 Delegation of Authority For Protocol:
	Print Name
	Title
	Initials
	Signature 
	Duties
	Start Date
	Stop Date

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	A: Patient selection / screening
	E: Data entry / query resolution

	B: Obtain informed consent
	F: Sign CRFs, SAEs

	C: Collect study data (completion of source documentation)
	G: Order study medication

	D:  Perform Physical Exams
	H: Dispense study medication

	
	I. Completion and correction of CRFs/data

	
	J: Other – specify-Regulatory


With my signature, I confirm that as Principal Investigator, I have authorized the above-signed personnel to do the tasks listed above.

_______________________________________________________

Principal Investigator




Date
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