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Principal Investigator:
_____________________________________


Device Name:
_______________________
IRB Protocol #:

_____________________________________


Site #:


_______________________
Study Title:
                    
_____________________________________
Sponsor:


_____________________________________





  Device Accountability Log

	DEVICE RECEIPT
	DEVICE USE
	DEVICE RETURN/DESTRUCTION

	Date Received
	Received by (initials)
	Model #
	Serial  #
	Lot #
	Exp. Date
	Date Dispensed
	Dispensed by
(initials)
	Participant Study ID
	Verified By
	Comments
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	Date
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By
	Reason

	 

 
	 
	 
	 
	
	 
	 
	 
	 
	
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Comments:______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

[image: image1.jpg]