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SECTION A

PRE-PURCHASE/PRE-DEMONSTRATION EVALUATION FOR NEW EQUIPMENT
Purpose of the form:
Clinical Engineering:

· Include in the preventative maintenance program

· Maintain an accurate inventory of assets

· Track safety re-call's and patient safety issues
Engineering:

· Include in the preventative maintenance program

· Maintain an accurate inventory of assets

· Track safety re-call's and patient safety issues
· Validate that space, power, cooling, and other installation logistics are available

When to use the form:

When acquiring (by purchase, lease, grant, or no charge) new electrical equipment, medical equipment, the form must be completed. Please refer to guide below:

	Equipment
	Sections to be completed:

	
	A
	B
	
	

	Demonstrations of Equipment
	(
	
	
	

	Electrical Equipment
	(
	(
	
	

	Medical Equipment
	(
	(
	
	

	IT Software or Hardware
	(
	(
	
	

	Medical Equipment with Software and computer equipment
	(
	(
	
	


Who should complete the sections of the form?

Section A - should be completed by the Manufacturer\ Vendor

Section B - should be completed by the Requisitioning Department Head

Form Routing

The Requisitioning Department Head should get all appropriate signatures and attach the Pre-Purchase /Pre-Demonstration Evaluation Form to the purchase order or contract.

Regardless of how you are acquiring the equipment, software, or hardware, you should still have this form completed and routed to the appropriate departments (Clinical Engineering, or Engineering).

PRE-PURCHASE/PRE-DEMONSTRATION EVALUATION FOR NEW EQUIPMENT

Section “A” of this form must be filled out by each bidding or demonstration company.
All applicable parts of this form must be completed and attached to the departmental purchase requisition for in-house equipment demonstrations or the purchase of electrical equipment, medical equipment, or software packages with a price exceeding $500.00. The completed form and purchase requisition must be returned to the Director of Materials Management prior to the demonstration or purchase of said equipment.

Requesting Department:       FORMTEXT 

     

Date: 
Requested By:       
Phone Extension:      
Model Number of Equipment:      
Description of Equipment:       
Vendor Information
Vendor’s Company Name:       
Address: 

     
Contact: 
Purchase:  FORMCHECKBOX 

Lease:  FORMCHECKBOX 

Evaluation:  FORMCHECKBOX 

Other:  FORMCHECKBOX 

1. Is this equipment listed and/or labeled:  UL  FORMCHECKBOX 
  
CSA  FORMCHECKBOX 
. 
Note: If item not CE labeled, provide electromagnetic compatibility (EMC) design considerations. If EMC not considered by vendor, please check this box  FORMCHECKBOX 
.

2. Hospital’s policy is to standardize equipment whenever possible. DO WE HAVE AN EXACT DUPLICATE OF THIS EQUIPMENT?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 
 
If “yes”, where is equipment located?      
3. Hospital requires the following information from successful equipment bidders.
	Equipment
	YES
	NO
	Yes, for added charge
	Other

	Sales Brochures (varying numbers)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	$      
	     

	Operators Manuals (2)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	$      
	     

	Complete Service Manuals w/Software Keys (2)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	$      
	     

	Submittal Drawings (Network, Room Layouts, etc.) (3)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	$      
	     

	Complete Schematic Drawings
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	$      
	     

	In-Service Sessions for Users (varying numbers)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	$      
	     

	Biomedical Training Equal to Field Engineer Training (1)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	$      
	     

	Instructions to remove PHI from equip.\device 
(If applicable)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	$      
	     


4. If applicable, please complete the following information concerning operating system software.

REVISION NUMBER OF QUOTED OPERATING SOFTWARE:      
LENGTH OF TIME THIS SOFTWARE VERSION IN GENERAL USE:      
TOTAL INSTALLED BASE FOR THIS SOFTWARE (U.S.):      
PROJECTED RELEASE DATE OF NEXT SOFTWARE VERSION:      
OPERATING PLATFORM AND REVISION NUMBER OF REMOTE WORKSTATION 
SOFTWARE (IF APPLICABLE):      
OPERATING PLATFORM AND REVISION NUMBER OF USER INTERFACE (IF APPLICABLE):       FORMTEXT 

     
 
 

5. Please state the cost of the following items:

	Item
	Cost

	Replacement Parts Kit (If applicable)
	$ 

	Full Service Contract (Please provide a copy)
	$      

	Preventative Maintenance Contract (Including Frequency)
	$      


6. Please state the percent discount from list price Hospital can expect for replacement service parts: 
7. Please express details of warranty concerning duration, parts, labor and normal working hours for warranty service. If possible, attach a copy of company warranty policy.      
     
8. How long has this product been on the market? 
9. Can a user list be provided upon request?   Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
   If “Yes”, please attach. 
10. Cost of equipment includes the following:

	Equip. Costs
	Yes
	No
	N/A
	Equip. Costs
	Yes
	No
	N/A

	Delivery
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Calibration
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Assembly
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Start-up Supplies
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Installation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Cable Installation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



If answer to any of the above is No, then additional costs must be identified as part of the purchase process:
     
11. Has this equipment been involved in a recall or is it under investigation for any operations or safety related issue?   Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
   If “Yes”, attach explanation.


12. Will it be necessary for SSFHS to make provisions for the following?
FOB INSTALLED   Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

	Type 
	No
	If Yes, 
	Capacity

	Steam
	 FORMCHECKBOX 

	Pressure       PSI
	      LBS/HR

	Control Air
	 FORMCHECKBOX 

	Pressure       PSI
	      SCFN

	Medical Air
	 FORMCHECKBOX 

	Pressure       PSI
	      SCFN

	Oxygen
	 FORMCHECKBOX 

	Pressure       PSI
	      SCFN

	Vacuum
	 FORMCHECKBOX 

	Pressure       Inches Hg.
	Volume:      

	Exhaust
	 FORMCHECKBOX 

	CFM      
	


Other Gas than listed above:       FORMTEXT 

     

Type & Pressure:  PSI   Volume:            
	Other Provisions
	No
	If Yes,

	Cold Water
	 FORMCHECKBOX 

	Temp. Range:       °F Min         °F Max
	      GPM Pressure

	Hot Water
	 FORMCHECKBOX 

	Temp. Range:       °F Min         °F Max
	      GPM Pressure

	Cooling
	 FORMCHECKBOX 

	Type:         Amount:      

	Fuel
	 FORMCHECKBOX 

	What kind:      


HEAT GENERATION TO ATMOSPHERE IN BTU’S/HR:    
PEAK           
Standby      
RECOMMENDED AMBIENT AIR TEMPERATURE:       °F   
PLUS OR MINUS       °F
RADIATION OR RADIO FREQUENCY SHIELDING REQUIRED?   Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
 
IF SHIELDING IS REQUIRED, WHAT TYPE?       
WEIGHT:        LBS.                             FLOOR LOADING:       LBS/FT2
SPACE REQUIREMENTS: L      
W      
HT       
OTHER REQUIREMENTS:      
13. ELECTRICAL REQUIREMENTS: 
VOLTAGE: 
110V  FORMCHECKBOX 

208V  FORMCHECKBOX 

240V  FORMCHECKBOX 

480V  FORMCHECKBOX 

PHASE:
SINGLE  FORMCHECKBOX 

3 PHASE/NEUTRAL  FORMCHECKBOX 

AVG OPERATING CURRENT:      AMP
STARTING CURRENT: 
      AMP
	Electrical Requirements
	Yes
	No
	Electrical Requirements
	Yes
	No

	Operates on Batteries Only
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Battery Backup
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Requires an Isolated Ground
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Requires Dedicated Power Line
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Requires Power Conditioning or UPS
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Will Operate on Isolated Power
	 FORMCHECKBOX 

	 FORMCHECKBOX 



IF POWER CONDITIONING IS REQUIRED, LIST SPECIFICATIONS:      

 FORMTEXT 
     
14. INFORMATION SYSTEMS REQUIREMENTS:

	Will this Equipment Require:
	Yes
	No

	Is, or does this equip., include, a new PC, Printer, or MIS Device?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Additional new PC’s or Printers?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	PC’s or Printers to be relocated?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	PC’s or Printers to be upgraded?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Interfacing with existing systems? If “Yes”, SSFHS requires newly purchased equip. to be HL 7 compliant. HL 7 compliance statements must be supplied.
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	New phones or lines for faxes or modems?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Existing phone lines to be relocated?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Voice mail or call processing services?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Will this system interconnect with an existing LAN/WAN?
	 FORMCHECKBOX 

	 FORMCHECKBOX 



If applicable, what type network is supported by this equipment?      
If applicable, please identify any router requirements?      
	Cabling?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Generate or utilize medical images? If “Yes”, SSFHS requires newly purchased equipment to be Dicom 3.0 compliant. Dicom conformance statements must be supplied.
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Will this equip. create, receive, store, or transmit patient data? If “Yes”, then section C and D must be completed to verify compliance.
	 FORMCHECKBOX 

	 FORMCHECKBOX 



15. Does this device\system have radio frequency (RF) (e.g., WiFi, Wireless, Bluetooth) capabilities (receiving or transmitting)?   Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
     If “Yes”, are there plans to use these features at this time?   Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

If yes, please explain.      
If the answer to any of the above questions is "Yes", then you must review your equipment needs with the MIS Director to identify additional costs.

16. Is the device\system managed through a client on the workstation?  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
     

17. Can the device\system be managed via the Internet?  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
     


If “Yes”, is the transmission encrypted? Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

The Manufacturer shall understand that inaccuracy and/or omission of information in items 1 through 15 may result in the return of purchased equipment, freight collect.
Manufacturer’s Representative:      

Date:      
PRE-PURCHASE/PRE-DEMONSTRATION EVALUATION FOR NEW EQUIPMENT

Section “B” of this form must be filled out by requesting Department Head.
18. RENOVATION/CONSTRUCTION REQUIREMENTS – PLEASE CHECK ANY OF THE FOLLOWING THAT APPLY.


	Existing space in the department will require change.
	 FORMCHECKBOX 

	Temporary relocation will be necessary to maintain operations.
	 FORMCHECKBOX 


	New furnishing or casework will be required.
	 FORMCHECKBOX 

	Additional space will be required or become available.
	 FORMCHECKBOX 


	This request will impact other departments.
	 FORMCHECKBOX 

	It will be necessary to abate the area due to this request.
	 FORMCHECKBOX 


	Architectural or engineering consultants will be required.
	 FORMCHECKBOX 

	“Outside” temporary services will be needed.
	 FORMCHECKBOX 



If any of the above boxes were checked, please attach a detailed explanation to this form.
19. MATERIALS MANAGEMENT/PURCHASING
Does Consorta have an agreement for this type of equipment or with this vendor?   Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
 
Will existing equipment be disposed of?   Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

If “Yes”, does it store electronic patient information with requirements for appropriate HIPAA disposal?   
Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

How will existing equipment be disposed of?    Trade-In  FORMCHECKBOX 
    Scrap  FORMCHECKBOX 
    Relocate  FORMCHECKBOX 
    Storage  FORMCHECKBOX 

Will special handling be required in delivering the equipment?   Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

Riggers  FORMCHECKBOX 
     Movers  FORMCHECKBOX 
     Installers  FORMCHECKBOX 
     Please Describe:      
     
Where is the equipment to be delivered?      
Will this purchase require staging or temporary storage?   Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

If “Yes”, please describe:      
     
Will this purchase require additional disposable supplies or reusable supplies that will need to be reprocessed by Central Processing?   Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

If “Yes”, what is the annual volume?         
Annual expense?      
If “Yes”, any supply used with this equipment must be identified as part of the Value Analysis process. Have Value Analysis forms been submitted for review? If “No”, please explain:      
     
DO NOT WRITE BELOW THIS LINE – FOR USE BY BIO-MEDICAL ENGINEERING

PO#      

     

ASSET #: FORMTEXT 

     

ECRI UNIVERSAL MEDICAL DEVICE CODE 
HOSPITAL PM PROCEDURE #:       
DATE RECEIVED:      
PM SCHEDULE:       
ENTERED IN EQUIPMENT DATABASE: DATE      
COMMENTS (Type below): 
     
COMPLETED BY:       
DATE:     
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