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Northern California Health Care System

	RESEARCH PROTOCOL SAFETY SURVEY
Subcommittee for Research Safety (SRS)



Please read and complete all sections of this form.  Sign, date and submit completed application to Research Service.

Please Check One:  FORMCHECKBOX 
  New Protocol         FORMCHECKBOX 
 Continuing Review

	Date:
	     

	Principal Investigator:
	     

	Title of Study:
	     

	VA File Number:
	     


PRINCIPAL INVESTIGATOR PREFERS APPROVAL NOTIFICATION DOCUMENT SENT BY:

 FORMCHECKBOX 
  VA NCHCS Inter-Office Mail
    FORMCHECKBOX 
 United States Postal Service   
	Principal Investigator:
	     
	Contact Person

(if different from PI):
	     

	Phone:
	     
	Phone:
	     

	Pager or Cell Phone:
	     
	Pager or Cell Phone:
	     

	Email:
	     
	Email:
	     

	Fax:
	     
	Fax:
	     

	US Mailing Address:
	     
	US Mailing Address:
	     

	VANCHCS site and VA Inter-Office Mail Code:
	     
	VANCHCS site and VA Inter-Office Mail Code:
	     


	If this is a continuing review, please answer questions 1-4 below:



	1. Have the personnel involved in this project changed since last reviewed by the SRS?
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No     

	2. Have there been any changes to the protocol since last reviewed by the SRS?
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No     

	3. Has the location where any part of this protocol is performed changed since last reviewed by the SRS?  
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No     

	4. Has there been any employee incident reports since this project was last reviewed by the SRS?
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No     

	
	If yes to question 4, please append a page describing the incident.
	
	


	Please LIST all procedures performed and methods utilized in this protocol.  Some of the most common techniques are provided, check as appropriate and list others in spaces provided.  

	 FORMCHECKBOX 
   Blood Collection(s)
	 FORMCHECKBOX 
   Retrospective Analysis of Charts/Records
	 FORMCHECKBOX 
      

	 FORMCHECKBOX 
   Urine Collection(s)
	 FORMCHECKBOX 
   Physical Measurements (e.g. vital signs)
	 FORMCHECKBOX 
      

	 FORMCHECKBOX 
   MRI or fMRI
	 FORMCHECKBOX 
   PCR
	 FORMCHECKBOX 
      

	 FORMCHECKBOX 
   PET
	 FORMCHECKBOX 
   Cell culture
	 FORMCHECKBOX 
      

	 FORMCHECKBOX 
   EEG or EKG
	 FORMCHECKBOX 
   Radioimmunoassay
	 FORMCHECKBOX 
      

	 FORMCHECKBOX 
   Questionnaires/Interviews
	 FORMCHECKBOX 
   Plasmid cloning
	 FORMCHECKBOX 
      


	SECTION 1: BIOHAZARDS-HUMAN STUDIES (see ATTACHMENT A for definitions)

	Is this study subject to review by IRB Subcommittee, including those submitted for Expedited and/or Exempt review?       

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No   If “no”, you may skip the remainder of this section; If “yes” please continue 

Does this study involve Only Archival Patient Data, Research Questionnaires/Interviews, Chart Reviews, and/or Retrospective Data Analyses?

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No   If “yes”, you may skip the remainder of this section. If “no” please complete the remainder of this section.  

	A
	Does this project involve collection of Human Tissue, Body Fluids, and/or Specimens?
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	B
	Where will Human Tissue samples/specimens be collected? (check all that apply)

1.  FORMCHECKBOX 
 VA Facility, Research Area(s) (specify:       )

2.  FORMCHECKBOX 
 VA Facility, Clinical Area(s) (specify:       )

3.  FORMCHECKBOX 
 Other (specify:       )

4.  FORMCHECKBOX 
 NOT APPLICABLE

	C
	Personnel handling human tissues/specimens? (check all that apply)
1.  FORMCHECKBOX 
 VA Research Staff (includes WOC appointments whose job site is a VA facility)

2.  FORMCHECKBOX 
 VA Clinical Staff

3.  FORMCHECKBOX 
 Other (specify:       )

4.  FORMCHECKBOX 
 NOT APPLICABLE

If box 1 is checked above, please complete items D- H below

	D
	Will personnel work with blood or body fluids?       FORMCHECKBOX 
Yes       FORMCHECKBOX 
No

	
	If “yes”, specify:       

	E
	Will personnel work with organs or tissues?           FORMCHECKBOX 
Yes       FORMCHECKBOX 
No
If “yes”, specify:       

	F
	Will personnel work with human cell lines or clones?      FORMCHECKBOX 
Yes        FORMCHECKBOX 
No

If “yes”, specify name of cell line or clone:       

	G
	Are personnel informed of post exposure prophylaxis in case of accidental exposure to human tissues/fluids?

 FORMCHECKBOX 
Yes       FORMCHECKBOX 
No

	H
	All personnel will follow universal precautions for safe handling of blood, cell, tissue, and bodily fluids, including the use of protective barriers such as gloves, gowns, aprons, masks, or protective eyewear. In addition, all employees are advised to take precautions to prevent injuries caused by needles, scalpels, and other sharp instruments or devices.  All personnel working with human tissues are provided detailed instructions regarding risks and proper handling of potential biohazards.

	
	 FORMCHECKBOX 
Yes        FORMCHECKBOX 
No       FORMCHECKBOX 
 NOT APPLICABLE


	SECTION 2: RESEARCH LABORATORY

	Will this study utilize a VA research laboratory?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No      

If “no”, you may skip the remainder of this section

If “yes”, specify location (       ) and complete the remainder of this section.

	A. BSL Level of Research Laboratory?    FORMCHECKBOX 
BSL1    FORMCHECKBOX 
BSL2    FORMCHECKBOX 
BSL3    FORMCHECKBOX 
BSL4

(For description, see Attachment B)

	B. What containment equipment is/are available in the research laboratory?  (Check all that apply)

	
	 FORMCHECKBOX 
 Chemical Fume Hood

Room Location of Chemical Fume Hood:        
Date of Last Certification:           (See sticker on hood for dates)

Date must be within the last year.  If not, contact either Pete Spitzer at 916-366-5370 (Mather) or Cal Banks at 925-372-2547 (Martinez) to facilitate recertification.

	
	 FORMCHECKBOX 
 Biological Safety Cabinet (for description see Attachment C)


 FORMCHECKBOX 
 Class I     FORMCHECKBOX 
 Class II    FORMCHECKBOX 
 Class III 

Room Location of Biological Safety Cabinet:       
Date of Last Certification:          (See sticker on cabinet for dates)
(Date must be within the last year.  If not, contact either Pete Spitzer at 916-366-5370 (Mather) or Cal Banks at 925-372-2547 (Martinez) to facilitate recertification.

	
	 FORMCHECKBOX 
 Other  (specify:       )

	C. Safety in Laboratory Area(s)


	
	Will personnel work alone in laboratory areas, or at times other                              FORMCHECKBOX 
Yes      FORMCHECKBOX 
No      

than normal business hours (7AM – 5PM)?

Are emergency telephone numbers posted in the immediate area?                         FORMCHECKBOX 
Yes      FORMCHECKBOX 
No      

If working outside of normal business hours, do personnel notify                           FORMCHECKBOX 
Yes      FORMCHECKBOX 
No      

police services of their arrival and departure time and the approximate 

duration of their assignment?

Are personnel informed of the Hazardous Material Management                             FORMCHECKBOX 
Yes      FORMCHECKBOX 
No      

plan PS-138-62 on VA intranet?

Do personnel know how to obtain emergency medical attention                             FORMCHECKBOX 
Yes      FORMCHECKBOX 
No      

if required?


Are all pertinent MSDS documents and safety policies and procedures                 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No      

readily available (via fax-on-demand, hard copy, or internet access)

in the laboratory area(s)?

Do personnel know how to secure laboratory space?                                               FORMCHECKBOX 
Yes      FORMCHECKBOX 
No          


	SECTION 3: SHIPPING OF BIOHAZARDS and/or DANGEROUS GOODS (see ATTACHMENT A for definitions)

	Does this project require shipment of Biological Hazards, Infectious Substances, and/or Dangerous  

Goods?       FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

If “no”, you may skip the remainder of this section; If, ”yes” complete the remainder of this section.

	A.   What is being shipped? (check all that apply)

  FORMCHECKBOX 
 Diagnostic Specimens  (specify       )

  FORMCHECKBOX 
 Dangerous Goods (specify       )

  FORMCHECKBOX 
 Infectious Specimens (specify       )                    

  FORMCHECKBOX 
 Other (specify       )

	B.   Who will prepare the samples for transport? (check all that apply)

 FORMCHECKBOX 
 VA Research Staff

 FORMCHECKBOX 
 VA Clinical Staff

 FORMCHECKBOX 
 Other (specify        )

	C.   How will the samples be transported? (check all that apply)

 FORMCHECKBOX 
 Public carrier (specify:       )

 FORMCHECKBOX 
 Private courier (specify:       )

 FORMCHECKBOX 
 Private vehicle (specify:      ) 

 FORMCHECKBOX 
 Other (specify:      )

	D.  All research personnel shipping specimens must have completed a training course in shipping of infectious and diagnostic specimens within the last 3 years.  A training course is available- for access, please contact either the EBIRE offices at 925-372-2363 or Eric Garcia at 916-843-7166.  For all VA RESEARCH personnel involved in this study who will be shipping specimens, please provide their names and date of  training below.  Keep the original copy of the certificate and attach a copy to this document.    

	NAME
	DATE OF TRAINING

	     
	     

	     
	     

	     
	     

	     
	     

	(Note:  Certification is required every 3 years)


	SECTION 4: USE OF IONIZING RADIATION

	Does this protocol involve use of ionizing radiation?    FORMCHECKBOX 
Yes
      FORMCHECKBOX 
No  
(Includes radioactive materials or radiation generating equipment)
If “no”, you may skip the remainder of this section; If, ”yes” complete the remainder of this section.

	A.  Where will ionizing radiation be utilized? (check all that apply)

           FORMCHECKBOX 
  VA Facility  (specify:       )

           FORMCHECKBOX 
  Other (specify:       )



	Please fill out chart below for all isotopes used in this study

	Isotope
	Maximum Amount in Laboratory at Any Given Time

	     
	     

	     
	     

	     
	     

	B. Location where radioisotopes will be used: 


	Building:          Room #:       

	C. Has this protocol been reviewed by Radiation Safety Committee?    FORMCHECKBOX 
Yes    FORMCHECKBOX 
No  Date:     

	D. The studies described include Irradiator Use Only
    FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No  

	E. The studies described include Scan Use Only            FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No

	If performed in a Research area(s), please provide location of equipment.
	Location of Equipment:
     
(Bldg & Room)


	SECTION 5: USE OF NON-IONIZING RADIATION
	

	Does this protocol involve the use of Non-Ionizing Radiation?     FORMCHECKBOX 
Yes    FORMCHECKBOX 
No   

If “no”, you may skip the remainder of this section; If, ”yes” complete the remainder of this section.

	A.  Who will be working with non-ionizing radiation?

         VA Research Staff   FORMCHECKBOX 

         VA Clinical Staff      FORMCHECKBOX 

         Other (specify:       )
	

	B. Source(s) of non-ionizing radiation:
	

	Ultraviolet Light (UV crosslinker, transilluminator, hand-held UV, germcidal lights, etc.)
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	Lasers (class 3b or 4)
For classification, see Attachment D
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	Radiofrequency or microwave sources
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	Other (specify:       )
	
	


	SECTION 6: BIOHAZARDS- MICROBIAL AGENTS

	Does this protocol involve the use of microbial agents?    FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No   

If “no”, you may skip the remainder of this section; If “yes”, complete the remainder of this section.
(Includes any microbial agents or viral pathogens, toxins, poisons or venom, including those vectors used for cloning purposes; and any commercially purchased organisms)

	A. Personnel handling microbial agents: (check all that apply)

          FORMCHECKBOX 
 VA Research Staff      

          FORMCHECKBOX 
 VA Clinical Staff       

          FORMCHECKBOX 
 Other (specify:       )



	B. Where will microbial agents/toxins be utilized? (check all that apply)

          FORMCHECKBOX 
 VA Research Facility/Area  (specify:       )

          FORMCHECKBOX 
 VA Clinical Facility/Area  (specify:       )

          FORMCHECKBOX 
 Other (specify:       )



	C. List all Agents Used:  (check here   FORMCHECKBOX 
  if none)

	Name
	Biosafety Level
	Potentially Harmful to Humans?**

	(1)      
	     
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	(2)      
	     
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	(3)      
	     
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	** If answer is “yes” complete questions below for each agent.  Use Appendix 2 to list additional agents as necessary.

	    Location(s) where agent will be stored?       
Is antibiotic resistance expressed?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    If “YES”, specify antibiotic:      
Largest Volume to be used?       

Specify method of agent inactivation:  FORMCHECKBOX 
 Heat    FORMCHECKBOX 
 Chemical    FORMCHECKBOX 
 Radiation    FORMCHECKBOX 
 Protein

           FORMCHECKBOX 
 Other  (specify:       )  e.g. Physical agents such as electricity, trauma etc.


	D. Standard universal precautions are routinely used to protect personnel working with microbial   agents in the research laboratory.  All personnel in working with microbial agents are provided detailed instructions regarding risks and proper handling of potential biohazards. 

 FORMCHECKBOX 
Yes        FORMCHECKBOX 
No       FORMCHECKBOX 
 NOT APPLICABLE


	SECTION 7: BIOHAZARDS- RECOMBINANT DNA

	Does this protocol involve use of recombinant DNA?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  
If “no”, you may skip the remainder of this section; If, ”yes” complete the remainder of this section.

	A. Recombinant DNA procedures used in this study are limited to either PCR amplification of DNA 

segments (i.e. no subsequent cloning of amplified DNA) or to commercially purchased

oligionucleotides?       
     FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	If “NO” to A above, it is the responsibility of each PI to:
	

	(1). Consult the current NIH Guidelines for Research Involving Recombinant DNA Molecules which can be found at the Internet site http://www4.od.nih.gov/oba/rac/guidelines/guidelines.html
(2) 
Identify the experimental category of their recombinant DNA research and provide the following:

(a) NIH classification (and brief description) for these recombinant DNA studies.       
(b) Biological source of DNA insert or gene.      
(c) Function of the insert or gene.      
(d) Vector(s) used or to be used for cloning (e.g. pUC18, pCR3.1).
     
(e) Host cells and/or virus used or to be used for cloning (e.g. bacterial, yeast or viral strain, cell line).
     
(f) Identify assessment levels of physical and biological containment (Same as BSL levels – See Attachment B for BSL level descriptions).       



	SECTION 8: CONTROLLED SUBSTANCES

	Does this study involve the use of any substance regulated by the Drug Enforcement Agency?    

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If “no”, you may skip the remainder of this section; If, ”yes” complete the chart below.

(append sheets as necessary)

	Name of Controlled Substance
	Location of Storage
(Bldg & Rm #)
	Method of Storage
(ie-double-locked vault)

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	SECTION 9: BIOHAZARDS- CHEMICAL  (see ATTACHMENT A for definitions)

	Does this study involve the use of chemicals?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No 

If “no”, you may skip the remainder of this section; If, ”yes” complete the remainder of this section.

(A list of chemicals may be found at http://www.epa.gov/ceppo/pubs/title3.pdf

	A
	Has the use of chemicals in your laboratory been reviewed by the Research Safety Subcommittee in the past 12 months (i.e. chemical inventory submitted)?
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	B
	Have all lab personnel been trained regarding any special hazards posed by chemicals used in your laboratory?
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	C
	Check all categories below that apply to THIS proposal only, and list (in APPENDIX 1) the chemicals used for boxes that have been checked.  

Note: All chemicals referred to in your research protocol must be listed.
	

	
	1.
 FORMCHECKBOX 
  Toxic chemicals (including heavy metals)

	
	2. 
 FORMCHECKBOX 
  Flammable/explosive/corrosive chemicals

	
	3.    FORMCHECKBOX 
  Carcinogenic/mutagenic/teratogenic chemicals

	
	4.
 FORMCHECKBOX 
  Toxic compressed gases

	
	5.
 FORMCHECKBOX 
  Acetycholinesterase inhibitors/neurotoxins

	
	If 3. is checked above, is this solely to indicate the use of human therapeutics used this study? 

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No   


	SECTION 10: BIOHAZARDS- PHYSICIAL  (see ATTACHMENT A for definitions)

	A
	Does this study expose VA research employees to Physical Hazards?    FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

If “yes”, check all that apply:

 FORMCHECKBOX 
  Excessive Noise

 FORMCHECKBOX 
  Repetitive Motion/Ergonomics/Vibration

 FORMCHECKBOX 
  Extremes of temperature or pressure

 FORMCHECKBOX 
  Explosive Hazards

 FORMCHECKBOX 
  Electrical or Mechanical Hazards



	B
	Do employees receive training addressing the physical hazards? 

      FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
 NOT APPLICABLE


	SECTION 11: BIOHAZARDS- ANIMAL SUBJECTS

	Does this study involve the use of animals?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If “no”, you may skip the remainder of this section; If, ”yes” complete the remainder of this section. 

	Animal Subjects:  (Species and, if applicable, strain.  Enter one species per line.)

	
	a)      
	

	
	b)      
	

	
	c)      
	

	

	A.  Will animals be experimentally or naturally exposed to any biologicals hazardous to humans?
(CDC-NIH Biosafety 4th Edition, pp. 53-75)
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	
If “YES”, please list potential hazards:        

	B.  Will VA research personnel work with animal blood or body fluids?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	C.  Standard universal precautions are routinely used to protect personnel working with animal subjects in the research laboratory.  All personnel working with animal subjects are provided detailed instructions regarding risks and proper handling of potential biohazards. 

 FORMCHECKBOX 
Yes        FORMCHECKBOX 
No       FORMCHECKBOX 
 NOT APPLICABLE



INVESTIGATOR ACKNOWLEDGEMENTS OF RESPONSIBILITY

15.
Statement of Laboratory Staff Training and Acknowledgement of Responsibility.   With regard to any of the potential hazards identified in this format, specific training will be provided to laboratory staff. This will include:  

(1) Required participation in safety training as part of New Employee Orientation.  Additionally, annual safety training is mandatory for all employees.  Finally, as specified below, the Principal Investigator is responsible for the safety and training of employees relative to the hazards, techniques and other issues unique to the PI’s laboratory.

(2) Coordination with facility safety officials: The Research Safety Manual and Chemical Hygiene Plan are reviewed on an annual basis by Hospital Safety.  Every proposal which proposes the use of radioactive materials must be reviewed by the Radiation Safety Committee.  The minutes of the Research Safety Subcommittee (RSS) are submitted to the Research and Development Committee for review and approval.

(3) Practices and techniques required to ensure safety: Standard operating procedures have been prepared by the Principal Investigator and are available in the laboratory.  Material Safety Data Sheets (MSDS) are available for all chemicals used in this project.   The Research Service Safety Manual and Chemical Hygiene Plan are also present in the laboratory providing additional safety information and precautions to be followed when using hazardous chemicals, radioisotopes, biohazards and physical hazards.  Annual review of the manual by employees is a mandatory requirement.

(4) Procedures for dealing with accidents: The precautions for dealing with accidents are an integral and important component of mandatory training, orientation and an annual requirement for all employees. 

I further certify that my research studies will be conducted in compliance with and full knowledge of Federal, State, and local policies, regulations and CDC-NIH Guidelines governing the use of biohazardous materials, chemicals, radioisotopes, and physical hazards.  I further certify that all technical and incidental workers involved with my research studies will be aware of potential hazards, the degree of personal risk (if any), and will receive instructions and training on the proper handling and use of biohazardous materials, chemicals, radioisotopes, and physical hazards, as applicable.  A chemical inventory of all Occupational Safety and Health Administration (OSHA) and Environmental Protection Agency (EPA)-regulated hazardous chemicals used in this proposal is attached to this survey.

	
	
	
	

	Principal Investigator
	
	Date
	



	Certification of Chemicals

A complete list of chemicals to be used in the proposal has been reviewed.  Appropriate occupational safety and health, environmental, and emergency response programs will be implemented on the basis of the list provided.



	
	
	
	
	

	Chair, Research Safety Subcommittee
	Facility Safety Officer

	
	

	Certification of Subcommittee for Research Safety Approval

For Office Use Only
The Research Office will secure the following signatures on your behalf.


	The safety information for this application has been reviewed and is in compliance with Federal, State, and local policies, regulations and CDC-NIH Guidelines governing the use of biohazardous materials, chemicals, radioisotopes, and physical hazards.  Copies of any additional surveys used locally are available from the Research and Development (R&D) Office.

	Chair, Subcommittee on Research Safety
	
	

	
	
	
	
	

	
	
	
	Date

	Radiation Safety Officer:

(if applicable)
	
	
	

	
	
	
	
	

	
	
	
	Date

	Facility Safety Manager
	
	
	
	

	
	
	
	Date

	Chair, R&D Committee:
	
	
	
	

	
	
	
	Date

	
	
	
	


APPENDIX 1.

	CHEMICAL LIST

	List all chemical used in THIS proposal, excluding Controlled Substances listed in SECTION 11.

	Chemical
	Safety Precautions & Disposal
	(1) How will chemical be stored [Chemical, biosafety, flammable, cabinet, etc.] and 
(2) Location (Bldg/Rm #)
	Location Where Chemical Will be Used (Bldg/Rm #)

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


APPENDIX 2

	Location(s) where agent will be stored?       
Is antibiotic resistance expressed?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    If “YES”, specify antibiotic:      
Largest Volume to be used?       

Specify method of agent inactivation:  FORMCHECKBOX 
 Heat    FORMCHECKBOX 
 Chemical    FORMCHECKBOX 
 Radiation    FORMCHECKBOX 
 Protein

           FORMCHECKBOX 
 Other  (specify:       )  e.g. Physical agents such as electricity, trauma etc.

	Location(s) where agent will be stored?       
Is antibiotic resistance expressed?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    If “YES”, specify antibiotic:      
Largest Volume to be used?       

Specify method of agent inactivation:  FORMCHECKBOX 
 Heat    FORMCHECKBOX 
 Chemical    FORMCHECKBOX 
 Radiation    FORMCHECKBOX 
 Protein

           FORMCHECKBOX 
 Other  (specify:       )  e.g. Physical agents such as electricity, trauma etc.

	Location(s) where agent will be stored?       
Is antibiotic resistance expressed?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    If “YES”, specify antibiotic:      
Largest Volume to be used?       

Specify method of agent inactivation:  FORMCHECKBOX 
 Heat    FORMCHECKBOX 
 Chemical    FORMCHECKBOX 
 Radiation    FORMCHECKBOX 
 Protein

           FORMCHECKBOX 
 Other  (specify:       )  e.g. Physical agents such as electricity, trauma etc.

	Location(s) where agent will be stored?       
Is antibiotic resistance expressed?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    If “YES”, specify antibiotic:      
Largest Volume to be used?       

Specify method of agent inactivation:  FORMCHECKBOX 
 Heat    FORMCHECKBOX 
 Chemical    FORMCHECKBOX 
 Radiation    FORMCHECKBOX 
 Protein

           FORMCHECKBOX 
 Other  (specify:       )  e.g. Physical agents such as electricity, trauma etc.

	Location(s) where agent will be stored?       
Is antibiotic resistance expressed?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    If “YES”, specify antibiotic:      
Largest Volume to be used?       

Specify method of agent inactivation:  FORMCHECKBOX 
 Heat    FORMCHECKBOX 
 Chemical    FORMCHECKBOX 
 Radiation    FORMCHECKBOX 
 Protein

           FORMCHECKBOX 
 Other  (specify:       )  e.g. Physical agents such as electricity, trauma etc.

	Location(s) where agent will be stored?       
Is antibiotic resistance expressed?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    If “YES”, specify antibiotic:      
Largest Volume to be used?       

Specify method of agent inactivation:  FORMCHECKBOX 
 Heat    FORMCHECKBOX 
 Chemical    FORMCHECKBOX 
 Radiation    FORMCHECKBOX 
 Protein

           FORMCHECKBOX 
 Other  (specify:       )  e.g. Physical agents such as electricity, trauma etc.

	Location(s) where agent will be stored?       
Is antibiotic resistance expressed?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    If “YES”, specify antibiotic:      
Largest Volume to be used?       

Specify method of agent inactivation:  FORMCHECKBOX 
 Heat    FORMCHECKBOX 
 Chemical    FORMCHECKBOX 
 Radiation    FORMCHECKBOX 
 Protein

           FORMCHECKBOX 
 Other  (specify:       )  e.g. Physical agents such as electricity, trauma etc.
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