
RESIDENT RESEARCH GRANT APPLICATION 
 
 
Name: 
 
Address: 
 
Telephone Number: 
 
E-mail Address: 
 
Social Security Number: 
 
Date Began Residency:    Current Year in Residency: 
 
Orthopedic Area of Interest: 
 
 
Have you applied for a McBride Foundation Residency Research Grant before? 
 
If so, when? 
 
Name of Program Director: 
 
IRB Approved: Yes  No  N/A 
 
Please provide a description of your project, who will benefit, what is the need and how 
will you address the need. How does the project meet the McBride Foundation’s mission 
of combating crippling disease through research, education, and treatment in Oklahoma? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



What are the expected outcomes? 
 
 
 
 
 
 
 
 
 
What is the project timeline? 
 
 
 
 
 
Please attach a detailed budget of the amount requested and a reference letter from 
your program director.  
 
 
 
 
 
 
Or return your completed application and attachments to: 
 
McBride Foundation 
1111 N. Lee, Ste. 115 
Oklahoma City, OK 73103 
 
 
Contact Suzi Clowers with any questions. 
405.486.2550 or email: sclowers@mcbridefoundation.org. 
 

mailto:sclowers@mcbridefoundation.org

	address: 
	phone: 
	email: 
	social: 
	name: 
	date began: 
	current: 
	area of interest: 
	Text3: 
	applied before: 
	when: 
	program director: 
	project description: 
	timeline: 
	outcomes: 
	attach pdf: 
	submit form: 
	reset form: 
	no: Off
	yes: Off
	n/a: Off


