
Adirondack Health - CAPITAL Equipment Justification Form
Fiscal Year 2025
Department: _____________ Date Submitted:  _________ Requested by:  ________________  

Equipment Description:  ________________________________________________________

Manufacturer:  __________________________ Date Needed by: _______________________

Model #: ___________ Cost Center: 01._______  Qty: ______ Cost Each: $ ______________

Request is for:      Clinical Equipment ⁪        Non-Clinical Equipment ⁪
Budgeted:  Yes
⁪
No
⁪
GENERAL INFORMATION
1. Is this purchase being made using outside funding?  Yes ⁪  No ⁪

If yes, please provide funding information: ____________________________________

2. Is this equipment requested as  New ⁪    Replacement/Upgrade  ⁪

3. If this is a replacement, please provide the following information on existing equipment:

Equipment: ______________  Model: ___________  SN: ________________________

Age: _______  CN: ____________  Book value from Finance: ____________________

      Asset # from Finance: ________________________

4. Will equipment be traded-in? __________ If yes, trade-in value is $________________

Sold __________    Retired    __________

Justification for purchase, include rationale for purchase of new equipment rather than 

upgrade of existing equipment, if applicable: __________________________________ 

______________________________________________________________________

5. Has equipment being replaced been cleared of all patient information that could possibly 

be stored?     Yes   ⁪   No   ⁪  IT Dept. Director signature: __________________________________________

6. Equipment is:  Fixed  ⁪    Portable  ⁪     Useful life expectancy:  __________________

7. Is this part of a new service?  Yes ⁪  No ⁪  

            If yes, has a New Technology/Procedure Assessment been completed?  Yes ⁪  No ⁪

8. Does the equipment require any of the following?  Please indicate associated costs.

	Electrical ⁪
	Plumbing ⁪
	HVAC ⁪
	Room Modifications ⁪
	Construction ⁪
	Storage  ⁪

	Cost:
	Cost:
	Cost:
	Cost:
	Cost:
	Cost:


9. Manufacturer warranty period:  _______________________

10. Will a service agreement be required after the initial warranty period?  Yes  ⁪  No  ⁪

If yes, what is estimated annual cost and term of the agreement?  Annual Cost: $________  Term: _____

11. Is the equipment FDA approved?  Yes  ⁪   No  ⁪    N/A ⁪

12. Does equipment need to interface with any other system?  Yes  ⁪  No  ⁪

       If yes, what does it need to interface with?  _______________  Cost:  $_______________

13.  Does the equipment require the use of a PC or have vendor provided Software?  Yes ⁪  No ⁪

14. What are the recurring costs for software support:  ___________  Maintenance: __________

15. IT Dept. Director signature : ______________________________________approve items 12-14

16. Have appropriate policies/procedures been created and staff trained?        Yes ⁪  No ⁪

17. List any supplies and/or accessories required for use:  ______________________

______________________________________________________________________

18. Will any of these supplies need to be added to ST Inventory and/or Recurring Requisitions?

      Yes  ⁪  No  ⁪   If yes, please specify and provide min/max stocking levels:  ______________

19. Have all of the following departments, as appropriate, been notified of purchase request?  

Signatures Required:
Chief: ________________ 
Plant Ops: ________________   Pharmacy: ________________

TSP: _______________     Environmental Services: ________________  
_________________________________________________________________________________________      

SUPPLY CHAIN DEPARTMENT USE ONLY
1. Quote attached?  Yes ⁪  No ⁪

2. Is contract pricing available for the equipment?  Yes ⁪  No ⁪

    If yes, GPO _______________ Contract #: _____________ Cost: $_______________

3. Are supplies covered by contract?  Yes ⁪  No ⁪

    If yes, GPO: _________________ Contract # _______________ Cost: $______________

4. Are required supplies patient chargeable?  Yes ⁪  No ⁪

Item

Description



C-Code
_______          ______________________
___________

5. If there is a service contract on existing equipment, can it be cancelled?  Yes ⁪  No ⁪

If yes, date of cancellation:  ________________________

6. Does this equipment qualify for TSP maintenance/inspection?  Yes ⁪  No ⁪

7. Multiple quotes rec’d?  Yes ⁪  No ⁪    Vendors included & date submitted ______________________________

______________________________________________________________________________________________

8. Supply Chain Director, Signature: _______________________________________________________________

9. Date Order Placed:_____________  By:________________     PO Number: __________________
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Dept Director Signature:
 ____________________________ 
Date:    ___________
CFO Approval: 

 ____________________________
Date:    ___________
MM-2A
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