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PROVIDENCE HEALTH CARE RESEARCH INSTITUTE

CONTRACT DETAIL COLLECTION
This form to be completed by principal investigator. PHCRI Finance will not pay any fees, commissions or other amounts for services until this form is received and the applicable contract is in place.  

	Name of Service Provider (Company Name):
     

	Name of Contractor (person performing the work):
     

	Service Provided

	(Please indicate the type of service the contractor performs.)


	Term of Contract

	Date of Contract Commencement:      
Date of Contract Expiry:       


	Fee

	$       per day (based on a day of       hours)
or (If applicable, indicate alternate payment structure. Also, describe any other considerations agreed to with respect to the payment of fees and expenses under this contract (e.g. 3rd party billing, etc.).)


	Maximum fee paid for the service:
	(Indicate maximum $ amount to be paid for service period.)


	Approved Subcontractors 

(if applicable)
	Name(s) of sub-contractor(s):      
Mailing address of sub contractor:      
Phone number:      
E-mail:      

	Additional Information for Contract
	(Indicate if there is any additional information the principal investigator would like included in addition to the standard contract for services.)  




	By signing this, I am authorizing PHCRI to create a service contract for the company and individual above.




	     PI Signature:  _________________________________  Date:
	     
	

	     PI Name (Print): 
	     
	Research Program:
	     
	

	     Phone Number:
	     
	E-mail:
	     
	

	     Accounting Administrator:
	     
	
	
	

	     Phone Number:
	     
	E-mail:
	     
	

	


Please return to:  PHCRI Human Resources, SPH, Comox Room 344 / 358


[image: image1.jpg]