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[bookmark: _GoBack]APPLICATION FOR EQUIPMENT ACCEPTANCEBiomed
ID # _____

FOR RESEARCH USE

Device (name or description): 	   
Research Study Title: 	   
IRB #: 	   Date of IRB Approval: 	
Investigator Name: 	                               Phone: 	
Manufacturer: 	   Vendor/Sponsor Contact: 	
Address: 	   	   
                                    Address                                                                                                                 City                       State             Zip 
      Phone: 	   
	1. Device is powered by?
	

	2. Are any batteries needed or used? (list)
	

	3. If 110V AC, does the device have a hospital grade plug or is it double insulated?
	

	4. Does the device meet AAMI electrical leakage conditions?
	

	5. Two (2) operator manuals will be included?
	

	6. Service and preventive maintenance is provided by?
	

	7. Any special requirements for installation? (list)
	

	8. Please attach a list of all simulators, probes, cables, etc., needed for proper operation, along with name and address of manufacturer if different than previously identified.
	

	9. Recommended minimum calibration and preventive maintenance periods are?  
	

	10. Fluid spill protection is (0-10, 0 is poor)?
	

	11. Device emits radiofrequency waves (RF), x-rays, electromagnetic fields, etc.? Describe.
	

	12. Device is susceptible to RF, electromagnetic fields or power line interference?  Describe.
	

	13. Device uses or may emit radioactive or toxic materials?  Describe.
	

	14. Device is susceptible to mechanical jarring or vibration?  
Rate 0-10, with 0 being fragile.
	

	15. Temperature operating range?
	

	16. Recommended method of cleaning and/or sterilization?
	

	17. Total weight?
	

	18. Will MED staff be expected to use this equipment?
	

	19. On site inservice training?  Conducted by?
	


Comments:


Evaluated in-house?      Yes      No                          Approved for use in The MED?      Yes      No    
Evaluated by whom? 	   Date: 	
                                                                                                       signature
BIOMED:  Please send copy of completed form to Office of Medical Research
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