Our Evaluation Form for Safer Needle/Syringe Devices

     Form #15
(Master – Make Copies)

_______________________________________________________________________________________________
Name







Title

______________________________________________________________________________________
Department/Unit





Date

______________________________________________________________________________________
Product Name (Attach any product information sheets used in evaluation)

Evaluation Issues





                                                      Circle one
1. The syringe functioned satisfactorily for its intended purpose         


Yes     No     Unknown/NA                  
2. Syringe is suitable for most standard syringe function




Yes     No     Unknown/NA               
3. The product is available in the sizes needed





Yes     No     Unknown/NA
4. The product is simple to operate






Yes     No     Unknown/NA
5. The use of this product requires no training





Yes     No     Unknown/NA 
6. The safety feature activated with a one-handed technique



Yes     No     Unknown/NA
7. The safety feature worked reliably






Yes     No     Unknown/NA
8. Both hands remain behind the needle during engagement of safety feature 

Yes     No     Unknown/NA
9. The safety feature does not interfere with normal use of this product 


Yes     No     Unknown/NA
 10.   The product is equally satisfactory for different or diverse patient populations 

Yes     No     Unknown/NA
          (adults, children, heavy, thin, etc.)
 11.   Dosage is clearly visible in test syringe





Yes     No     Unknown/NA
 12.   The safety feature could not be bypassed





Yes     No     Unknown/NA
 13.   The safety feature works well with a wide variety of hand sizes


Yes     No     Unknown/NA
 14.   The device is no more difficult to process after use than non-safety devices 

Yes     No     Unknown/NA
Further Input
15. Did you experience any needle sticks with the test drive?



Yes  Or  No
16. About how many times did you see the test syringe before you were comfortable using it? ______________________________________________________________________________________________
17. Did you have any problems with this device?



Yes Or No (if yes, please explain)
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
18. Which device would you rather use? (Please circle one)                                  

The product we normally use               The tested product                Other_______________________
Comments:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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