IMAGING FACILITY

DEPARTMENT OF CELL AND SYSTEMS BIOLOGY

UNIVERSITY OF TORONTO
Authorization Form

Date: __________________________

________________________________________(user name),   __________________(status)
Phone: (______)__________________
E-mail address: ______________________________
under my supervision, has my recommendation to make use of the Imaging Facility.

I accept the responsibility for the costs arising from the use of the facility.
Signature of Professor:  _______________________________________________________
Printed Name:
             _______________________________________________________
Title: 
             _______________________________________________________
Department & Room #:   _______________________________________________________
Phone:
             (______)_______________________

Fax:
             (______)_______________________
E-mail address: 
             _______________________________________________________

C.F.C.# :  

  ______________________________________

C.C.# :  

  ______________________________________
Fund # :
 
  ______________________________________
Granting Agency:
  ______________________________________
                
 
                   (NSERC, CIHR, NCI…)

