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Instructions for Preparing IM/IT Request

Block 1:

Military Treatment Facility (Name and City):  Provide complete command name and location of the appropriate Department requesting the equipment.
UIC (Unit Identification Code):  Provide UIC for Facility.
ECN (Equipment Control Number):  Provide unique number, including date code, assigned for each individual item.

Branch Medical/Dental Clinic:  Provide the name, base, and city for the branch medical or dental clinic for which the equipment is requested. Leave blank if request is not for a branch medical or dental clinic.

Branch UIC:  Provide the UIC for the branch medical or dental clinic indicated in the previous block. Leave blank if request is not for a branch medical or dental clinic.

Date:  Use current date.

Requesting Department/Directorate:  Provide name of department and division requesting the equipment.

Code:  Provide any appropriate department or division code.

Department Priority:  Enter the priority for the appropriation year budget submission.

Block 2:

Item Description:  Provide a general description and characteristics including all components and accessories.

Acquisition Cost:  The total acquisition cost must include the cost of the requested item plus the costs of all components, accessories, installation, and facility modification.

Annual Recurring Cost:  The annual recurring cost must include anticipated annual maintenance and upgrade costs.

Block 3:
Justification:

a.
Indicate the primary business function (Clinical, Resources, Logistics, or Executive 
Information) the requested equipment supports. 

Block 3:
Justification: (Continued)

b.
Provide a brief description of how the function of the requested item is being accomplished at the present time. If the requested item is to provide a new service, type "new item." 

c.
Provide statement on the impact of the requested item as to the effect on CHAMPUS, workload, efficiency, productivity, manpower resources, cost reduction, maintenance, etc. 
Include increases and decreases. 

d.
Provide information on the impact if the item is not funded in the FY requested (CHAMPUS 
cost, Supplemental Care cost, leasing required). 

e.
Indicate if training is required. 

f.
Indicate if requested equipment is MHSS compliant. If not, explain. 

Block 4:
Equipment:  Indicate if the equipment is new, an expansion item to existing inventory, a replacement, or upgrading equipment.

a.
To be completed if the requested item is replacing or upgrading a unit currently 

in use. 

b.
To be completed if the requested item is replacing a unit currently in use. If the current unit is going to be retained, indicate why it will be retained. 

Block 5:

Network Manager:

a.
Indicate if any additional infrastructure is required, including cost. 

b.
Indicate if the equipment requires installation and the estimated cost. 

c.
Indicate if a network card is required. If yes, give the type of card, and type of connection. 

d.
Provide any additional considerations. 

Block 6:
Facilities Manager:  If Block 5a is checked, this is to be completed by the assigned Civil Engineer or Public Works Officer.

Block 7:
Maintenance and Repair:  Indicate the provider and cost of maintenance for the requested item.

Block 8: 
Requesting Department Head:  Provide the name, phone number, and signature of the requesting department head.

Block 9:
Reviewed for Technical Appropriateness:  Provide the typed name and signature of the Command CIO.

Block 10:
Type of Funding:  Indicate the type of funding for which the equipment request was completed. Is it for OP, O&M, MILCON, or other.  Include name, date, and signature of Director.

SAMPLE IM/IT REQUEST FORM

PRIVATE
1. Military Treatment Facility:

UIC:





Control number:

Branch Medical/Dental Clinic:

Branch UIC:





Date:

Requesting Department/Directorate:

Code:





Department Priority:

Standard Nomenclature:  



















2. Item Description: (How the equipment will be used with general description and characteristics including ALL components and accessories.) (Use additional sheets if required.) (Attach manufacturer’s literature or quotations.)









Acquisition Cost:*
* Includes accessories, installation, and facility

   modification.


Annual Recurring Cost:
















3. Justification: (Use additional sheets if required.)

    a.  Which business function will the proposed system support?
         Clinical Resources
         Logistics Executive Information
    b.  How is the function of the requested item currently being accomplished (Status Quo)?
         Manual
         Automated
         Not At All
    c.  Brief impact of acquiring item. (Effect on CHAMPUS, workload, efficiency, productivity, manpower resources, cost reduction maintenance, etc. include increases and decreases.)
    d.  Brief statement of impact if item is not funded in the Fiscal Year requested.
    e.  Is training required?  ___ Yes   ___ No 



















4. Equipment is:   New/Expansion/Replacement/Upgrade (If replacement/upgrade, complete the following):











    a.  Item being replaced/upgraded:                   Nomenclature:






Manufacturer:


        Model Number:
     Serial Number:




Plant Account Number:



    b.  Proposed disposition of replaced equipment:  Dispose/Excess to command/Retain.  Why?



















5.  Network Manager:
     a.  Is infrastructure planning required (i.e., additional electrical support, drops, wiring, emergency power, A/C,

          ventilation, radiation shielding).  ___Yes   ___ No  If yes, estimated cost:
     b.  Is installation required?  ___Yes    ___No   If yes, estimated cost:
     c.  Additional considerations:

     Signature of Network Manager/Telephone number



















6.  If answer #5a is yes, complete the following:
     Facilities Manager:
     a.  Is funding available for required facilities upgrades/improvements?  ___Yes    ___ No 

     Signature of Facilities Manager/Telephone number



















7.  Maintenance and Repair 
     Maintenance/repairs will be provided by:
     In-house Staff
     Warranty cost if applicable:                                             Period of coverage: 
     Commercial contract cost:                                               Period of coverage: 



















8.  Requesting Department Head

     Typed name/Signature/Telephone number



















9.  Reviewed for Technical

     Appropriateness/MHSS Compliance
     CIO Signature/Date




10.  Reviewed by IM/IT QMB
Chairman Signature/Date














11.  Type of funding:
       OP O&M
       MILCON Other (Specify)

Director Signature/Date




12.  Unfunded/unplanned requirements only

 Comptroller Signature/Date
 Commanding Signature/Date
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