The J. P. Bickell Foundation

c/o Scotiatrust

130 King St., W., 20th Floor

PO Box 430   Stn First Canadian Place

Toronto, Ontario

M5X 1K1

APPLICATION FOR MEDICAL RESEARCH GRANT

A.   Applicant and Project Title
Applicant: ………………………………………………………………………………   Telephone # (……) ………………………

                                             (Surname)                          (First Name)                     (Initials)

University/Hospital 

Department: ………………………………………..  or Institution Name  ………………………………………………………….

Mailing Address:  ……………………………………………………………………………………………………………………….



  ………………………………………………………………………………………………………………………..

Project Title: ………………………………………………………………………………………………………………………….….



  ………………………………………………………………………………………………………………………..

Proposed - starting date : ……………………………                                       Where is the work to be done?

   - duration of project ………………………                                        ………….………………………………………..

B.   Purpose of Funds and Budgets 

Please provide details of items to be funded, as indicated below. (Please use a separate page if necessary)

a) Operating expenses (ie. salaries, rent, etc.)

Subtotal $ ………………………

b) Other items (ie. expendable supplies, animals, etc.)

Subtotal $ ………………………

c) Equipment (include quotations) 

Subtotal $ ………………………..

           Total Requested $ _________________

C.   Other Funding Sources

Grants applied for, and received from, other granting agencies for the current year.  Give names of agency, amounts requested and, if granted, the period of the grant and title of the project. (Please use a separate page if necessary.)

D.   Brief Outline of Proposed Research Project

Indicate present state of knowledge, background and relevance of your proposed research objectives; and a brief description of the research to be done, and how you think it accomplishes your objectives. (Please limit to a maximum of 2 pages, one-sided and single-spaced, and attach as a schedule)

E.   Research Plan

Indicate if the work is to be done by:

a) the applicant or co-applicants

b) a technical supervised assistant.  (If the latter, please provide a full description of qualifications.)
F.   Supplementary Material

A maximum of two relevant reprints, plus collaborative letter(s), if necessary. (These may be attached as a schedule.)

G.   Personal Data Form  

Please complete one for each applicant/co-applicant and attach a current curriculum vitae for each.  

Note: Both may be substituted with the CIHR/c.v. module
a) Surname and Given Names………………………………………………………………………………………………………...

(in Full)

b) Date of Birth ………………………………………………………………c) Citizenship ………………………………………….

d) Education

Degree


University or Institution



Field


Year
e) Research Training

  Dates 

From -To

Institution



Department


Supervisor
f) Academic Positions Held (current & previous)

  Dates

From -To

Institution



Department


Supervisor
g) Publications

Total number (excluding abstracts) ____________

List papers published during past 5 years and indicate abstracts (Please use a separate page if necessary.)
H.   Authorization/Signatures 

              Complete in full sections (a),(b),(d),(e),(f)  OR  (a),(c),(d),(e),(f) , as appropriate

a)
Applicant …………………………………………………..…  ………………………………………………………………..

Full Name 





Signature

Co-Applicant …………………………………………………  ……………………………………………..…………………

Full Name 





Signature

Co-Applicant …………………………………………………  ………………………………………………………………..

Full Name 





Signature

b)
University:  Department of __________________________

Chairman  ……………………………………………………  …………………………..……………………………………
Full Name 





Signature


University:  Faculty of  ______________________________

Dean or Vice-Dean ………………………………………….  ………………………………………………………..………

Full Name 





Signature

c)
Hospital or University/Hospital Research Institute: __________________________________________________

Director or Head …………………………………………….  ………………………………………………………………..

Full Name 





Signature

d)
Office of Research Administration:

Director or Head …………………………………………….  ………………………………………………………………..

Full Name 





Signature

Phone #…………………  …………………….………. E-mail address:……………………………………………………

e)
Institution’s Registered Charitable Business Number____________________________________

f)
Date _______________________________
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