	Clinical Consumables Management Group - New Clinical Consumable Application Form



PPS to complete
Date completed application received: 		Application number:

Please complete all sections of the application and send a scanned copy with all signatures via e-mail to:  helpdesk@nhspps.uk

	Name of consumable being applied for:
		



	Is the application for a product to be evaluated?
	YES or NO (delete as applicable)
	

	A master indemnity agreement (mia) needs to be completed for any items provided free of charge by suppliers for clinical evaluation using the mia call off agreement.  The clinician should send this form to the supplier and ensure it is completed and signed before clinical products are used on patients. 

	mia attached: YES or NO or NOT APPLICABLE (delete as applicable)



	Proposed supplier details
	Supplier:
	

	
	Name of contact
	

	
	Tel number
	

	
	Email
	

	
	Supplier quotation reference number 
	



1. Applicant details

	Applicant name: 
	Job Title:

	Department: 
	Business unit (site):
	

	Email: 
	Contact No: 

	Conflicts of interest to declare: YES or NO (delete as applicable)

If yes, please provide details with regards to the supplier and product that you have proposed: 


	Applicant signature:




2. Approval 
Please ensure the form is signed by all, the application cannot be processed until approvals are received.

	Head of department signature:


	Budget holder name and signature:

I confirm that the annual cost of this consumable is affordable within the existing budget.
Budget Code: ______

In line with the Trust’s Standing Financial Instructions (SFIs), budget holders cannot approve unfunded new expenditure. If funding is not available within current budgets, a business case is required.

	Clinical director signature:


	Divisional Director of Operations Signature:


	Finance Approval (in line with SFIs)


	Health Unit Director of Financial Performance


	Name:



	Signature and Date:


	Where an urgent clinical consumable request requires Chair action outside the usual Committee timetable, prior financial approval must be obtained via email from the Health Unit Director of Financial Performance.
	
 ☐ Approval email attached to this application.


	SFI Level Approval as per section 9.4 
Please select an option below


Choose an item.


	Name/ Committee:
	Signature and Date:

	Does the use of the consumable relate to a New Interventional Procedure (NIP)? If yes, please confirm the date that the new interventional procedure received approval as per the Trust's NIP Policy

	

	Is this for a Med Tech device included on the MedTech Funding Mandate policy?

	

	Details of other Trust committees and boards that have already discussed the use of the consumable and support this application (e.g. Divisional Boards; Infection Control Committee; Clinical Practice Group; Specialty group meetings etc)

	

	Is the Trust commissioned to provide the service? 

	

	Is the device reimbursable by NHSE via the Specialised Services Devices Programme (SSDP) process? 

	

	If the answer to the SSDP question above is “yes”, then please answer the following 2 questions:
· Please confirm you have contacted Procurement to receive the correct product codes from NHS Supply Chain for the SSDP products and provided them below (section 4) in this form.
· Please confirm you have contacted Rachel Lewis, Rachel.lewis2@nhs.net and have received confirmation that the Trust is commissioned by NHS England to use the SSDP product(s).

If the answer to the SSDP question above is “no”, then please move to section 3.  

	




3.	Screening questions

	A. Is the application for a new and original consumable that supports an innovation in practice within the trust? 
	Choose an item.
	B. Is the application for an evaluation of the consumable or for permanent use?
	Choose an item.
	C. Is the application for an alternative consumable to one currently used to realise a quality or financial benefit? 
	Choose an item.


4. 	Safety 
Please detail the requirements for the following and specify your plans to ensure appropriate arrangements are in place:

	A. Has preparatory work been undertaken: 

	· By visiting other centres where the procedure has been performed?
	[bookmark: Check2]Yes  |_|   No  |_|

	· By communicating with other clinicians who have already performed the procedure?
	Yes  |_|   No  |_|


	· By establishing how many times the procedure has been performed elsewhere and how successfully?
	Yes  |_|   No  |_|


	· Externally set standards of training are identified?
	Yes  |_|   No  |_|

	· Practitioner has met externally set standards of training?
	Yes  |_|   No  |_|

	· [bookmark: _Hlk181883291]Has the clinician received any training in the procedure?
Please enclose evidence of training.
	Yes  |_|   No  |_|


	If YES to any of the questions above, please give details below:












	B. Tissue viability
	

	C. Storage and expiry dates
	

	D. Risk of retained elements of equipment e.g. is there an introducer that must be removed?
	





[image: ][image: ]		
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5. Proposed new clinical consumable details (please add more rows as necessary)

	Product code
	Clear description (limit 180 characters)
	Price (ex VAT)
	Unit of purchase (e.g. box of 10)
	Expected number of boxes ordered per year (estimate if necessary)
	eClass code*
(*3 letters - click for list)
	One off order?
	Total Spend per annum
	How will products be ordered

	
	
	
	
	
	
	
	
	Choose an item.
	
	
	
	
	
	
	
	
	Choose an item.
	
	
	
	
	
	
	
	
	Choose an item.
	
	
	
	
	
	
	
	
	Choose an item.
	
	
	
	
	
	
	
	
	Choose an item.
	
	
	
	
	
	
	
	
	Choose an item.
	
	
	
	
	
	
	
	
	Choose an item.



6. Current clinical consumables used 
Will the item(s) be removed from the catalogue? ☐ Yes      ☐ No
If No, please specify why the item(s) cannot be removed: [x]

	Product name
	Product code
	Supplier
	Manufacturer
	Box quantity
	Estimated number of boxes used per annum
	Box price exc  VAT
	Total Spend per annum
	How are the products currently ordered

	
	
	
	
	
	
	
	
	Choose an item.
	
	
	
	
	
	
	
	
	Choose an item.
	
	
	
	
	
	
	
	
	Choose an item.
	
	
	
	
	
	
	
	
	Choose an item.
	
	
	
	
	
	
	
	
	Choose an item.
	
	
	
	
	
	
	
	
	Choose an item.
	
	
	
	
	
	
	
	
	Choose an item.



7. Supporting information

7.1 Why is the consumable required?
	



7.2 What is the intended use? (please include information regarding the patient group/ clinical scenario and who would use the product)
	



7.3 Is this product for use by one specialty only, multiple specialties or Trust wide? (Please provide details)
	



7.4 Is this product used and associated with a medical device and/ or pharmaceutical product? If yes, please detail
	




8. Evidence to support application and options appraisal

8.1 Provide details of NICE guidance relating to the consumable and the related procedure where available: 
	



8.2 Provide a summary of other evidence to support the application (including clinical trials where available) and options considered:
	



8.3 Summarise the anticipated impacts and benefits and how will they be measured for the following:

Clinical effectiveness/ outcomes: 
Quality/ safety:  
Efficiency/ productivity: 
Other:  

8.4 Are there any risks of not making the change?
	[bookmark: _Hlk168059001]



9. Financial evaluation 

9.1 Summarise current and proposed financial impact.

How do you intend to use this consumable?

☐ Recurrent (permanent use)
☐ Non‑recurrent (trial/evaluation)

If Non‑Recurrent Use, how long will the trial/evaluation run?

Duration: [ x ] months


	Category
	Current Position (Complete only if a consumable is already in use for the same clinical purpose; otherwise enter “N/A”)

	Proposed Position (Complete for all new, replacement, upgraded, or trial consumables)


	Net Financial Impact 

	Non‑pay expenditure
	£ 
	£ 
	£

	SSDP Income
	£ 
	£
	£

	Net cost
	£
	£
	£

	Available budget
	
	£

	Net Financial Impact
	
	£

	Cost Centre (Budget Code)
	

	Account Code/ Subjective Code
	





9.2 What is the proposed funding source? Please select an option below

	Choose an item.


9.3 Required Approval Route Please select an option below

	Choose an item.



9.4 Required SFI Level Approval Please select an option below

	Choose an item.



9.5 Finance Business Analyst Sign Off

	Business Analyst Name:
	Date and Signature:







10. Environmental evaluation

10.1 Is there a reusable form of this equipment?

	



10.2 Is there a recyclable form of this equipment?
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