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IMP Receipt Outcome

Date & Time Trial IMP Storage 
Location

Person 
Responsible

Destination
(tick all that apply) Date & Time Person 

Responsible

Date (DD-MMM-YY): Trial Name: IMP Name: Participant Study ID 
Number:

Name: Date (DD-MMM-YY): Name:

Time (24hr): R&D number: Batch Number(s): Quantity:

 Fridge (top shelf)

 Cupboard 9 or 10

 Returns cupboard

Signature:

 Administration

 Homecare patient

 Pharmacy

Time (24hr): Signature:

Date (DD-MMM-YY): Trial Name: IMP Name: Participant Study ID 
Number:

Name: Date (DD-MMM-YY): Name:

Time (24hr): R&D number: Batch Number(s): Quantity:

 Fridge (top shelf)

 Cupboard 9 or 10

 Returns cupboard

Signature:

 Administration

 Homecare patient

 Pharmacy

Time (24hr): Signature:

Date (DD-MMM-YY): Trial Name: IMP Name: Participant Study ID 
Number:

Name: Date (DD-MMM-YY): Name:

Time (24hr): R&D number: Batch Number(s): Quantity:

 Fridge (top shelf)

 Cupboard 9 or 10

 Returns cupboard

Signature:

 Administration

 Homecare patient

 Pharmacy

Time (24hr): Signature:

Date (DD-MMM-YY): Trial Name: IMP Name: Participant Study ID 
Number:

Name: Date (DD-MMM-YY): Name:

Time (24hr): R&D number: Batch Number(s): Quantity:

 Fridge (top shelf)

 Cupboard 9 or 10

 Returns cupboard

Signature:

 Administration

 Homecare patient

 Pharmacy

Time (24hr): Signature:


