
AGREEMENT # __________

AMENDMENT NUMBER ___________

UNIVERSITY ORGANIZATION 
The Pennsylvania State University 
User Research Facilities 

Organization Name:  

Facility: Technical Contact: 

Contact: Address:  

Address: 

E-mail:

Phone/Fax:

Total Estimated Cost:  $ Phone: Fax: 

Performance Period (mm/dd/year): Email: 

Organization Purchase Order No (optional):   Billing Contact Name: 

Payment Terms:  Net 30 Days upon receipt of monthly invoice.  1% 
fee on balances past due more than 90 days from original invoice 
date. 

Name: 

Phone: Fax: 

Address: 
(if different  
than above) 

Email: 

Amendment to Original Terms and Conditions 
The purpose of this amendment is to revise the Academic Research Services Order as follows (check all that apply): 

All other terms and conditions remain unchanged. 

ENDORSEMENTS 

ORGANIZATION 

Name:

Title: 

CORE FACILITY 
ACADEMIC RESEARCH SERVICES ORDER 

to

Additional External Users have read and signed the attached External User Term Sheet (see attached).

Description of Services is modified by adding:

Period of Performance is changed to reflect a new end date of:  _____________________.

Price is modified to add $ _______________

University Facility Analyst/Tech Staff Contact(s) is modified to include:

Remove External Users listed:

THE PENNSYLVANIA STATE UNIVERSITY

Updated 04/08/2020

Name:

Title: 
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