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General Information
Test Information
Test Procedure requested:_____________________________________________________
Instrument/Kit name:__________________________ Manufacturer:___________________
Purpose of test:      _____screen       _____monitor       _____diagnose       _____other
Location(s) of testing: ________________________________________________________
Hours of operation:  _________________ Frequency of test performance:_______________

Estimated volume of tests per month:__________________

Patient population:           _____inpatient          _____outpatient          _____both

CLIA test complexity:  ____Waived  ____Moderately complex  ___Highly complex  ____PPM    
Title of personnel who will be performing test:____________________________________

Approximate number of testers:____________________
Is this service currently available through the central laboratory?  _____Yes     _____No
What problem and/or issue prompted consideration of a new POC test in your department?

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

Have you collected any data that illustrate the problem/issue? Do you have any data that indicates POC testing will alleviate this concern? Explain:_______________________________________
______________________________________________________________________________

Have you worked with the laboratory to find solutions utilizing the central lab?_______________
______________________________________________________________________________

Explain the expected benefit of the new test, include how it will affect/ improve patient care, advantage of test over currently available method, potential cost savings/expense_____________
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Is there a budget for supplies, reagents, QC, and interface material if needed?________________

______________________________________________________________________________

Would patient treatment/management decisions be based solely on POC test results? __________
______________________________________________________________________________

----------------------------------------------------------------------------------------------------------------------

For POCT committee use only

Date received by POCTC:____________          Request for additional information__________
Date brought to committee:___________          Date info submitted:_______________
Date of Approval/Denial:_____________
Signature of Committee Chair:___________________________________Date:___________

Signature of Medical Director:___________________________________Date:__________
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