Consultation Request Form
All information is confidential. Place a check in the box next to each "Challenge" that applies to
you, or that you feel is not your strength. Elaborate as needed in the "Write In" space. In the
bottom text box briefly describe your background and current situation, and the primary reason
for requesting consultation.

Name:

Hospital:

Email:

City:

Challenges

New Lab Situations

Starting a New Lab from the Ground Up

Building On a New Room

New Manager over an Existing EP Lab

Write In-

Staffing and Personnel Issues

Dealing with Difficult Staff

Dealing with Difficult Physicians, Physician Issues

Working out Staffing Problems

Interviewing and Choosing Quality Staff

Annual Reviews

Write In-

Manager Responsibilities

Budget Issues - Capital Expenditures

Leadership - Motivating Staff

Time Management - Delegating - Prioritizing

Marketing in the Community




Inventory Control

Quality Improvement

Regulatory Standards- JACHO, OSHA, HIPPA, etc.

Write In-

Additional Activities

Designing and Performing Research

Consulting & Teaching

Writing for Publication

Starting a Business Outside of the Hospital

Write In-

Technical Competency (Note Manufacturer)

EP Lab System -

Stimulator -

Imaging System -

3-D Mapping System -

Write In-

Briefly describe your background and current
situation, and the primary reason for requesting
consultation.

Complete this form and submit it to us. After receiving your information, we will be in touch
with you within five days. During this time we will compare your needs with the backgrounds of
our consultants, determine the potential for any conflicts of interest, and verify their availability.
If you would prefer, you can call us directly and we will gather the information in an interview:
561-375-8034.
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