Part 1

Product to be Evaluated:

PRODUCT REQUEST FORM

Date:

Manufacturer:

Catalog Number:

Person Requesting Evaluation:
Phone #:

Part 11

Reason for Request:
Contract Compliance Issue
New Technology

Safety Requirement

Other:

Department:

() Cost Comparison (
() Physician’s Request/Preference (
() Regulation Requirement (

Part 111

Requested item will be: (Check all appropriate)

Addition to current inventory

Replacement to current inventory

Reduces use of an existing product line (G
Stocked in Materials Management ()

Stocked in OR inventory
Patient Billable item

Part IV
Sales Representative:

C )
(yes/no)

Phone #

Company Name:

Pager #

Phone #

Subcommittee Use Only
Part V

Evaluation Request Approved:

If “no” give reason:

(yes/no)

Further Information Required:
If “yes™ referred to:

(yes/no)

Subcommittee Approval

Date:

Chairperson Signature

Date:

Part V
Evaluation Start Date:

Evaluation Completion Date:

Please provide completed form to a Clinical Manager or Coordinator.




PRODUCT TRIAL EVALUATION FORM

Part |

Product to be evaluated:

Date:

Manufacturer:

Catalog Number:

Distributor:

Department Evaluating Product:

1.
2.
3.

Date Evaluation Began:

Department Representative:

Date Evaluation Completed:

Number of Evaluation Forms Submitted:

Contract Information:
Group:

Returned:

Local:

Pricing Agreement:

Summary of Trial Results:

Part I
Subcommittee Use Only

Subcommittee Review Date:

Subcommittee Approval for Purchase:
If “no” give reason:

(yes/no)

Date:

Chairperson’s Signature:

Please provide completed form to a Clinical Manager or Coordinator.



