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National Accreditation Board for Hospitals & Healthcare Providers (NABH)
Quality Council of India
               5th Floor, ITPI Building, 4 A, Ring Road, IP Estate
                 New Delhi - 110 002 
               Ph.: 011-42600600
               E-mail: helpdesk@nabh.co Website: www.nabh.co
SECTION: 1
GENERAL INSTRUCTIONS AND ELIGIBILITY CRITERIA

1. Categories of Cities.  CGHS for purpose of empanelment has categorized the cities as:
Metro cities
Non-metro cities
2. Categories of Health Care Facilities: CGHS would consider the following categories of health care facilities for empanelment :-

(a)   Hospitals 1) General purpose hospitals/ Multispeciality hospitals
                   2) Super specialty hospitals
(b)
Diagnostic Centers.

(e)
Eye Clinics  

(f)
Dental Clinics. 
3. Eligibility Criteria: The Hospital/Nursing Home should be registered with the respective State Health Authority as applicable. 
4. Following minimum beds are required:

S.N.

Type of City

Minimum Bed Strength


(a)

Metro



50 Beds.


(b)

Non-Metro


30 Beds.

5. Submission of Application Forms: 
a) The applications must be submitted along with relevant application form, application fee and relevant annexure to NABH Office, New Delhi.
b) The applicable fee is as follows:
	S. No.
	Type of facility
	Bed Strength
	Inspection Fee (Rs)

	(1)
	Hospitals 
	More than 100 beds 
	35,000/-

	
	
	Less than 100 beds


	30,000/-

	(2)
	Diagnostic, Eye & Dental Centres


	Not applicable
	25,000/-


Note: GST @ 18% will be charged on the above fees.
c) The fee has to be submitted either online or through a demand draft in favour of Quality Council of India payable at New Delhi

d) Application forms should be submitted in one sealed envelope superscribed as ‘Application for  CGHS empanelment of hospital’. 

e) Only typed application forms shall be accepted. 
f) All the pages of Application and Annexures shall be serially numbered. Every page of application form and Annexures need to be signed by the competent person. 
g) The applicant shall nominate a nodal person for coordinating all activities related to empanelment purposes.
*Hospital Utilization Indicators
Bed Occupancy rates:  No. of inpatient days in a given month

                        ________________________________   x 100
                                     No. of available bed days in that month
For a bed to be included in the official count, it must be set up, staffed, equipped and available for patient care. Inpatient Days: A patient day is the unit of measure denoting lodging provided and services rendered to inpatients between the census taking hours (usually at midnight) of two successive days. A patient formally admitted who is discharged or dies on the same day is counted as one patient day, regardless of the number of hours the patient occupies a hospital bed. For patients switched from observation to inpatient status, the patient day count should begin on the day the patient was officially admitted as an inpatient.
Average Length of stay: No. of inpatient days in a given month
                                       ________________________________
                                       No. of discharges and deaths in that month
Available bed days- It is the product of number of inpatient beds and number of days in that month.Number of inpatient days-It is a sum of daily inpatient census. While calculating the overall length of stay and available number of inpatient beds, emergency, rehabilitation and day care beds should not be considered.
Gross Death Rate: Total no. of inpatient deaths for a given period

                                                                                                                          x 100

                            Total No. of discharges (including deaths) for a given period

Net Death Rate:  Total no. of inpatient deaths minus deaths < 48 hrs of admission for a given period

                                                                                                                                                             x 100

                            Total No. of discharges (including deaths) minus deaths < 48 hrs of admission

  for a given period

Cesarean Rate: Total no.of cesarean sections done for a given period

X 100

                            Total No. of deliveries performed for a given period

Exclusions: all the deliveries of less than 28 weeks.
SECTION-II

The compliance of the following will be assessed through observations,interviews and/or documentary evidences

	S.No
	Particular
	To be filled by HCO
	Remarks of QCI/NABH

	a.
	Process of registration in OPD, IPD and emergency patients      
	YES/NO


	

	b.
	Initial assessment within 24 hrs
	YES/NO


	

	c.
	Contents of initial assessment defined
	YES/NO


	

	d.
	Display of signage
	YES/NO


	

	e.
	Scope of services displayed
	YES/NO


	

	f.
	Procedure for infection control practices exists                               
	YES/NO


	

	g.
	Policy of 

i) Rational use of blood &blood components

ii) Monitoring during transfusion services 

iii) Reporting of adverse events during transfusion


	YES/NO


	

	h.
	Display of patients’ charter (including rights & responsibilities)       
	YES/NO


	

	i.
	Training of the staff for the job assigned                                          
	YES/NO


	

	j.
	Medical records (manual/electronic)                                                
	YES/NO


	

	k.
	Records are being kept in safe environment and confidentiality      

is being maintained                                                                                        
	YES/NO


	

	l.
	Procedures for maintaining personal files of staff                             (regular/contractual
	YES/NO


	

	m.
	Availability of hand hygiene/hand washing facilities                          
	YES/NO


	

	n.
	Tariff list available
	YES/NO


	


	Remarks of QCI (NABH)




SIGNATURE OF THE HEAD OR AUTHORIZED NOMINEE
SECTION III
APPLICATION FORMAT FOR HOSPITALS

PART 1
(Technical and Infrastructure Specifications of the Hospitals)

1.
Name of the Hospital: 
___________________________________________________________________

2.
Contact Details of Hospital:
Name of the contact person_________________________________________
Street Address











City/Town__________________________________________________________

Locality/Village/Tehsil________________________________________________

District_____________________________________________________________

State










______
Telephone________________________Mob no:___________________________
Email id____________________________________________________________
Website____________________________________________________________
SIGNATURE OF THE HEAD OR AUTHORIZED NOMINEE

3. Location of Hospital:                              Urban □          Rural □

Does the hospital have split location(s):  Yes □

No □

If yes, address of the other location(s) and distance from main location

___________________________________________________________________
___________________________________________________________________
4. Ownership: 

	□Private – Corporate
	□Armed Forces

	□PSU
	□Trust

	□Government
	□Charitable

	□Others (Specifiy.........................................................................................)


5. Year and month in which registered and under which authority (as per state and central requirements)

___________________________________________________________________

6. Year and month in which clinical functions started:

___________________________________________________________________
	Remarks of QCI (NABH)




SIGNATURE OF THE HEAD OR AUTHORIZED NOMINEE

PART II: STATUORY COMPLIANCE INFORMATION
(as per tender document requirement)
	S

No
	Subject
	Information given by Hospital
	Remarks of 

QCI (NABH)

	
	STATUTORY COMPLIANCES (Mention “NA” whichever is not applicable) 
	Licence /Certificate No.
	Valid from
	Valid to
	Status (Valid/Expired 

(if expired details of renewal application
	

	1. 
	Fire NOC 


	
	
	
	
	

	2. 
	AERB Licenses/approvals/registrations for Radiology Equipments (as per the scope)


	
	
	
	
	

	3. 
	PNDT


	
	
	
	
	

	4. 
	Blood Bank license


	
	
	
	
	

	5. 
	MTP


	
	
	
	
	

	6. 
	Pollution Control Licenses (Air, Water and Bio-Medical Waste)


	
	
	
	
	

	7. 
	Narcotic Drugs and Psychotropic Substances (NDPS) license


	
	
	
	
	

	8. 
	Organ Transplant (specify separately type of organ transplant permitted)


	
	
	
	
	

	9. 
	Explosives license  for O2 tank etc


	
	
	
	
	


(Note: Attach relevant documents/certificates for all the above)

SIGNATURE OF THE HEAD OR AUTHORIZED NOMINEE

PART III: HOSPITAL INFORMATION

	S
No
	Subject
	Information given by Hospital
	Remarks of 

QCI (NABH)

	1.
	Hospital Information
	
	

	a)
	Building


	
	

	
	Total Land Area (Sq.mt.) 

	
	

	
	Built  up Area (Sq.mt)
(Constructed areas of all floors) 


	
	

	
	 OPD area


	
	

	
	 IPD area


	
	

	
	Diagnostic area


	
	

	
	Reception and waiting for Relatives (Specify approx area)


	
	

	b)
	Total Number of Beds in Hospital and Distribution of Beds floor and specialty wise (attach annexure)
	
	

	
	(i) General wards:

(ii) Semi-private wards:

(iii) Private wards
	
	

	
	Inter bed distance (general and ICU beds)

	
	

	c) 
	Total no. of qualified doctors (append list with specialty wise and shift wise deployment)
	
	

	
	i. No. of consultants

ii. No. of RMOs

iii. No. of PG students, if applicable
iv. Any other


	
	

	d)
	Total no. of qualified nursing staff  (registered with state nursing council) append list  area wise and shift wise deployment
	
	

	
	Bed/Nurse ratio:

i. Non-ICU beds

ii. ICU/ICCU beds

iii. High dependency units

iv. OT

	
	

	e)
	Hospital utilization indicators (last one year):* refer to guidance notes
	
	

	
	Average bed occupancy rate
	
	

	
	Average length of stay
	
	

	
	Net death rate
	
	

	
	Gross death rate
	
	

	
	Caesarian rate
	
	

	f)
	No. of Operation Theatres:

i. General OTs

ii. Super specialty OTs
	
	

	g)
	Barrier Nursing/Isolation facility available

(mention YES/NO)

	
	

	h) 
	Alternate Power / Potable Water source
  ( mention Yes/No)


	
	

	i)
	General facilities ( mention Yes/No)

i. Bedside table

ii. Wardrobe

iii. Dressing Table

iv. Telephone                                                        Air Conditioner

v. TV

vi. Others…
	
	


	j)
	Support Services
	In-house
	Outsourced
	Remark of QCI/NABH

	
	Autoclaves/Sterilizers/CSSD
	
	
	

	
	Ambulance/Patient transport vehicle (attach list of staff, equipment and drugs)
	
	
	

	
	Laundry
	
	
	

	
	Housekeeping
	
	
	

	
	Medical gases (cylinder/central medical gas pipeline system)
	
	
	

	
	Hospital Kitchen
	
	
	

	
	Blood Bank
	
	
	

	
	Pharmacy
	
	
	

	
	Physiotherapy
	
	
	

	
	Canteen
	
	
	

	k) 
	Laboratory Services
	
	
	

	
	Pathology
	
	
	

	
	Biochemistry
	
	
	

	
	Microbiology
	
	
	

	
	Any other………
	
	
	







 SIGNATURE OF THE HEAD OR AUTHORIZED NOMINEE

PART IV: FACILITIES APPLIED FOR

(There should be a provision of OPD, IPD and emergency facility for each specialty applied)
	Specialty
	Service Provided

(mention YES or NO)
	Average no. of patients in OPDs (on monthly basis) 
	Average no. of admissions (on monthly basis)
	Mention basic equipment available for each specialty (append list if required)

	Anaesthesiology 
	
	
	
	

	Dermatology and Venereology
	
	
	
	

	Dentistry
	
	
	
	

	Bariatric surgery
	
	
	
	

	Burns
	
	
	
	

	Emergency Medicine
	
	
	
	

	Family Medicine
	
	
	
	

	General Medicine
	
	
	
	

	Geriatrics
	
	
	
	

	General Surgery
	
	
	
	

	Obstetrics and Gynecology
	
	
	
	

	Ophthalmology
	
	
	
	

	Orthopedic Surgery (including joint replacement)
	
	
	
	

	Otorhinolaryngology
	
	
	
	

	Pediatrics 
	
	
	
	

	Psychiatry
	
	
	
	

	Respiratory Medicine
	
	
	
	

	Sports Medicine
	
	
	
	

	Day Care Services
	
	
	
	

	· 
	
	
	
	

	· 
	
	
	
	

	· 
	
	
	
	

	· 
	
	
	
	

	Cardiac Anesthesia
	
	
	
	

	Cardiology
	
	
	
	

	Cardiothoracic Surgery
	
	
	
	

	Clinical Hematology
	
	
	
	

	Critical Care
	
	
	
	

	· Commom ICU
	
	
	
	

	· Speciality ICU                    (please specify)
	
	
	
	

	· 
	
	
	
	

	· 
	
	
	
	

	Endocrinology
	
	
	
	

	Hepatology
	
	
	
	

	Hepato-Pancreato-Biliary Surgery
	
	
	
	

	Immunology
	
	
	
	

	Medical Gastroenterology
	
	
	
	

	Neonatology
	
	
	
	

	Nephrology
	
	
	
	

	Neurology
	
	
	
	

	Neuro-Radiology
	
	
	
	

	Neurosurgery
	
	
	
	

	Nuclear Medicine
	
	
	
	

	Oncology
	
	
	
	

	· Medical 
	
	
	
	

	· Radiation 
	
	
	
	

	· Surgical 
	
	
	
	

	· Gynecological 
	
	
	
	

	Paediatric Gastroenterology
	
	
	
	

	Paediatric Cardiology
	
	
	
	

	Paediatric Surgery 
	
	
	
	

	Plastic and Reconstructive Surgery
	
	
	
	

	Rheumatology
	
	
	
	

	Surgical Gastroenterology
	
	
	
	

	Urology (including dialysis and lithotripsy)
	
	
	
	

	Vascular Surgery
	
	
	
	

	Transplantation Service
	
	
	
	

	· 
	
	
	
	

	· 
	
	
	
	

	· 
	
	
	
	

	· 
	
	
	
	


List out five most frequent surgical procedures done for in patients for each speciality: (append list if required)
Specialty Name:

List out five most frequent clinical diagnosis for in patients for each medical speciality: 
(append list if required)
Specialty Name:

 SIGNATURE OF THE HEAD OR AUTHORIZED NOMINEE

PART V:  ADDITIONAL INFORMATION ON EMERGENCY,ICUs, OT SERVICES


1.
EMERGENCY SERVICES:  (Mandatory for all General/Multi

Speciality Hospitals)

(a) Emergency Services                          Available/Not available

(If available average number of emergencies 

attended per month)

(b) Staffing (shift wise)



(i)Duty Doctors – Number on Duty







(ii)Nursing Staff – Nurses on Duty

(iv) Consultants – Present – If Present, then speciality


     On call – If on call, time taken by Consultant

(c) Equipment available (indicate Y or N) :
(i) Monitor 

(ii) Defibrillators


(ii)
Nebulisers

(iii)
Infusion Pumps

(iv) Pulse Oximeter


(v) Oxygen supply (define arrangement)


(vi) Suction apparatus


(vii) Ventilator

(viii) Crash Cart 

(ix) Laryngoscope


(x) ABG


(d)
Triaging


(e)
Appropriate equipped Ambulance services for 
            patient transfers / transportation 
SIGNATURE OF THE HEAD OR AUTHORIZED NOMINEE

2.
INTENSIVE CARE UNIT:  (Mandatory for all Multi Speciality

           Hospitals)


(a)
Intensive Care Unit – Available/Not Available



Specialised Intensive Care Units – Specify Availability




(i)
Cardiac

(iii) Neuro
(iv) Surgical

(v) Medical
(vi) Renal Transplant

(vii) Others – give details

(b)
Staffing (shift wise)

(i) Duty Doctors – Number on Duty 

(Intensivist / Anaesthetist)

(ii) Nursing Staff – Number and Specialised Nurses


(iii) Consultants – Present – If present, then speciality

On call – if on call, time taken by Consultant
(c)
Equipment available (Indicate Y or N)

(i) Monitors

(ii) Defibrillators
(iii) Nebulisers

(iv) Infusion Pumps
(v) Pulse Oximeter
(vi) Oxygen supply 
(piped and cylinders/concentrator etc)

(viii) Suction apparatus
(ix) Ventilator
(x) Crash Cart
(xi) ABG
(d)
Bed occupancy rate

(f)    Availability of Hand Hygiene facilities 
SIGNATURE OF THE HEAD OR AUTHORIZED NOMINEE

3.
OPERATION THEATRES  (Mandatory for all hospital with 

Surgical facilities)

(a)
Operation Theatre – Available/Not available 




 Number of Operation Theatres-





(i)
General OTs
(ii)
Super specialty OTs
(Examples of super specialty OTs are Cardio thoracic,
Neurosurgery, Joint Replacement etc. The same should be specified)



(b)
Staffing (per table staff nurses)

(i) Number of Anesthetists -



(attach list with qualifications)


   -Number on Duty


   -Number on Call






    
(ii)
OT Technicians

(c)
Equipment- List out major equipments
(d)
TSSU
-
                                              Available/Not Available

(e)
OT cleaning schedule -                               Available/Not Available
(f)
Type of air conditioning system:
· Central
· Window/Split
(g) Laminar flow available                                    Available/Not Available

(h)
Average no. of cases per day in each OT


(please provide list)
SIGNATURE OF THE HEAD OR AUTHORIZED NOMINEE

PART VI: ADDITIONAL INFORMATION 

RADIOLOGY SERVICES (AS APPLICABLE)

a) Compliance to AERB requirements and PNDT Act.                                         (Yes/No)
b) Availability of Personal Protective Devices(PPD)                                            .(Yes/No)

c) Avaliability of Personal Monitoring Devices(PMD) like TLD badges.                (Yes/No)
d) Display of statutory safety signages.                                                                 (Yes/No)
e) Backup of generator, UPS, emergency lights etc.                                             (Yes/No)
f) Provision of changing room for patients. .                                                         (Yes/No)
g) Equipment for resuscitation of patients  available as per scope.                      (Yes/No)
	Remarks of QCI (NABH)




	To be filled by the Hospital
	Remarks of 

QCI (NABH)

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


1.
MRI : Yes/No
Number of MRI done in last year

MRI machine minimum 1.0 TESLA(enclose a scanned copy of supporting documents)
Qualified Radiologist with minimum 3 years post degree experience.

Technicians – Full Time, holding 
degree/ diploma (2 years) from recognized institutions.

Facility of computer printer reports
Automatic film processor unit

SIGNATURE OF THE HEAD OR AUTHORIZED NOMINEE

2.
CT Scan : Yes/No
	To be filled by the Hospital
	Remarks of 

QCI (NABH)

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


No of CT scan done in last year

Whole body CT scan with scan cycle of less than 1 per second ( sub second) 

If cardio/vascular imaging is provided, 64 slice CT(at least) should be available

(enclose a copy of the supporting documents)
Qualified Radiologist with minimum 3 years post degree experience.

Qualified Radiographer –Holding diploma

(2 years)/degree in Radiography from recognized institutions.

Provision for sterilized instrument, disposable syringes & needles, catheter etc.

Waiting area separate from procedure room

Provision of radiation monitoring of all technical staff & doctors through DRP/BARC

3.
USG/COLOUR DOPPLER  FACILITY  : Yes/No
	To be filled by the Hospital
	Remarks of 

QCI (NABH)

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Equipment having probe of frequency ranging from 3.5 to 10 MHz.
Qualified Radiologist with minimum 3 years post degree  experience.

Full time nurse/female attendant for female patients

Minimum three probes and facilities of trans vaginal/rectal probes if gynae/prostate imaging is offered
SIGNATURE OF THE HEAD OR AUTHORIZED NOMINEE

4. X-ray: YES/NO
(a) X-ray machine with image intensifier TV system
	To be filled by the Hospital
	Remarks of 

QCI (NABH)

	
	

	
	

	
	

	
	

	
	

	
	

	
	


(b) Automatic film processor

(c) Radiologist-post graduate qualification of radiology from recognized university
(d) Qualified Radiographer holding diploma/degree in radiography from 

Recognized university

(e) Provision for radiation monitoring of the 

technical staff & doctor through RSO 

5.
OTHER SPECIALISED INVESTIGATIONS



	To be filled by the Hospital
	Remarks of 

QCI (NABH)

	
	

	
	

	
	


(a)
Number of Mammography in last    one year

 
(b)
Number of Bone densitometry 
investigation in last one year.

          (c) Cath lab






  SIGNATURE OF THE HEAD OR AUTHORIZED NOMINEE

PART VII – LABORATORY SERVICES
	To be filled by the Hospital
	Remarks of 

QCI (NABH)

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


(For every Laboratory Service offered for empanelment provide the following details).  

1. Type of Laboratory Service
 - 

(Specify services for Pathology, Biochemistry, Microbiology etc)

2. Services : In-house/Outsourced                        (MoU if Outsourced to be available)
3. Emergency Services -Available/Not Available
4. Staffing

(i)Total number of consultants
a. Pathology

b. Biochemistry

c. Microbiology

(ii)
Total no.Lab Technicians
5. Equipment- 
	Sl.
	Name of Equipment
	Make/ Model
	Calibration status
	Whether AMC is is place (Yes/No)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


SIGNATURE OF THE HEAD OR AUTHORIZED NOMINEE
6) Defined Turnaround Time for Lab Tests (attach list of tests for IP/OP with TAT)

(7) Quality Controls i) Internal

                                ii) External

(8) Reporting of Critical Test Results

	Remarks of QCI (NABH)




SIGNATURE OF THE HEAD OR AUTHORIZED NOMINEE

PART VIII – BLOOD BANK
(For Blood Bank Services offered for empanelment provided the following details)

1. In-house/Outsourced.

If outsourced, name of the outsourced agency: …………………….
2. Component preparation facility available:    Yes/ No
3. Emergency Services – Available/Not Available

4. Staffing

(a)
…………………………………………………………………………………………
(b)
…………………………………………………………………………………………
(c)
…………………………………………………………………………………………
5. Equipment – Specify major equipment if present (attach list) 

(a)
…………………………………………………………………………………………
 
(b)
…………………………………………………………………………………………

SIGNATURE OF THE HEAD OR AUTHORIZED NOMINEE

PART IX – ANCLILLARY SERVICES

1.
CSSD

a) Demarcated Area for Receiving, Cleaning, 
Packing, Sterilization and Storage of sterile material

b) Method of sterilizations (Autoclave, ETO, Plasma)
c) Quality Check for Sterilization 
          (Chemical / Biological Indicators)

2.
Pharmacy


(a)
In house/ outsourced 

(b)
Emergency drugs made available in clinical areas
Declaration: I hereby declare that the details furnished above are true and correct to the best of my knowledge and belief and I undertake to inform you of any changes therein, immediately. 

   SIGNATURE OF THE HEAD OR AUTHORIZED NOMINEE

      Name:

      Date:

Declaration: I hereby agree that the observations made by the assessor are correct to the best of my knowledge. 

   SIGNATURE OF THE HEAD OR AUTHORIZED NOMINEE

      Name:

      Date:
SIGNATURE OF THE ASSESSOR
SECTION IV
 RECOMMENDATIONS OF QCI (NABH)
1.
……………………………………………………………………………………..(Name of Hospital/ Nursing Home) is recommended/not recommended for empanelment for Central Government Health Scheme (CGHS)  for the following services:

 (Note : Mention R for Recommended and NR for Not Recommended.  Strike out specialities not offered for empanelment with an X)

	Specialty
	Recomnded ( R ) / Not Recomnded (NR) / Not offered (x)
	Remarks (if any) 

	Anaesthesiology 
	
	

	Dermatology and Venereology
	
	

	Dentistry
	
	

	Bariatric surgery
	
	

	Burns
	
	

	Emergency Medicine
	
	

	Family Medicine
	
	

	General Medicine
	
	

	Geriatrics
	
	

	General Surgery
	
	

	Obstetrics and Gynecology
	
	

	Ophthalmology
	
	

	Orthopedic Surgery (including joint replacement)
	
	

	Otorhinolaryngology
	
	

	Pediatrics 
	
	

	Psychiatry
	
	

	Respiratory Medicine
	
	

	Sports Medicine
	
	

	Day Care Services
	
	

	· 
	
	

	· 
	
	

	· 
	
	

	Cardiac Anesthesia
	
	

	Cardiology
	
	

	Cardiothoracic Surgery
	
	

	Clinical Hematology
	
	

	Critical Care
	
	

	· Commom ICU
	
	

	· Speciality ICU                    (please specify)
	
	

	· 
	
	

	· 
	
	

	Endocrinology
	
	

	Hepatology
	
	

	Hepato-Pancreato-Biliary Surgery
	
	

	Immunology
	
	

	Medical Gastroenterology
	
	

	Neonatology
	
	

	Nephrology
	
	

	Neurology
	
	

	Neuro-Radiology
	
	

	Neurosurgery
	
	

	Nuclear Medicine
	
	

	Oncology
	
	

	· Medical 
	
	

	· Radiation 
	
	

	· Surgical 
	
	

	· Gynecological 
	
	

	Paediatric Gastroenterology
	
	

	Paediatric Cardiology
	
	

	Paediatric Surgery 
	
	

	Plastic and Reconstructive Surgery
	
	

	Rheumatology
	
	

	Surgical Gastroenterology
	
	

	Urology (including dialysis and lithotripsy)
	
	

	Vascular Surgery
	
	

	Transplantation Service
	
	

	· 
	
	

	· 
	
	

	· 
	
	

	· 
	
	


Seal of NABH

     

SIGNATURE OF THE AUTHORIZED OFFICER







OF NABH/QCI
Remarks 


of QCI (NABH)








Remarks 


of QCI (NABH)








Remarks 


of QCI (NABH)








Remarks of QCI (NABH)


























Remarks of 


QCI (NABH)








