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**Enter the letter(s) in the column that correspond to the responsibilities.  Add responsibilities to this legend as needed.  A. Obtain consent, B. Make CRF Entries, C. Correct CRFs, D. Perform Physical Exams, E. Assess Inclusion/Exclusion Criteria, F. Prescribe Study Agent, G. Administer Study Agent, H. Dispense Study Agent, I. Evaluate Lab Test Results, J. Assess Adverse Events, K. Other, Specify_________

