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                    BLOOD COLLECTION SHEET

PROTOCOL NUMBER:

	Patient Identification

	Pt ID #:  _______
	Patient Initials:  ____ - ____ -____

                          F         M        L
	Institution:  ________________
	Shipping date: 

  __ __ -__ __ __-__ __

    dd        Mmm     yy

	Dosing Information for Cycle 1

	Day
	Dose Level  

mg
	Actual Dose

mg
	Administration Date 

dd-Mmm-yy
	Administration START Time(Drug A)

hr:min1
	Administration STOP Time (Drug A)

hr:min1

	1
	 
	
	
	
	

	3
	 
	
	
	
	

	5
	 
	
	
	
	

	Blood Collection Information for Cycle 1

	Cycle 
	Day
	Time2
	Date 

dd-Mmm-yy
	Scheduled Time

hr:min1
	Actual Time

hr:min1
	PK Collected    (
	PBMC Collected

(
	PG Collected

(
	Comments/Deviations

	1 
	1
	Pre-dose
	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	1
	1
	0.5hr
	
	
	
	 FORMCHECKBOX 

	
	
	

	1
	1
	1hr
	
	
	
	 FORMCHECKBOX 

	
	
	

	1
	1
	2hr
	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	1
	1
	6hr
	
	
	
	 FORMCHECKBOX 

	
	
	

	1
	3
	Pre-dose
	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	1
	3
	0.5hr
	
	
	
	 FORMCHECKBOX 

	
	
	

	1
	3
	1hr
	
	
	
	 FORMCHECKBOX 

	
	
	

	1
	3
	2hr
	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	1
	3
	6hr
	
	
	
	 FORMCHECKBOX 

	
	
	

	1
	5
	Pre-dose
	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	1
	5
	0.5hr
	
	
	
	 FORMCHECKBOX 

	
	
	

	1
	5
	1hr
	
	
	
	 FORMCHECKBOX 

	
	
	

	1
	5
	2hr
	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	1
	5
	6hr
	
	
	
	 FORMCHECKBOX 

	
	
	

	124 hour clock time             2Time from start of drug infusion 

	Clinical Research Associate completing this form (Print):
	____________________________
	Date: _____________ ______________

	Signature:
	____________________________
	

	Person shipping samples (Print):
	____________________________
	Waybill Number: ____________________________

	Reviewed By: 
_______________________
	Date: 

_____ - _______ - _____


[image: image1]