Questionnaire to valuate the efficacy of the treatment with BeeVital HiveClean   
Surname of beekeeper _________________________________  (please fill in)

Forename of beekeeper ________________________________

Mail address: Country_______________________________Locality _____________________

Street_________________________no.______Zip code____________ email address_________________
county  (district)________________

Address of the permanent settlement of the main apiary: Country_____________Locality ______________
Street_________________________no.______Zip code____________ 

county  (district)________________

No. of license/registration with Sanitary-Veterinary Authority (if any)__________

Size of the exploitation __________bee colonies
DETAILS ON THE PERFORMED TREATMENTS WITH BeeVital HiveClean 
How do you appreciate the product BeeVital HiveClean?

1. Very good        
(tick with an X)   
Explain why you have such option ________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. Satisfactory     
Explain why you have such option ________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. I am not satisfied   
Explain why you have such option ________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If you are undergoing the situation described at items 2 or 3, please further fill in this form.

APIARY:  Conventional        

Ecologic         
        During conversion period    

No. of Dadant beehives _____
No. of Langstroth beehives ____
Other types of beehives (mention which)___________________ number_____

PERMANENT SETTLEMENT 
Inside the built-up area            
Outside the built-up area
     


Bee House   

Beehives placed on the ground   
DO YOU KEEP REGISTERS AND BOOKS OF THE APIARY?

a. Book of the apiary     YES          NO    
b. Sheets of the hive      YES          NO        
c. Others (mention)_________________________________________________________________

How often do you requeen?



- annually                             



- every 2 years                    



- every 3 years                    



- after more than 3 years     
PRODUCTIONS obtained in the prior season 
-Honey             
kg. (total quantity)
-Wax          

kg. (total quantity)
-Propolis     

kg. (total quantity)
-Nukes      

pcs. (total quantity)
-Queens       

pcs. (total quantity)
Other productions
-Royal jelly
     

grams
-Venom                        
grams
-Other

                       
kg.
DISEASES DIAGNOSED DURING THE LAST 2 YEARS


1     



2      
 

3       

MEANS OF INTERVENING in the case of the diagnosed diseases


1  _________________________________________________________________________  


2  _________________________________________________________________________    

 

3  _________________________________________________________________________     
TREATMENT TO CONTROL THE VARROSIS PERFORMED DURING THE LAST 12 MONTHS
Product type
1. Treatment based on amitraz                                                                    
2. Treatment based on synthesis pyrethroids                                              
3. BeeVital  HiveClean                                                                               
4. Oxalic acid                                                                                              
5. Formic acid                                                                                             
6. Other means (specify)_______________________________________________________________
____________________________________________________________________________________

Fill in the table below considering the type of anti-varrosis products declared above:
	Pro-duct type
	Treatment date 1
	Treatment date 2
	Treatment date 3
	Treatment date 4
	Treatment date 5
	Treatment date 6
	Treatment date 7
	Treatment date 8
	Treatment date 9

	1
	
	
	
	
	
	
	
	
	

	2
	
	
	
	
	
	
	
	
	

	3
	
	
	
	
	
	
	
	
	

	4
	
	
	
	
	
	
	
	
	

	5
	
	
	
	
	
	
	
	
	

	6
	
	
	
	
	
	
	
	
	


Name of trader from whom you purchased the product BeeVital HiveClean__________________________
No. and date of the invoice by which you purchased the product BeeVital HiveClean___________________
Quantity of purchased BeeVital HiveClean __________liters
Do you still have the empty recipients in which you received the BeeVital HiveClean product by which you made the treatments?
 









         YES    
   NO    
Doses (ml/bee colony) used for the treatment with BeeVital HveClean_______

How the treatment was performed:

a. Dribbling by using the special cap of the 0.5-liter recipient
b. BeeVital HiveClean stick     
c. Syringe and syringe needle          
d. Another method (specify)_________________________________________________________

At what moment of the day were the treatments performed
a. Morning             
  


b. Noon                                         
c. Late afternoon or evening        
How did you control the temperature of the BeeVital HiveClean product at the moment of treatment?

Describe:_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you checked the level of infestation with Varroa before making the treatment   

with BeeVital HiveClean? 



                                         YES                NO   

If you answered YES, mention how you checked the level of infestation with Varroa?

a. Bottom board control paper                           
b. Uncapping drone brood cells   
c. Another method (specify)______________

Have you checked the efficacy of the treatment with BeeVital HiveClean?   YES     
NO          

If you answered YES, mention how you checked the efficacy of the treatment with BeeVital HiveClean?

a. Bottom board control paper                           
b. Another method (please specify)______________________________________________

Have you noticed any peculiar behavior of the bees during and/or immediately after performing the treatment?

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________

Click here to send this email directly or attach this document to an email message and send it to our email address: info@beevital.com. Thank you!
