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Select Program:
   Bankhead-Coley Cancer Research
   Ed and Ethel Moore Alzheimer’s Disease Research

   James and Esther King Biomedical Research

   Live Like Bella Initiative


	DOH GRANT ID:
	     
	

	PRINCIPAL INVESTIGATOR:
	     
	

	PROJECT TITLE:
	     
	

	INSTITUTION:
	     
	

	

	Use this form to request the extension of a project beyond the normal scheduled end date.  This request must be received no later than 90 days prior to the end of the grant period.  The Grantee will not be eligible for more than one 6-month no-cost extension.  
____                       


	

	
	CATEGORY
	ESTIMATED UNSPENT FUNDS AT THE CURRENT PROJECT END DATE*
	ESTIMATED EXPENDITURES FOR THE EXTENSION TIMEFRAME
	
	ESTIMATED UNSPENT BUDGET AT THE END OF THE EXTENSION TIMEFRAME

	
	PERSONNEL
	$
	     
	
	$
	     
	
	$
	     
	

	
	CONSULTANT COSTS
	$
	     
	
	$
	     
	
	$
	     
	

	
	CONSORTIUM/
CONTRACTUAL COSTS
	$
	     
	
	$
	     
	
	$
	     
	

	
	EQUIPMENT
	$
	     
	
	$
	     
	
	$
	     
	

	
	SUPPLIES
	$
	     
	
	$
	     
	
	$
	     
	

	
	TRAVEL
	$
	     
	
	$
	     
	
	$
	     
	

	
	PATIENT CARE COSTS
	$
	     
	
	$
	     
	
	$
	     
	

	
	OTHER EXPENSES
	$
	     
	
	$
	     
	
	$
	     
	

	
	INDIRECT COSTS
	$
	     
	
	$
	     
	
	$
	     
	

	
	TOTAL COSTS
	$
	     
	
	$
	     
	
	$
	     
	

	 * In reference to the total approved grant budget and any approved budget changes.


1. Explain why all the funds were not expended during the final budget year. 
2. Explain the need to extend the project and state specifically what you plan to accomplish (related to your current project aims) during this extension.   
3. Can the work described in #2 be accomplished with the available unspent project funds?  If not, please explain the source and amount of additional funding that will be available for your use for this project.

	PRINCIPAL INVESTIGATOR 

Name: 
Title: 

Email:

Telephone: 


	SPONSORED RESEARCH OFFICIAL

Name: 

Title: 

Email:

Telephone: 



	PRINCIPAL INVESTIGATOR ASSURANCE: I certify that the statements herein are true, complete and accurate to the best of my knowledge.  I am aware that any false, fictitious, or fraudulent statements or claims may subject me to criminal, civil, or administrative penalties.  I agree to accept responsibility for the scientific conduct of the project and to provide the required progress reports as requested.
	SPONSORED RESEARCH OFFICIAL ASSURANCE: I certify that the statements herein are true, complete and accurate to the best of my knowledge, and accept the obligation to comply with terms and conditions associated with this grant.  I am aware that any false, fictitious, or fraudulent statements or claims may subject me to criminal, civil, or administrative penalties.


	SIGNATURE OF PI: 

Date 
	SIGNATURE OF SRO: 

Date


** FOR DEPARTMENT OF HEALTH USE ONLY **

	SIGNATURE OF GRANT MANAGER:
Grant Manager

Public Health Research 

Date 


	SIGNATURE OF DIRECTOR:
Keshia Reid, PhD, Acting Director

Public Health Research

Date 




Subject to periodic review due to statutory requirements                                                                                                                                                     rev. 12.03.19
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