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HRB Personnel Information Form for Fellows
Please complete one copy of this form, as you are funded directly by this grant award, and return the completed form by post to the corresponding HRB Project Officer responsible for this funding scheme. 
	Grant Reference Code:

(See award letter)
	     

	Name: 
	     


	Institution Name:
	     

	Institution Address:
	     

	Telephone:
	     


	E-mail:
	     


	Date of Birth:  
	     

	Citizenship:   
	Irish  FORMCHECKBOX 


EU    FORMCHECKBOX 


Non-EU   FORMCHECKBOX 


	Gender: 
	Male  FORMCHECKBOX 
     Female  FORMCHECKBOX 



	Start date of employment:
	     

	Duration of contract:
	     


Position on award (Please tick one box only):
	 FORMCHECKBOX 

Post-graduate student
	 FORMCHECKBOX 

Post-doctoral researcher (5 yrs +)

	 FORMCHECKBOX 

Research assistant
	 FORMCHECKBOX 

Medical doctor

	 FORMCHECKBOX 

Post-doctoral researcher (< 5 yrs)
	 FORMCHECKBOX 

Clinical research nurse

	 FORMCHECKBOX 

Other health professional 

           (Please tick one box from the list below of professional

           groups recognised under the Health and Social Care Professionals Act
          (2005))

	 FORMCHECKBOX 
 Clinical Biochemist   
 FORMCHECKBOX 
 Dentist     

 FORMCHECKBOX 
 Dietician   

 FORMCHECKBOX 
 Medical Scientist

 FORMCHECKBOX 
 Midwife    

 FORMCHECKBOX 
 Nurse  
	 FORMCHECKBOX 
 Occupational Therapist
 FORMCHECKBOX 
 Orthoptist  

 FORMCHECKBOX 
 Pharmacist     
 FORMCHECKBOX 
 Physiotherapist


 FORMCHECKBOX 
 Podiatrist/Chiropodist

 FORMCHECKBOX 
 Psychologist (Health)
	 FORMCHECKBOX 
 Radiographer                   
 FORMCHECKBOX 
 Social Worker   
 FORMCHECKBOX 
 Social Care Worker  
 FORMCHECKBOX 
 Speech and Language Therapist                     

	 FORMCHECKBOX 

Technician

 FORMCHECKBOX 

Other
	 FORMCHECKBOX 

Project manager/coordinator



	If ‘other’, please specify:      

	Are you in receipt of: (Please tick one box)
	HRB Student Stipend  FORMCHECKBOX 
          Salary  FORMCHECKBOX 


	If Salary, please indicate % FTE:
	     


Qualifications:  
	Degree(s) attained to date:
	     

	Target Degree registered for (if any):
	 FORMCHECKBOX 
 PhD           FORMCHECKBOX 
 MSc           FORMCHECKBOX 
 Other

	                          If other, please specify:
	     


Signatures
I confirm that the above information is correct: 
Original Signature of Fellow:
	Name (including title):      
Original signature: 

_________________________________________

Date:      



Please return the completed form to the Project Officer in charge of this award at:

Research Management Unit

Research Strategy and Funding Directorate

Health Research Board

73 Lower Baggot Street

Dublin 2

