REPOSITORY CONTINUING REVIEW QUESTIONNAIRE (CRQ)


Portland VA Medical Center ( Institutional Review Board ( 503-273-5125 phone ( 503-273-5351 fax



	Repository Director:
	     
	ID #:
	     

	Contact Name & Phone #:
	     
	Date:
	     

	Mailcode (for IRB Correspondence):
	     

	Repository Title:
	     


Checklist:

Return the following to the Research Service Office by the due date indicated in the Continuing Review Reminder email:
 FORMCHECKBOX 

This completed and signed Repository CRQ.
 FORMCHECKBOX 

1 copy of the currently approved Repository SOP - If there are new changes to the protocol, submit this separately.

Please provide the following information: 
1. Were all data/samples contributed to your data- or biorepository collected under IRB approval with either informed consent or an appropriate waiver of consent?     
 
 FORMCHECKBOX 
 Yes
    FORMCHECKBOX 
 No
    FORMCHECKBOX 
 N/A – no samples or data have been collected to date
2. If your repository is a data repository, please indicate from how many patients’ data have been contributed to your data repository?       
 FORMCHECKBOX 
 N/A – not a data repository
3. If your repository is a biorepository, how many samples are currently in the repository?      
    
 FORMCHECKBOX 
 N/A – not a biorepository
4. Were any data/samples distributed from your repository for analysis in the last year? 


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
4.1 If yes, did each study which received the data/samples have appropriate IRB approval?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

5. Are the samples/data in the repository (select one):

 FORMCHECKBOX 
 De-identified

 FORMCHECKBOX 
 Coded

 FORMCHECKBOX 
 Identifiable

5.1 If the samples/data are coded, list who has access to the code:      
6. For data repositories, is the data (select all that apply):

 FORMCHECKBOX 
 Electronic

 FORMCHECKBOX 
 Hard copy

 FORMCHECKBOX 
 N/A – it’s a biorepository

7. List who has access to the data/samples in the repository:      
8. Explain where the data/samples are maintained:      
9. Have any deviations or problems occurred in the last year?    FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

9.1 If “Yes”, please explain:      
10. Do all security safeguards listed in the SOP remain in place?  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
10.1 If “No,” please explain:      
11. Please attach a list of all studies which a) contribute samples/data to the repository and b) receive samples/data from the repository.

12. Are any changes being made to the SOP?  FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
12.1 If “Yes,” attach a revised SOP (with new version date) to this CRQ. Include a Project Revision/Amendment Form explaining the nature of the changes.
My signature below indicates I have reviewed for accuracy and completeness all information submitted in and with this form and have read and agree to the  above assurances :

___________________________    
___________
___________________________   
___________

Principal Investigator

Date

Responsible Clinician (if applicable)
Date
_________________________    
___________

OHSU Knight Cancer Institute
Date 
(for OHSU Knight Cancer Institute Projects Only)
___________________________
___________
_____________________________
____________

Privacy Officer


Date

Information Security Officer

Date

(Signatures by Privacy Officer and Information Security Officer indicate that they have no security concerns.) 

Keep a copy of this completed, signed form for your records.
Revised 4/26/09

Revised 8/3/11

