or collaborators.  This does not extend to individuals identified as investigators in UIC Subcontract Agreements processed under this PAF. UIC Subcontract Agreements contain their own COI certification section.
2 “Family members” include spouse or domestic partner, parents, siblings, children.
3 “Significant” means financial interests in business enterprises or entities that (when aggregated) exceed $5,000 or represent more than 5% ownership regardless of dollar value. The $5,000 threshold also applies to salary, royalties, and other payments aggregated for the individual and family members expected over the next 12 months.  
4 Examples are available at: http://www.vpaa.uillinois.edu/policies/conflict_faq.cfm#24

	XIII. Proposal Approval

	A. Investigator(s) 
The Investigator(s) certifies the following:  (1) that the information submitted within the application is true, complete and accurate to the best of their knowledge; (2) that any false, fictitious, or fraudulent statements or claims may subject the Investigator(s) to criminal, civil, or administrative penalties;  (3) agrees to accept responsibility for the scientific conduct of the project and to provide the required progress reports if a grant is awarded as a result of the application; and (4) that you are not currently debarred, suspended or ineligible to receive federal or non-federal funds.  When multiple PIs are proposed in an application, this assurance must be retained for all named PIs.

	1.  FORMCHECKBOX 
 PI   FORMCHECKBOX 
 Co-Inv.
	Name:      
	Signature: 
	Date : 

	2.  FORMCHECKBOX 
 PI   FORMCHECKBOX 
 Co-Inv.
	Name:      
	Signature: 
	Date : 

	3.  FORMCHECKBOX 
 PI   FORMCHECKBOX 
 Co-Inv.
	Name:      
	Signature: 
	Date : 

	4.  FORMCHECKBOX 
 PI   FORMCHECKBOX 
 Co-Inv.
	Name:      
	Signature: 
	Date : 

	B. Department/Unit Head(s) 
The Department Chair/Unit Head has reviewed and approved the project and any resource commitments, and certifies that the research can be conducted safely and in compliance with federal and state laws.  If the Principal Investigator is the department or unit head, the individual the PI reports to must sign.

	Name: 
	Signature: 
	Date : 

	Name: 
	Signature: 
	Date : 

	Name: 
	Signature: 
	Date : 

	C. Schools or College Dean(s), except for College of Medicine, College of Engineering, and School of Public Health

	Name: 
	Signature: 
	Date : 

	Name: 
	Signature: 
	Date : 

	Name: 
	Signature: 
	Date : 
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