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Section I  Coordinators Final Review Summary

                  A. Financial Impact: __________________________________________________________
                  _____________________________________________________________________________
                 _____________________________________________________________________________
                 _____________________________________________________________________________

                 B. Clinical Findings: __________________________________________________________
                 _____________________________________________________________________________
                 _____________________________________________________________________________
                 _____________________________________________________________________________

                C.  Reimbursement Impact: _____________________________________________________
                ______________________________________________________________________________
                ______________________________________________________________________________

                D.  Other Considerations: _______________________________________________________
                ______________________________________________________________________________
                ______________________________________________________________________________
                ______________________________________________________________________________
                ______________________________________________________________________________

E. Recommendations: _________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

               Coordinator Signature: ______________________________   Date: _______________________

Section II  Value Analysis Core Group Action

Approve / Request additional information / Sub-Group recommends product (s) are not acceptable
 Defer project at this time

Section III  Implementation Plan

1) MMOT recommendation.           Date submitted to MMOT:_________________
                                                         Date MMOT makes recommendation: _______________
2) ECC recommendation. Date TA Forms submitted to ECC: __________________

               Value Analysis Coordinator Signature: ________________________  Date: _________________
               *Memo to Requestor with outcome of clinical trial and VAP Core Group recommendation


