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Office of Research Integrity						
Controlled Substance (DEA)
2000 University Avenue								Phone: 765-285-5070
Muncie, IN  47306-0155								Fax:  765-285-1328

Controlled Substance Registration Protocol Summary Form

	Principal Investigator:
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	Approving Committee:
	[bookmark: Check1]|_|
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	Protocol Number:
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Study Title:
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	Project Start Date:
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	Number of Subjects:
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	Animal Species
	Number of Animals
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Key Personnel (List all key personnel that will have access to the Controlled Substances and storage area).
	Personnel Name
	Title
	Date of Birth
	Social Security Number
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*If Additional Key Personnel is needed, upload a separate document with name, title, DOB, and SSN.

	Name of Controlled Substance
	Storage Location (bldg./room#)
	Dosage per Subject/Animal
	Dosage Schedule
	Total Amount Administered/Dispensed
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Person(s) responsible for Key Control to CS Storage Area:
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Controlled Substance Additional Explanation:
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Study Purpose
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Study Goals/Outcomes
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Type of Application
|_|	Non-Practitioner (Researcher)		

|_|	Practitioner
* If applying for a practitioner registration, you may be required to provide proof of credentials and any applicable certificates, licenses, etc. as part of the registration process.
_____________________________________________________________________________________

[bookmark: Check11]|_|	I acknowledge that I have read and understand the record/report keeping policies from the Drug Enforcement Agency regulations 21 CFR 1304 (Records and Reports of Registrants) and Rule 4, Records and Inventories of Registrants (856 IAC 2-4-1 Records and Inventories), of the Indiana Controlled Substances Act.

I attest that the information provided is to the best of knowledge.  I agree to provide any additional information that may be required of me as part of this registration process.
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