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Questionnaire for proposed Medication or 
Equipment for Trial or Implementation

Summary Statement including:
1. What problem or issue does this address?

2. What is the current Process/Method/Equipment/Medication?

3. How does this proposed solution improve the current Process/Method/Equipment/Medication?

Impact Statement including:
1. Who does this impact:

a. Which Organization (s)
b. Which Provider Credential Level (s) 

2. Education:
a. Delivery Format (in person lecture, DVD, Web based, hands on)

b. Who delivers this education ( OMD, each organization, other)
c. Comprehension tool ( written testing, skills proficiency)

3. Does this require a COG change?

4. Cost of this (budgeted or new expense)?

Please provide Specifications/Literature/Vendor information:

Primary Point (s) of Contact for this Questionnaire:
	Print Name:
	Organization:
	Phone #
	E-mail Address:

	
	
	
	

	
	
	
	

	
	
	
	


Answer this questionnaire as completely as possible; use additional sheets/documents as needed. This page must be the cover sheet. Route or Fax it to the OMD. The OMD will consolidate and provide them to the System Equipment and Medication Committee at the next scheduled meeting. Document received at the OMD on:__________________. 
For additional information and process flow chart refer to OMD Reference OMDR - 18
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