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DRUG ACCOUNTABILITY FORM

	Protocol Number:
	Date:

	Investigator:

Address:



	Please complete this form as the study progresses. 



	Subject/Pt No.
	Study Period
	Actual Quantity Used
	Quantity Returned (and date)
	Comments with Dispenser’s Initials
	Initials

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Additional Comments:

	Signature of Investigator/Pharmacist  ____________________        Name (Print)  _____________________________   
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