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	Nebraska Department of Health and Human Services

Cancer and Smoking Disease Research

Grant Application

Follow Instructions Carefully
	Leave Blank for Department of Health and Human Services

	1. Title of Project (Do not exceed 56 characters, including spaces and punctuation.)



	2. Principal Investigator Name (Last, first, middle)


	2a.  Degree(s)



	2b.  Position Title


	2c.  Mailing Address (Organization, street, city, state, zip)



	2d.  Department, Service, Laboratory or Equivalent


	

	2e.  Major Subdivision


	

	2f.  PI Contact Numbers (Area code, number and extension)

Telephone

FAX

E-mail Address
	2g.  (   New Application

· Revised Application (This application replaces a prior

Unfunded version of the new competing application

# _____________________).

	3.  Human Subjects

            If Yes, IRB approval or exemption date

          (  No       (  Yes _____________________


	4. Vertebrate Animals

                    If Yes, Review Board approval date

           (  No               (  Yes _____________________

	5. Recombinant DNA

                  If Yes, Review Board approval date

          (  No        (  Yes ___________________________        


	6.  Total Direct Costs for Entire Proposed Project Period

	7.  Administrative official to be notified if award is made

Name

Title

Address

Telephone

FAX

E-mail Address
	8. Name of Official Signing for Applicant Organization

Name

Title

Address

Telephone

FAX

E-mail Address



	9. Principal Investigator/Program Director Assurance:

I certify that the statements herein are true, complete and accurate to the best of my knowledge.  I agree 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 this application.
	Signature of person named in 2. (In ink.  "Per" signature not acceptable.)  Date ________________________

	10. Application Organization, Certification and Acceptance:

I certify that the above statements herein are true, complete and accurate to the best of my knowledge and accept the obligation to comply with Department regulations and conditions if a grant is awarded as a result of this application.
	Signature of person named in 8.  (In ink.  "Per" signature not acceptable.)  Date ________________________
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(Form Page 1) Page _____

Number pages consecutively at the bottom throughout the application.  Do not use suffixes such as 3a, 3b.

Description:  List the application's specific aims, and make a clear statement of the project's relevancy to cancer or smoking disease.  Describe concisely the research design and methods for achieving these goals.  Avoid summaries of past accomplishments and the use of the first person.  This abstract is meant to serve as a succinct and accurate description of the proposed work when separated from the application.  Do Not Exceed The Space Provided.

	


Key Personnel.  See specific instructions - Form Page 2.  Use continuation pages as needed to provide the required information in the format shown below.

	Name
	Organization
	Role on Project

	
	
	

	
	
	


(Form Page 2) Page ____

Number pages consecutively at the bottom throughout the application.  Do not use suffixes such as 3a, 3b.

Type of Expertise Needed to Review Application: Please check where appropriate. (May check more than one.)  This information will be used as the basis for assigning the application to the appropriate reviewers.

1. Type of research

_____Basic Biomedical


_____Tobacco
_____Basic Behavioral


_____ Other (Specify) ______________________
_____Clinical


2. Type of Reviewer Expertise Needed (check all that apply)

_____Behavioral Sciences


_____Metabolism

_____Biochemistry



_____Microbiology/Molecular Biology

_____Carcinogenesis



_____Mutagenisis

_____Cardiology



_____Nuclear Medicine/Radiation Oncology

_____Cell Biology



_____Oncology

_____Chemistry



_____Pathology

_____Chemotherapy



_____Pharmacology

_____Clinical Studies


_____Physiology

_____Dietary/Nutrition


_____Pulmonary Medicine

_____Epidemiology



_____Tumor Promotion

_____Genetics



_____Other (Specify) _______________________________
_____Immunology/Virology

3. Type(s) of Disease Entities Under Study:

Cancer




Cardiovascular Disease
_____Bladder



_____Atherosclerosis

_____Bone



_____Atherosclerotic cerebrovascular disease

_____Brain and Nervous System Organs

_____Atherosclerotic coronary artery disease

_____Breast



_____Atherosclerotic peripheral vascular disease

_____Bronchus



_____Aortic atherosclerosis

_____Buccal Cavity and Pharynx

_____Essential Hypertension

_____Cervix



_____Occlusive - extremely gangrene

_____Esophagus



_____Occlusive - myocardial infraction

_____Hodgkins



_____Occlusive - stroke

_____Kidney



_____Transient - soft tissue ischemia

_____Large Intestine



_____Transient ischemia

_____Larynx



_____Transient ischemia - angina pectoris

_____Leukemia



_____Sudden cardiac death - electrical instability of the heart

_____Liver

_____Lung

_____Oral




Non-Neoplastic Broncho-Pulmonary

_____Ovary



_____Chronic Bronchitis

_____Other Lymphatic and Hematopoietic Tissues
_____Chronic Obstructive Lung Disease

             (Specify)________________________________
_____Pancreas

_____Prostate

_____Rectum

_____Skin

_____Stomach

_____Other (specify)_____________________________

(Form Page 3) Page _____

Number pages consecutively at the bottom through the application.  Do not use suffixes such as 3a, 3b.

	        Detailed Budget

        Direct Cost Only
	
	From


	Through

	
	1

Type

Appt.
	2

% Effort

on

Project
	3

Institu-

Tional

Base

Salary
	Dollar Amount Requested

	   Personnel (Applicant Organization only)
	
	
	
	Salary
	Fringe

Benefits
	Totals

	 Name
	Role in Project
	
	
	
	
	
	

	
	Principal Investigator
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	                                   

                                                                                                                    Subtotals 
	
	
	

	Consultant Costs


	

	Equipment (Itemize)


	

	Supplies (Itemize by category)


	

	Travel


	

	Patient Costs
	Inpatient
	

	
	Outpatient
	

	Contractual or Third Party


	

	Other Expenses (Itemize by category)


	

	Total direct costs for budget period (Item 6, face pages)


	$


 (Form Page 4) Page ____

Number pages consecutively at the bottom throughout the application.  Do not use suffixes such as 3a, 3b.

Budget Justification. (Use continuous pages if necessary):

Follow the budget justification instructions exactly.

	


 (Form Page 5) Page ____

Number pages consecutively at the bottom throughout the application.  Do not use suffixes such as 3a, 3b.

	Biographical Sketch

Give the following information for the key personnel and consultants and collaborators.  Begin with the principal

Investigator/program director.  Photocopy this page for each person.



	Name
	Position Title



	Education (Begin with baccalaureate or other initial professional education, such as nursing, and include post-doctoral training.)



	Institution and Location


	Degree
	Year

Conferred
	Field of Study

	
	
	
	


Research and professional experience: Concluding with present position, list, in chronological order, previous employment, experience, and honors.  List, in chronological order, the titles, all authors, and complete references of recent peer reviewed publications and to representative earlier publications pertinent to this application only.  This section should not exceed one additional page.

	


(Form Page 6) Page ____

Number pages consecutively at the bottom throughout the application.  Do not use suffices such as 3a, 3b

Previous Projects Funded By This Program

Please list all previous projects funded by the Nebraska Cancer and Smoking Disease Research Program.  Include: (1) the previous project title; (2) resulting external funding; and (3) resulting publications.  Copy this page for additional listings.

	


(Form Page 7) Page ____

Number pages consecutively at the bottom throughout the application.  Do not use suffixes such as 3a, 3b.
OTHER SUPPORT

(Use continuation pages if necessary)

See specific instructions page 11.  Other support information is required for the Principal Investigator only.

Note: An abstract of each active and pending support identified must be attached using Form Page 9.

	


 (Form Page 8) Page ____

Number pages consecutively at the bottom throughout the application.  Do not use suffixes such as 3a, 3b.

Active or Pending Support

Abstract

Type on this page or use a copy of the original abstract.

	


(Form Page 9) Page ____

Number pages consecutively at the bottom throughout the application.  Do not use suffixes such as 3a, 3b.

Resources and Environment

Mark the facilities to be used and briefly indicate their capacities, pertinent capabilities, related proximity and extent of availability to the project.  List the most important equipment items already available for this project, noting the location and pertinent capabilities of each.  Using continuation pages if necessary, include a description of the nature of any collaboration with other organizations and provide further information on the Research Plan.

	___
	Laboratory:


	___
	Clinical:


	___ 
	Animal:  Justification must be provided for the type of animal to be used and the number of animals to be used.


	___
	Computer:


	___
	Other:


	MAJOR EQUIPMENT: List the most important equipment items already available for this project, noting the location and pertinent capabilities of each.



	ADDITIONAL INFORMATION: Provide any other information describing the environment for the project.  Identify support services such as consultants and secretaries, and the extent to which they will be available to the project




(Form Page 10) Page ____

Number pages consecutively at the bottom throughout the application.  Do not use suffixes such as 3a, 3b.

CERTIFICATION OF NON-ACCEPTANCE OF 
TOBACCO FUNDS
College or University Name:  __________________________________

Subject to final determination by the Department of Health and Human Services, no grants will be awarded to any principal investigator who knowingly also receives funding from a tobacco company, its parent company or any organization or foundation (other than the Tobacco Settlement Funds) which receives over 50% of its support from a tobacco company or its parent company.  If a grant applicant does receive funds in this fashion and feels that the other funding will not result in a bias, the applicant must address this for consideration by the Department of Health and Human Services.  Justification must be attached to this signed form and sent with the application at time of submission.  In either instance, this form must be signed and sent with the application.

I, the Principal Investigator named below, am fully aware that this certification, executed on the date below, is made under penalty of perjury under the laws of the State of Nebraska.

Certification of Principal Investigator:

_____________________________     __________________________

Signature                                                 Printed Name

_____________________________      __________________________

Date                                                          Title







