Equipment Trial Assessment Form
	Department Requesting Trial: 
	Head of Department: 

	Official Location: 
	Trust Wide Use?
	Yes
	No
	

	Description: 

	Date Of Trial – From: 
	To: 

	Model: 
	Cost: 

	Manufacturer: 

	Life expectancy (yrs):

	Supplier: 

	Supplier Contact: 

	If modular part of main equipment  please note:
	
	Supplier Indemnity: 

	Cleaning / Decontamination Details:



	Infection Control Comments:



	Health & Safety Comments

Name:

	Departments Included in Trial: 
Name:

	Physiotherapy - Comments
Name:

	Occupational Therapy - Comments
Name:

	OPD - Comments
Name:

	Diagnostic Imaging - Comments
Name:

	R&D – Comments
Name:

	Wards – Comments

Name:

	Radiotherapy – Comments

Name:

	Medical Devices – Comments
Name: Anthony Marsland

	Administrative Departments:
Name:

	Equipment Accepted for use at CCC
	Yes
	No

	If no please explain rationale:



	If yes please ensure completion of Equipment Assessment Form


PLEASE FORWARD COPY OF THIS FORM TO MEDICAL DEVICES & COMMODITIES MANAGER ON COMPLETION
