CENTRAL DUPAG]E HOSPITAL Print Form Clear Form
EMERGENCY MEDICAL SERVICES SYSTEM

25 N. WINFIELD ROAD PHONE: 630.633.6910
WINFIELD, IL 60190

EMAIL: CDHEMS@NM.ORG

WEB: WWW.CDHEMS.COM

NEW OR ADDITIONAL EQUIPMENT REQUEST

THE ADDITION OF EQUIPMENT USED FOR PATIENT CARE PURPOSES REQUIRES APPROVAL FROM THE CENTRAL DUPAGE EMERGENCY MEDICAL SERVICES

SYSTEM AND MEDICAL DIRECTOR. THIS FOR MUST BE COMPLETED IN ITS ENTIRETY AND SUBMITTED TO THE EMS OFFICE PRIOR TO THE USE OF

REQUESTED NEW OR ADDITIONAL EQUIPMENT IN THE PROVISION OF PATIENT CARE. SAID EQUIPMENT MAY NOT BE USED FOR PATIENT CARE PURPOSES

UNTIL THIS REQUEST IS APPROVED AND RETURNED TO THE REQUESTING AGENCY.

DATE: /

NAME OF REQUESTOR:

REQUEST SUBMITTED FOR:

NEW OR ADDITIONAL EQUIPMENT REQUEST

ITEM NAME / DESCRIPTION:

VENDOR:

MANUFACTURER: (IF DIFFERENT FROM

MANUFACTURER)
ITEM NUMBER/ REFERENCE NUMBER:
LeveL ofF CARE FIRsT IS SPECIALIZED OR
REQUIRED FOR ALS BLS ADDITIONAL TRAINING No YES

RESPONDER

EQUIPMENT USE: REQUIRED?
EXPLAIN ADDITIONAL OR
SPECIALIZED TRAINING
REQUIRED (IF APPLICABLE):
FOR NEW EQUIPMENT, DOES LisT CURRENT SOP /
CURRENT SOP APPLY OR MAKE No YES POLICY THAT APPLIED TO

PROVISION FOR USE?

EXPLAIN NEED FOR SOP / PoLicy
ADDITION OR CHANGE:

DESCRIBE HOW EQUIPMENT WILL
DIRECTLY BENEFIT THE PROVISION OF
PATIENT CARE (A'ITACH ADDITIONAL
INFORMATION AS NEEDED:

**STOP** EMS PERSONNEL DO NOT WRITE BELOW THIS LINE. FOR ADMINISTRATIVE USE ONLY!

EMS SYSTEM REVIEW:

COMMENTS / NOTES:

EMS SysTEM COORDINATOR SIGNATURE:

EMS MEDICAL DIRECTOR SIGNATURE:

FOrRM #: CDHEMSS-008 NEw OR ADDITIONAL EQUIPMENT REQUEST

APPROVED: 08/2018 REeviseD: N/A

NEwW EQUIPMENT

APPROVED

EMS Agency:  Select EMS Agency Name

ADDITIONAL OR REPLACEMENT EQUIPMENT

EQUIPMENT USE:

DENIED ADDITIONAL INFORMATION REQUIRED
DATE: / /
DATE: / /
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