Investigational Drug Service Prescription Form
SUNY Upstate Medical University
Investigational Drug Service
Pharmacy Department
750 East Adams Street

Contact Information:
Fax: 315-464-4313
Melissa Reale: 315-464-4205
Chris Miller: 315-464-4214
Ethan Bartosek 315-464-4423

Syracuse, NY 13210
Name: Date: Date/Time Needed:
Medical Record: Sponsor
’ Protocol Number:
Address: IRB Number:
Date of Birth: Sex: Wt.: Ht.: Medication:
Allergies: Directions:

Date Informed
Consent Obtained:

Study Information (Kit/Bottle
Number):

Patient Study Number:

Special Instructions:

Treatment Location:

Study Arm/Cohort:
Cycle/Day:

Additional Information:

Stamp of Prescriber:

Study Coordinator/ Contact
Information (Phone, Pager):

Signature of Prescriber:

Pharmacy Use Only (Version 3: June 3, 2024):

Date Filled:
Pharmacist (Print Name): Initial:

Prescriber Contact
Information (Phone, Pager):
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