
VA NYHHS Institutional Review Board 
Prescription Authorization Form
Principal Investigator:       
Project Title:       
Date Form Completed:       
Status of Research Project:

 FORMCHECKBOX 

Pending (Undergoing IRB and R&D Committee Initial Review)

 FORMCHECKBOX 

Active (Final approval by both the IRB and R&D Committee has been granted) 

By signing, the individual listed below certifies that they have credentials and privileges at the VA NYHHS and should also be listed on the Investigational Drug Information Record, VA Form 10-9012, if required.  (If the authorized prescriber listed below is not listed on VA Form 10-9012, please update VA Form 10-9012 and submit it with this form to the IRB.)  By signing, they are indicating that they are familiar with the above named protocol and the study medications required by the protocol.
_     ___________________

Name of Authorized Prescriber

___________________________





______________

Signature of Authorized Prescriber





Date

I, the Principal Investigator/Responsible Investigator, hereby authorize the above named VA NYHHS staff member to assist me in the study named above and to sign prescriptions or orders for study drugs to be dispensed from the VA NYHHS Research Pharmacy Service.  Their signature above indicates their familiarity with the protocol and the study medications required by the protocol.  

I certify that the study medications will be administered only to subjects under my personal supervision or under the supervision of the above-named Co-investigator responsible to me, and that these medications will not be supplied to any non-study investigator or to any other clinic for administration to non-study subjects.  I certify that each of these individuals has been appropriately credentialed and privileged by the VA NYHHS to perform such duties and has completed the VA NYHHS education requirements necessary for participating on VA NYHHS IRB approved research projects. 

  ________________________________________________




PRINCIPAL INVESTIGATOR






Date

RESPONSIBLE VA CLINICIAN (if applicable)



Date
For Office Use Only





MIRB No: _________
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