CLINICAL TRIAL BUDGET FORM 
	A.1. 
	Full Name of Trial:


	B.1 
	Trial Protocol Code Number 
	

	B.2 
	Trial Protocol Version Number 
	

	B.3 
	Trial Protocol Date
	


	C.1 
	Sponsor Name and Full Address 
	

	C.2 
	Sponsor’s Legal Representative and Full Address 
	


	D.1 
	Coordinator’s Title/Name/Surname 
	

	D.2 
	Coordinator’s Address 
	


	E.1 
	Responsible Investigator’s Title/Name/Surname 
	

	E.2 
	Responsible Investigator’s Address 
	


	F.1 
	Number of sites taking part in the trial 
	

	F.2 
	Sites 
	


	G.1 
	Total number of trial subjects planned to be recruited 
	


	H.1 
	The sum to be paid to the research institution per each subject to complete the trial
	

	H.2.
	Indicate any difference between sites in a multi-center trial 
	


	I.1 
	The sum to be paid to the investigator per each subject to complete the trial:
	

	I.2 
	Indicate any difference between sites in a multi-center study.
	


	İ.1 
	Services procured from the site 
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	İ.2 
	Services procured off-site 
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 



	J.1 
	Cost of services procured from the site are to be covered from the overall trial budget.
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	J.1.1 
	If Yes, specify services and the number of times each is needed (e.g. 3 x EKG, 2 x CT)
	

	J.2 
	Cost of services procured off-site are to be covered from the overall trial budget.
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	J.2.1 
	If Yes, specify services and the number of times each is needed (e.g. 3 x EKG, 2 x CT)
	


	K. 
	Compensation to Subjects 

	K.1 
	Direct payments 
For Phase I and Bioequivalence trials only.
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	K.1.1 
	If Yes, specify the amount.
	

	K.2 
	Payment in the form of reimbursement of subjects for their expenses 
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	K.2.1 
	If Yes, specify the maximum sum payable to a subject through out the trial (e.g. transportation and reasonable lunches).
	

	K.3 
	Payments in the form of reimbursement of subjects for their expenses are to be covered from the total trial budget.
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 



	L.1 
	Other payments 
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	L.1.1 
	If any, specify
	


	M.1 
	Indicate the total trial budget.
	


	N. 
	Source of income 

	N.1 
	Sponsor
	 FORMCHECKBOX 


	N.1.1 
	Specify.
	

	N.2 
	Research funds
	 FORMCHECKBOX 


	N.2.1 
	Specify.
	

	N.3 
	Overall budget of the institution 
	 FORMCHECKBOX 


	N.3.1 
	Specify.
	

	N.4 
	Other sources
	 FORMCHECKBOX 


	N.4.1 
	Specify.
	


	I hereby undertake and warrant that no cost relating to the investigational medicinal product or pertinent tests, laboratory procedures or examinations etc., or to any comparator and/or a well-established drug used for the purposes of cost comparison with the investigational medicinal product or pertinent non-routine tests, laboratory procedures or examinations etc shall be covered from any state fund or budget or from private health insurance, and rather that these all shall be paid by the person or entity who sponsors the project.


	Title/name/surname of the sponsor or its legal representative in own handwriting 
	

	Full address
	

	Telephone number 
	

	Fax number 
	

	Email 
	

	Date (in day, month, year format) 
	

	Signature
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