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    (Office Use Only)

NON-HOSPITAL OWNED BIOMEDICAL EQUIPMENT
SECTION #1 - TO BE COMPLETED BY THE BIOMEDICAL TECHNICIAN









DATE 





MANUFACTURER: 












CIRCLE ONE:
Rental        Trial        Physician Owned        Patient Owned        Loaner       Other ___​​___________

DEVICE:













MODEL #:





     SERIAL #:





DEPT:














VENDOR:













APPROX. USEAGE TIME: 











(         Check if electrical safety tests passed current standards.
SECTION # 2 - TO BE COMPLETED BY THE SUPPLIER
Supplier warrants that above device delivered for use at The Your Hospital and Medical Center is periodically tested for safety and performance in accordance with current standards and manufacturers recommendations. Documentation supporting tests performed is maintained by the supplier and is available for inspection by the hospital at any time. Performance testing by the Biomedical Laboratory is not necessary.
I verify that performance tests have been completed on the above equipment.
EQUIPMENT REP. (Print)



EQUIPMENT REP. (Signature)

Completed forms are recorded and maintained by the Engineering Call Center.
COMMENTS:







































TECH:


TIME:


CODE: 1807


DATE:
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