
 
 

         Authorisation of payment for services provided 
 
 
PRINCIPAL INVESTIGATOR (name):  ……………..………………………………………………….. 

TITLE OF PROJECT:………………………………….….…….………………………………………... 

………………………………………………………………..……………………………………………... 

PROTOCOL NO:…………………………….. 

 
All Austin Health services utilised in the study must be accounted for in the table below  
 
Authorised signatures are necessary to confirm agreement that use of resources stated here 
will be reimbursed from study budget to department cost centres, organised by Investigator 
 

Department Cost 
$ 

Amount 
to be 

reimbursed 

Payment authorised 
by/on behalf of 

Principal 
Investigator 

From 
Cost 

Centre 

Agreement 
on behalf of 
department 

providing service 

To 
Cost 

Centre 

Pharmacy 
 
 

      

Pathology 
 
 

      

Nursing 
 
 

      

Medical 
 
 

      

Health 
Information 
Services 

      

Allied Health 
(Please detail) 
 

      

Cardiology 
 
 

      

Radiology 
 
 

      

MRI 
 
 

      

Nuclear Medicine 
 
 

      

PET 
 
 

      

Other services 
(please detail) 
 

      

 


