
HARVARD PILGRIM HEALTH CARE, INC.  

OFFICE OF SPONSORED PROGRAMS 

REQUEST FOR A ONE-YEAR, NO-COST EXTENSION 

Principal Investigator: 

Title of Project: 

Award/Project #: 

Sponsor: 

Total Budget: 

Total Expenditures: 

Available Balance Total: 

Direct: 

Indirect: 

I certify that I will continue to meet the terms and conditions of the original award. 

x 

Principal Investigator signature and date 

Approvals: 

Grants Manager ______________________________________________________ 

Director, OSP ______________________________________________________ 
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