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Intended Use:
The ApexPro telemetry system is intended for use under the direct supervision of a licensed 
healthcare practitioner. The system provides physiological data for ambulatory adult and pediatric 
patients within a hospital or clinical environment. The system processes physiological data to detect 
various ECG events and select physiological parameter violations.

The ApexPro telemetry system is intended to be used in conjunction with a central station for the 
display of monitoring data, alarm annunciation, printing and system setting adjustments.

The physiological data monitored includes values and waveforms for ECG and SpO2 values. ApexPro 
provides beat to beat patient information, parameter values and ECG waveforms over the CARESCAPE 
Network for display on a viewing device.

Product Correction
GE HealthCare will correct all affected products at no cost to you. A GE HealthCare representative will 
contact you to arrange for the correction.

Contact Information
If you have any questions or concerns regarding this notification, please contact GE HealthCare
Service or your local Service Representative.

Please be assured that maintaining a high level of safety and quality is our highest priority. If you have 
any questions, please contact GE HealthCare per the contact information above.

Sincerely, 
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MEDICAL DEVICE NOTIFICATION ACKNOWLEDGEMENT

RESPONSE REQUIRED

Please complete this form and return it to GE HealthCare promptly upon receipt and no later 
than 30 days from receipt. This will confirm receipt and understanding of the Medical Device 
Correction Notice. 

Facility Name:

Street Address:

City/State/ZIP/Country:

Customer Email Address:

Customer Phone Number:

By signing this form, we acknowledge receipt and understanding of the accompanying 
Medical Device Notification, and that we have informed all potential users and have 
taken and will take appropriate actions in accordance with that Notification.

Please provide the name of the individual with responsibility who completed this form.

Signature:

Printed Name:

Position/Job Title:

Date (DD/MM/YYYY):

To complete this form electronically, please 
scan the QR Code below or click this link: 

https://gehealthcare-
svc.my.site.com/publicForm/s/?formId=aGjUr0000035Vkb

To complete this form via email, scan or take a 
photo of the completed form and email to: 
FMI.36169@gehealthcare.com




