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   NEW CLINICAL PRODUCT REQUEST      Control#


	Requestor Information

	Physician/Clinician Requestor: 
	Title:  
	Facility:  

	Department:  
	Requestors phone:
	Requestor email:

	Person Completing form:
	Phone Number:
	Date Submitted:

	Product Information

	Product Type: 
 FORMCHECKBOX 
  Supply          
 FORMCHECKBOX 
  Capital or Minor Equipment            FORMCHECKBOX 
  Both            FORMCHECKBOX 
  Outsourced Contractor           

	Product/Equipment Name:  
	Manufacturer:  

	Catalog number requested:
	Price of product $                              Anticipated Monthly Usage:

	Brief Description of intended use; /procedure or diagnosis:  

	

	Vendor Contact Name:
	Phone number:

	Vendor Email:     
	Is this product FDA Approved?
 FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No     

	Is this product a New Technology? 
 FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No     
	If yes, does it have an HDE?
 FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No     

	Is this product related to an IRB? 
 FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No     

	Does the requestor have any financial or personal interest or relationship with the manufacturer of this product?             FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No     

	If YES, please describe:

	Is product an implantable device, human tissue, stem cell product and/or requires special storage requirements?        FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No

	If YES, note all here:

	Does this product contain a sharp? 
 FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No     
If yes, does it have a safety mechanism built in? 
 FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No     

If no, complete Part D.


	Reason for Request: (check all that apply)

	 FORMCHECKBOX 
   Lower Cost
 FORMCHECKBOX 
   Safety or Regulatory Compliance 
 FORMCHECKBOX 
   Standardization/Waste reduction 
 FORMCHECKBOX 
   Environmental Benefit
	 FORMCHECKBOX 
   Physician Request
 FORMCHECKBOX 
   Improves Outcome/
 FORMCHECKBOX 
   Enhances patient satisfaction/care  

          experience 
Other:
	 FORMCHECKBOX 
    Reduced procedure time
 FORMCHECKBOX 
    Diversity Supplier 
 FORMCHECKBOX 
    Latex Free



	Utilization Information

	This product will be used by :   FORMCHECKBOX 
   MD only     FORMCHECKBOX 
   Nursing staff only     FORMCHECKBOX 
   MD and requires nursing staff management and/or training//policy
  FORMCHECKBOX 
   One dept only                   FORMCHECKBOX 
   Multiple depts.                  FORMCHECKBOX 
   Multiple Facilities                

	Are there similar products in ULH formulary?
 FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No  
If yes, List Product:                                                                        Manufacturer#:

	Will any current product(s) be replaced?
 FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No  
Product:                                                                         Manuf#                                                              Lawson#(if known)

	NOTE: Product detail and reference sources for clinical evidence of safety and efficacy of the product must be attached

	Signature of Department Director Approving request:
	Dept:

	Signature of requesting clinician:
	

	Date forwarded to Regional CVAM:
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Email to: kevindon@ulh.org  Fax#


