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THE ROYAL VICTORIAN EYE AND EAR HOSPITAL
Quality Assurance Activity Progress / Final Report

A Final Report must be submitted for all Quality Assurance projects.  The project is considered to be completed when the project meets at least one of the following criteria:
· the results have been published or presented (please attach copies)

· data analysis is complete and a Lay Summary of Findings is included in this report.

Please provide an electronic copy (including publications) to the HREC Secretary.
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