	TRAINING EQUIPMENT CHANGE REQUEST (TECR)

	1.a.  REQUESTING ACTIVITY (Name and Address)
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	1.b.  REQUESTOR  
        UIC
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	2a. REQUESTORS CONTROL NO.
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2b. NUMBER ASSIGNED BY NAWCTSD
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	3.  REQUESTED BY (Signature, title and code)
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	4. PHONE NO.
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	5. DATE
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	6. TRAINING EQUIPMENT NO.
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	7. TRAINING EQUIPMENT NAME
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	8. SERIAL NO(s).
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	9. TYPE CHANGE

[bookmark: Check1][bookmark: Check3]   |_|     HARDWARE            |_|     DOCUMENTATION

[bookmark: Check2][bookmark: Check4]   |_|     SOFTWARE              |_|     UNKNOWN

	[bookmark: Check5][bookmark: Check6]10a. DEVICE UNDER COMS?                   |_|     YES          |_|     NO


10b. IF “YES”, COMS CONTRACTOR NAME
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	11. TITLE OF CHANGE  (Not to exceed 70 characters)
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	12. NAME OF SYSTEM AFFECTED (Software ID No.)
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	13. REF (If software, Doc No.)
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	14. NAME OF SUBSYSTEM AFFECTED (Module No.)
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	15. REF (If hardware, Doc No.)
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	16. DOCUMENTATION AFFECTED (If computer software, program name/version/release date)
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	17. NEED FOR CHANGE (Describe the reason the change is needed.  If the proposed change is intended to improve performance, describe the proposed improvement in quantitative terms.  If safety, cost reduction, correction of deficiency, etc., describe accordingly.  Include reference AFC’s, ECP’s, Shipalts, Ordalts, etc..)
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	18. RECOMMENDATIONS (Provide additional and/or data that will facilitate and expedite evaluation of the change request.  If change is being requested as a result of a Model Manager impact assessment of Weapon System/Platform change(s), give Model Manager identification and date of his assessment.)
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	19. IMPACT OF NON-IMPLEMENTATION (Provide statement of effects on training, safety, cost savings or utilization if this change is not implemented.  If device supports training for a specific Weapon System or Operating Platform, please provide related designators, e.g., E-2C, F/A-18, SQQ-89.)
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	20.             CHECK IF MORE SPACE IS NEEDED.  ATTACH
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	21a.  ON-SITE NAWCTSD
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	22. RELATIVE PRIORITY OF CHANGE:
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CONSULTED AND SIGNATURE

[bookmark: Text113]     


      NAWCTSD 4720/2 (Rev 6/05)
