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                                          [Study No.]_IP Destruction / Return Form_Vx.x_dd-mmm-yyyy    

[Study No.] – [Study Name]
Investigational Product (IP) [Destruction or Return] Form
	Qualified Investigator’s Name:
	

	Site #:
	Study IP Name / Strength: 



	Form Completed By:
	Date [Destroyed or Returned]: 


INVENTORY OF USED IP SUPPLIES:

	[Container Type] or [Unit] ID
	Number of [Container Type]
	Number of [units]

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Total Number of [units] from [opened] [container type]
	


INVENTORY OF UNUSED IP SUPPLIES:

	[Container Type] or [Unit] ID
	Number of [Container Type]
	Number of [units]

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Total Number of [units] from [Un-Opened] [container type] 
[(seal intact)] 
	


[Use one of the appropriate boxes below depending on whether IP will be destroyed or returned to the sponsor]

	[To be completed by site pharmacist (or designate) acknowledging IP disposal]
The IP supplies as listed above were destroyed:

_________________________________________________________________________

Site Pharmacist (or Designate) Name                           Signature                             Date

	[To be completed by sponsor’s representative/designate acknowledging receipt of IP]
The IP supplies as listed above were received:

_________________________________________________________________________

Sponsor’s representative/designate Name                           Signature                             Date


PLEASE COMPLETE AND FAX or Email TO [NAME] 
 @ [FAX # / Email address] UPON IP [DESTRUCTION or RETURN]
SOPPM_11_T09_01 - IP Destruction / Return Form                          Uncontrolled when printed
Page ___ of ___
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