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EPFO, RO, Hubballi intends to enter into Mol with Central/State Government
private hospitals and diagnostic centers (duly accredited with NABH/NABL) situated in
Hubbalki-Dharwad, Belagavi and Uttara Kannada(Karwar) for extending cashless medical
facility for the treatment of its employees (including retired) and their families

Interested Hospitais/Diagnostic Centers agreeing lo provide services al CGHS
notified ratesiterms and conditions may send their sealed tenders super scnbing “Tender
for Empaneliment of Hospitals® to the Regional PF Commissioner-i, Employees
Provident Fund Organisation, Bhavishya Midhi Bhavan, New Block No 10, Behind Income
Tax Office, Navanagar .Hubballi to reach on or before 24 02,2025

For application formal and tender details / instructions log on to the Website
www epfindia gov.in, under the Head "Miscellaneous’ Click ‘'Tender/Auctions’ The same
can be obtained from Regional Office, Hubballi by personal wisit or through email
ro. hubli@epfindia.gov.in

Sealed tenders will ba opened in afore mentioned Office address on 28.02.2025
at 4:00 PM. The applicant or their authonzed agent can be present al the time of opening
the sealed tender,

The decision of the Competent Authority will be final and the Organisation reserves
the right to accept or reject any of the tenders without assigning any reason thgreof

Regional PF Commissioner-|,
Regional Office, Hubballi



AGREEMENT

BETWEEN
Regional Provident Fund Commissioner, Hubballi
AND
HOSPITAL
This agreement is made on (Date) by and between Regional

P.F.Commissioner representing the Central Board of Trustees (CBT), Employees’ Provident
Fund Organisation (EPFO) having its Office, at Regional Office, Hubballi (herein after
referred to as RPFC) which expression shall unless repugnant to the context or meaning
thereof, be deemed to mean and include its successor and assigns) of the First Part.

AND

[Name of the Hospital]
registered office

through Shri/Smt.

(designation), authorized Officer, Hubballi (herein
after called the empanelled Hospital) having its office at
Hubballi and assighs on the Second Part.

WHEREAS the RPFC Hubballi is providing medical facilities to its pensioners and their
dependant family members under the provision of CSMA Rules, 1944 (herein after called
Beneficiaries).

WHEREAS the RPFC Hubballi proposes to provide medical facility by empanelled CGHS
hospital to the beneficiaries i.e. Pensioners drawing pension from Regional Office
Hubballi and their dependant family members on cashless basis and for the said purpose
the list of beneficiaries (duly updated) will be provided by the RPFC to the empanelled
hospital.

AND WHEREAS, , Hospital has
given consent for empanelment and agreed to provide the facilities under CGHS approved
rates and also agreed to comply with all the conditions mentioned in EPFO, Head Office
guidelines contained in Annexure-A annexed herewith.

NOW, THEREFORE, IT IS HEREBY AGREED BETWEEN THE PARTIES AS FOLLOWS:

1. Empanelled Hospital will provide all the facilities for which it is empanelled as per
package rates agreed to for various procedure, investigation etc. on the CGHS rates
and terms & conditions to all the pensioners drawing pension from Regional Office
Hubballi and their dependent family members.



2. In case, there are no prescribed rates of CGHS for any procedure, the Hospital will
charge the rates prescribed by AIIMS. If there is no AIIMS rates for such procedure the
hospital will charge as per their rates after providing 20% discount.

3. Empanelled Hospital will provide all the indoor/admit cases on cashless basis to the
beneficiaries at CGHS approved rates.

4. The empanelled. Hospital will provide treatment to the beneficiaries referred by the
Competent Authority as defined in Para 8 below on production of valid documents only.

5. The empanelled Hospital will provide only such services for which it has been
empanelled on the rates fixed by CGHS from time to time shall be binding.

6. The empanelled Hospital agrees that any liability arising due to default or negligence
in providing performance of the medical service shall be borne exclusively by the
Hospital and the Hospital shall alone be responsible for the defect and/or deficiencies
in rendering services.

7. The empanelled Hospital agrees that during the inpatient treatment of the
beneficiaries, the Hospital will not ask the beneficiary or his attendant to purchase
separately the medicines/ consumables/equipment or accessories from outside and
will provide the treatment within the package deal rate, fixed by the CGHS which
includes the cost of all the items.

8. The empanelled Hospital will honour the permission issued by an Officer
authorized by the referring authority i.e. RPFC Hubballi to the beneficiaries
holding valid I-card or letter of authority by the RPFC Indoor treatment,
entitlement will depend on their basic pension drawn by the beneficiary regarding
rooms as per CGHS norms applicable at the time of treatment. The present
entitlements as per the CGHS norms are as under:

Ward Entitlement Corresponding Basic pay drawn by the
officer in 7th CPC per month

General Ward Upto 36500/ -

Semi-Private Ward 36501/- to 50500/ -

Private Ward Above 50500/ -.

The above entitlement will get modified from time to time as per the instruction issued by
Government of India, Ministry of Health & Family Welfare applicable to CGHS facilities.

9. In case of any natural disaster/epidemic, the Hospital shall fully cooperate with the
RPFC and will convey/reveal all the required information, apart from providing
treatment.

10. The Hospital will treat the beneficiary/patient only for the condition for which
they are referred with permission and in the speciality and/or purpose for which
they are approved by the RPFC. In case of unforceen emergencies of these
beneficiary/patients during admission for approved purpose/procedure,



1.

12.

13.

14.

15.

necessary life saving measures be taken by the Hospital and concerned RPFC
may be informed accordingly with justification within 24 hours in writing by the
Hospital. The treatment requirements and entitlements for emergency and non-
emergency and non-emergency cases shall be as described in para 13 of
Annexure-A.

In case of planned procedure duly recommended by the medical authority of
Government Hospital, the beneficiary must obtain prior permission from concerned
RPFC. Only on production of the permission letter of the authorized officer of the
RPFC, the empanelled Hospital shall provide necessary treatment to the beneficiary,
otherwise such claim would not be entertained.

The duration of indoor treatment for specialised and other procedures will be as per
CGHS terms and conditions.

The Hospital will not refer the beneficiary/patient to other specialist/other
Hospital except Govt. Hospital or the hospital with whom the RPFC has entered
into a similaragreement.

Appropriate action, including removing from empanelment and/or termination of
this agreement may be initiated on the basis of a complaint, medical audit or
inspection carried out by team appointed by Appropriate Authority.

PAYMENT SCHEDULE:

The empanelled Hospital will submit the bill within 3 days of the discharge of
patient and will allow a discount of 10% on payments that are made within 15 days
from the date of submission of bill to the RPFC directly, from where the beneficiary is
drawing monthly pension. The empanelled Hospital will provide the details of the
referred cases in both CD as well as hardcopy along with the bills and other relevant
documents to the RPFC of the office from where the beneficiary is drawing pension.
The RPFC will ensure payment as early as possible.

16.DUTIES AND RESPONSIBILITIES OF EMPANELLED HOSPITAL

It shall be the duty and responsibility of the Hospital at all times, to obtain, maintain
and sustain the valid registration, recognition and high quality and standard of its
services and health care and to have all statutory/mandatory licenses, permits or
approvals of the concerned authorities under or as per the existing laws.

17._DURATION

The agreement shall remain in force for a period of two years from the date of
agreement and can be extended for subsequent period as required subject to
fulfillment of all terms and condition of this agreement and with mutual consent of
the parties.



18. HOSPITALS AND OBLIGATIONS DURING AGREEMENT PERIOD

The Hospital is responsible for and obliges to conduct all contracted activities in
accordance with the agreement using state of the art methods and economic
principles and exercising all means available to achieve the performance in the
agreement. The Hospital is obliged to act within its own authority and abide by
the directives issued by the RPFC. The Hospital is responsible for managing the
activities of its personnel and will hold itself responsible for their misdemeanors,
negligence, misconduct or deficiency in service, if any.

19. LIQUIDATED DAMAGES

The Hospital shall provide services as per requirement specified by the RPFC
and terms of the provisions of this Agreement. In case of violation of the
provisions of the Agreement by the Hospital, the amount equivalent to 15% of the
amount of (security deposit) in the form of bank guarantee will be charged as
Liquidated Damages by the RPFC. However, the total amount of the security
deposit will be maintained intact being a revolving Guarantee.

20.In case of repeated defaults by the Hospital, the total amount of (security
deposit) in the form of Bank Guarantee will be forfeited and action will be taken,
for removing the Hospital from the empanelment as well as termination.

21. For over-billing and unnecessary procedures, the extra amount so charged will be
deducted from the bills of the Hospital and the RPFC shall have the right to issue
a written warning to the Hospital not to do so in future. The recurrence, if any,
will lead to the stoppage of referral to that Hospital.

22. TERMINATION OF AGREEMENT
(a) ON DEFAULT

22.1 The Appropriate Authority as provided for in Annexure-A, may without prejudice

to any other remedy for breach of agreement by written notice of default
sent to the Hospital, terminate the Agreement in whole or part in the event
of following eventualities:-

(a) If the Hospital fails to provide any or all the services for which it has been
recognized within the period (s) specified in the Agreement; or within any
extension thereof if granted by pursuant to the Condition of Agreement; or

(b) If the Hospital fails to perform any other obligation (s) under the Agreement; or

(c) If the Hospital, in the judgment of the Appropriate Authority has engaged in
corrupt of fraudulent practices in competing of or in executing the Agreement.

22.21f the Hospital is found to be involved in or associated with any unethical
illegal or unlawful activities, the Agreement will be summarily suspended
without any notice and thereafter may terminate the agreement after giving a show
cause notice and after considering its reply, if any, received within 10 days of receipt of show
cause notice.



(b) BY CONSENT

22.3 Any of the parties to the agreement if for any reason wishes to terminate the
agreement, it can do so by giving a minimum three months notice to the other

party.

22.4 It is further agreed that during the period notice either of the party serving he
notice shall abide by the terms and conditions or continue to discharge their
obligations under the agreement till the expiry of notice period.

23. INDEMNITY

23.1 The Hospital shall at all times keep indemnified against all the actions suits,
claims and demands brought or made against in respect of anything done or
purported to be done by the Hospital in execution of or in connection with the
services under the Agreement and against any loss or damages to the RPFC in
consequence to any action or suit being brought against the RPFC, along with
(or otherwise), Hospital as a party for anything done or purported to be done
in the course of execution of this Agreement. The Hospital will at all times abide
by the safety measures and other statutory requirements prevalent in India and will
keep free and indemnify the RPFC from all demands or responsibilities arising
from accidents or loss of Llife, the cause or result of which is the
Hospital negligence or misconduct.

23.2 The Hospital will pay all the indemnities arising from such
incidents without any extra cost and will not bold the RPFC
responsible or obligated. RPFC may at its discretion and shall always
be entirely at the cost of the Hospital defend such suit, either jointly
with the Hospitalor singly in case the latter chooses not to defend the
case.

24. ARBITRATION

In any dispute of difference of any kind whatsoever arises (the decision
whereof is not herein otherwise provided for) between the RPFC
and the Hospital upon or in relation to or in connection with or arising out of
the Agreement, shall be referred to for arbitration by the
Appropriate Authority in consultation with a technical member to be opted
from ESIC/State/Central Medical Authorities who will give written award of
his/her decision to the parties. The decision of the arbitrator will be final
and binding. The provisions of Arbitration and Conciliation Act, 1996 shall
apply to the Arbitration and Conciliation Act, 1996 shall apply to the
arbitration proceedings. The venue of the arbitration proceedings shall be
office of the Appropriate Authority as prescribed in Annexure-A.

25. REMOVAL OF DOUBTS

The definition and terminology used in this agreement viz those
relating to approved package rates shall be as provided for in



the terms & condition given in Annexure-A. If any doubt arises on
the definition of the terminology, the same shall be governed by the
definition given in CGHS guidelines as contained in circulars
issued by Government of India, Ministry of Health & Family
Welfare from time to time.

26. MISCELLANEOUS

26.1 Nothing under this agreement shall be construed as establishing or
creating between the Parties any relationship of Master and Servant or
Principal and Agent between the RPFC and the Hospital.

26.2 The Hospital shall not represent or hold itself out as agent of
the RPFC.

26.3 The RPFC will not be responsible in any way for any negligence or
misconduct of the Hospital and its employees for any accident,
injury of damage sustained or suffered by any beneficiary of any
third party resulting from or by any operation conducted by and on
behalf of the Hospital or in the course of doing its work or perform
their duties under this Agreement or otherwise.

26.4 The Hospital shall notify the RPFC of any material change in their
status and their share holdings or that any guarantor of the Hospital
in particular where such change would have an impact on the
performance their duties under this Agreement or otherwise.

26.5 This agreement can be modified or altered only on written
agreement signed by both the parties.

26.6 Should the Hospital get wound-up of partnership is dissolved, the
Appropriate Authority shall have the right to terminate the
Agreement. The termination of Agreement shall not relieve the
Hospitals or their heirs and representatives from the Lliability in
respect of the service to be provide or provided by the Hospitals
during the period when the agreement was in force.

26.7 The hospital shall bear all expenses incidental to the preparation and
stamping of this Agreement.

26.8 A recognized CGHS private Hospital whose rates of a procedure / test
facility are lower than the approved CGHS rates shall charge the RPFC
beneficiaries as per such lower to rates.

27. PERFORMANCE BANK GUARANTEE

Hospital shall have to furnish a performance Bank Guarantee of 1.00 lakh



28.

valid for a period of 02 years to ensure efficient service and to
safe guard against any default. In the event of extension of the
agreement for further period, the Hospital shall furnish a revised
performance Bank Guarantee for extended period immediately
on extension of the agreement.

NOTICES

28.1 Any notice given by one party to the other pursuant to this
Agreement shall be sent to other party in writing by Registered post or by
facsimile and confirmed by original copy of the post to the other Party’s
address as below:

Regional P.F.Commissioner-1, Regional Office Bhavishya Nidhi Bhavan, New Block
No.10, Navanagar, Hubballi - 580025

28.2 A notice shall be effective when served or on the notice's effective

Witness:

date, whichever is later. Registered communication shall be deemed to
have been served even if it returned with the remarks like refused ,
left, premises locked etc.

IN WITNESS WHEREOF the parties have caused this Agreement to be signed and
executed on the day month and the year first above mentioned.

Signed By:-

RPFC, Hubballi

Chief Executive Officer/Head of

Administration
Witness:
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5 FOR THE EMPANELMENT OF PRIVATE HOSI
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. Monitoring charges

X Transfusion chargas,
X Anesthesia charges,
XH. Operation theatre chamas,

Xl Frocedural chargessurgaon s fee,

X Cost of surgical disposables and all sundries used during
hospitalization

XV Cosl of medicines

o Relatad routine and essantial investigations

avil.  Physiotherapy charges el

from the time of admission 0 tma of dischargs. The above lisl 8 an
liustrative one only

The package rate, howevar, doas nol includs expenses on

| s [

i g phone,

1l tonics

' coamelcs,; alc

These are not pan of the treatmenl regimen, Cost of these addiional
items, if provided with the prigr consent of the patient, has o be saltled
with the patent, Tor which no reimbursament will be agmissibia

In order to remove the scope of any ambiguily on the poinl of packags
rates, it 1% reit=rated that the rate quoted for a particular procedurs
must be inclusive of all sub-procedures and all ralated procaduras o
completa the treatmeanl. As an liustration, # may be noted that, (o
knee eplacement’ the guoted price shall inciude the cost of mplant
disposables hka bandages, anaesthetic drugs, synnges, elc. Similarly,
il a case of enlarmged prostate s refermred for TURP, the procadures
such as urethral catheterization, cysioscopy, &lc should not be bilied
saparately as thay are &l par of the procedure. The patient shall not
be asked to besr the cost of any such procadura/ifem

All investigations regarding fitness for tha surgery will be done prior (o
thié agmission for any elective procedure and are part of package. For
any additional proceduradinvistigation oulside the package rates and
other than the condmon lor which the patiéni was refermed for would
requirs the permission ol the compsatent authorly

The package rate |s calculaled on the basis of average numbar of days
ol stay for a particular procedura by patienis. No additional chame on
account of extended pencd of stay shall be aliowed if that extension is
due to any improper procedure or infechon as the consagquences of
surgical procedura done

The packags rales of indoor treaiment are for the following duration of
hospitalizalion

SGRATURES OF THE AUTHORIBED ARG ANT













10

Annexure-|
APPICATION FORMAT
APPLICATION FORMAT FOR EMPANELMENT OF PRIVATE HOSPITALS

AND DIAGNOSTIC CENTRES BY EPFO

{Technical and Infrastructure Specifications of the Hospitals and
Diagnostic Centres)

Name of the city where hospital/Diagnostic Centre is located.

__.
-
= 5
=1
-
g
=4
i
L -]
-y
=
&
=
B

3 Tel / fax/e-mail

' -Ta EEhcrnE_J':ID . E .
Fax | .
| &-mail / website address

10
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4 Empaneimant Applied for:
a) [ | Multispeciality ( General Purpose)
b) [ 1 Super Speciality { only one Speciality)
¢) [__| Dental Care Centre
d) =1 Super Specialty Eye Care

a2} TE= Diagnostic Centre
(Hlease tick the appropriate column)

Super Specialty - Specify specialty-
Cardiology , Cardiovascular and Cardiothoracic surgery/ L
Neurology and Neurosurgery

Urclogy - including Dialysis =
and Lithotripsy{ Renal Transplant , if available) o
Orthopedic- Surgery - including arthroscopic surgery and Joint
Replacement/

Gastro-enterology and Gil-Surgery
{ Liver Transplant , if available)

(]

Comprehensive Oncologyfinciudes surgery.chemotherapy
and Radiotherapy) /

Paediatrics and Paediatrics surgery

Endoscopic surgery

A I

E.N.T. including Specialized surgeries

Note: Facilities for Refevant Diagnostic procedures/investigations
shouid be avaifable-

MNole : 1* . Multispeciality (General Purpose ) - shall include General
Medicine, General Surgery, Obsletrics and Gynecology, Paediatncs,
Orithopedics, ICU and Cntical Care units (ENT, Ophithalmology, Dental
speciallies- desirable ) , and facilities for Radiology and in house laboratory
and Blood Bank . These hospitals will nol be considerad for ONE Speciality /
or selecled speciaiies anly. However, they can be considered for additional
Speciaities in addition to General Purpose treatment

Dental Care Centre

11
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Applied for :-

General Dentistry
Special Dental proceduras — speciality specified
Diagnostic proceduras / investigations for Dental.

Super Speciality Eye Care -

Applied for —(Specify) i
a) Cataract/Glaucoma e
b) Retinal = Medical - Vitreo-retinal surgery =
c) Strabismus
d) Occuloplasty & Adnexa & other specialized treatment

5. Whether the hospital is recognized under any one or more of following
1.Under CGHS ‘r"esD No :
2.Under State Health Authority/Local Body 'I"E‘.BD No :
3 Under any Medical Health Insurance e

Organization Yes DN-::
(W, yes, specify ) e

o o i S e e e e

Please fill up:

« Section A - if applying for Multi-Specilality (General
Purpose) or Super Speciality Hospital
Section-B- if applying for Dental Speciality
Section-C - if applying for Super Speciality Eye Hospilal
Section-D - if applying for Diagnostic Laboratory

12
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SECTION-A

TS
r—
r—re——

1.6 Total Number of beds
Mole | Multi- Speciality Hospitals (General Purposa);

Private hospitals with 100 or more beds will be considered,
Private hospilals with less than 100 beds will not be considered.

i) Super Speciality
Private hospitals with 30 or more beds will be considered.
Private hospitals with less than 30 beds will not be considerad

1.7  Categories of beds available with number of lotal beds in following type
of wards

Casualty'Emergency ward
ICCuncu

‘P
=i
Private I:I:
Semi-Private (2-3 bedded) ==

o] ey

General Ward bed (4-10)
Total Area of the hospital

Area allotted to OPD K (| S (|

Area allotied to |IPD =L o %

Area allotted to Wards e e —
1.8 Specifications of beds with physical facilities/ amenities

Dimension Number Sq. M. Furmnishing Amenities

of ward of bed in floor

length each area per

braadih calagory patient
(Seven Square Metre Floor area per bed required-) (1I5:12433-Part
2:2001)

General . == L1 ]

(4- 8 beds)
Semi Private

S i T A A T

Ward
{2 to 3 beds)
Private ward

I e g == E= L S EE =S
(Single bed with attendant bed)

* Fumnishing specify as (a), (b). (c), (d) as per index below

13
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Index (a) Bedsides lable
(b) Wardrobe L]
(c) Dressing table
(d) Dari/carpetiother floor items
{e) Telephone

Amenities specify as (a), (b) (c) (d) as per index below

Amenities
(a)  Aur conditioner
b) TN
(c) Stereo music
(d) Room service for

food elc.
(&) any other amenities

] I

1.8  Nursing Care

Total No. of Nurses =
No. of para-medical staff =
Category of bed Bed/Nurse Ratio{accaptable Actual bedinurse
standard) ratio
a) General 6:1 L]
b]  Semi-Private 4:1 ==
c) Private 4:1 ==
d) ICUNCCU 11
a) High dependency Linit 11
1.10 Allernate power source Yes [ ] No [ |
111 Bedoccupancyrate [ | | Bedlumovermtal | |
{(Norm B5%:)
eneral bed ::I :!:l
Sami-Private Bed 1 | fi=ie
Private Bed == =

Ay daily census * 100

MNote: Bed occupancy rate =
Av No. of bed available

(I.e. number of authorized bed)

Total discharge during a year

=

Turn over ratio
Bed complimeant
(No of authorized bed)

1.12 No. of in house Doctors 1 1
1.13  No. of in house Specialists/Consullanis —r—1

14
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No. of visiling Specialist/Consullanis ==}
(Names and qualifications)
Attach separate sheel if necessary —-—
_— |
|
1.13.1 Laboratory facliies avallable -  Pathology [_IBiochemistry[_J

Microblology [__] or any other

(stalistics for the |as! three years)

1.14
1.15 Supportive sarvices
Bollers/slerlizers
Ambulance
Laundry
Housekeeaping
Canteen
Gas piant
Waste disposal system as per prescribed rules

Others (preferably)

- Blood Bank

- Pharmacy

- Physiotherapy
No. of Operation Theaters. [

=
L]

15

Imaging faciliies available (statistics for the last three years)

L]

BHINATURES OF THE AUTHORISED APPYCANT
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2. ESSENTIAL INFORMATION REGARDING CARDIOLOGICAL
INVESTIGATIONS

Number of anglogram done in last one year —
(Minimum qualifying number 1000 in a year) S . -

3. Trealment procedure
Cardio-Thoracic Surgery- Essential information regarding

Numbear of Angioplasty done in last one year
(minimum gualifying number 300 in a year) I 1]

Number of open heart surgery done in last one year T 1 1
(Minimum eligible performance 400 per year)

Number of CABG done in lasl year
{minimum eligible parformance 400 par year) i (|
(year 2003-2004)

Qualified cardio-thoracic surgeon on
Regular employment of the hospital Yes N | 1

(Names & qualifications)-
Attach separate sheel if necassary

e —

|
=1
1
{
i
|
T
| | | | |
]I
|
T

= = S .
|
|
1
1
|

a1
|
[ e e

16
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4.

ir

RENAL TRANSPLANTATION, HAEMODIALYSIS/ UROLOGY -
UROSURGERY- ESSENTIAL INFORMATION REGARDING

Whather the hospital has in houss

~ (Names & Iqua[nlicerltrnn;j__rgpt_}gni_z_g_diir M.C.I.

Urologists & Renal Transplant Surgeons  Yes [__] No [_]

m

—
=
261 08[BS U B 8 % G110 ) L]
= E- =i | =~ HES
L O I O ) ) O ] |
| 5 I 5 _;I | I L 1 i, | | -,-_ |
) L | hacy =) a ) S I T
| | | | | |
___|_|_ | S— i i — | :
0 [ VIR ) (2 B L THERpSHESIT =] | 1
== L0 NG 1 ) . |
1= Pl lIFSAIL 1o L8
Number of Henal Transplantations
done in one year{ 2005-2006) =
Number of years of duration of =

Haemodialysis unit.

Criteria for Dialysis:

414

The center should have good dialysis unit neat, clean and
hygienic like a minor OT.

Centre should have at least four good haemodialvsia
machines with facility of giving bicarbonate haemodialysis.
Centre should have water-purifying unit equipped with
reverse osmosis.

Unit should be regularly fumigated and they should
perform regular antiseptic precautions.

Centre should have facility for providing dialysis in Sero
positive cases,

Centre should have trained dialysis Technician and Sisters
and full time Nephrologist and Resident Doctors available
to combat the complications during the dialysis.

Centre should conduct at least 150 dialyses per month and
each session of hemodialysis should be atleast 4 hours.
Facility should be available 24 hours a day

Yes [ ] No [ |
. Whether it has an immunology lab
if s0, does it exist within the city
where the hospital is located Yes[ ] No [
Whether it has blood transfusion
service with facilities for screening Yes 1 No []

17
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HIV markers for Hepatitis (B&C), VDRL

4.1.5 Whether it has a tissue typing unit | -
DTPANIMSA/DRCG scan facility Yes No
and the basic radiology faciities

5. LITHOTRIPSY/TURP-Essential information req: -

Whether the hospital has experl employees
having M.C.|. recognized qualification on  Yes L__-]' No D ,
regular and visiting basis -

Mo, of cases trealed by lithotripsy -

in last one year (e.9.2005-2006}) |:l:]j
Average number of sitting required

oRr Ciisd I

Fercantage of cases selected for
lithotripsy, which required conventional [T ]
surgery due to failure of lithotnpsy

18
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6. LIVER TRANSPLANTATION- Essential information reg

Technical expert with experience in lhver

Transplantation who had assisted in at least Yes |__ | MNo | |

fifty liver transplants.
__{Name and qualifications)

' SRR B e E.
-
| B
4
-

il el =
-
|
i

Month and year since Liver Transplantation
s baing camed oul
Mo. of liver transplantation done during
the last one yaar

auccess rale of Liver Transplant
Facilities of transptant immunology lab.

Tissue typing faciliies
Blood Bank

Full radio diagnosis

e Y S E—— ——

(EIEIE SR EE

-

==

Yes [ |No [ |
Yes| |No [ |
"I"'EE.l ]Nu |_|
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7. ORTHOPAEDIC JOINT REPLACEMENT - Essantial information

reg.
Whether the hospital has aseptic
Operation theatre for orthopadic/
Hip and knee joint replacement Yes [ | No[ ]
Whether there is Barrier Nursing for
lsolation for patient,
Qualification and of Orthopedic surgeon
(Name and qualifications) "] | ]
1 I : I- |- i [
| I | i I

Whather, it has required instrumentation
for bolh hip, knee, joinl replacemant Yes D No D

Facilities for Arthroscopy Yes No [ | []

<0
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8. NEUROLOGY _ NEUROSURGERY - Essential information reg.

8.1 Whether the hospital has asaplic

Operation theatre for Neuro Surgery Yes[—|No [ ]
Whether there is Barrier Nursing for Yes No f= ]
isolation for patient.

Qualificabion of Neuro- surgeon
_(Name and qualifications)

Whather, il has required instrumentalion
for Neuoro-surgery ves | Nol_|
Facility for Gamma Knife Surgery Yes No ] [
Facility for Trans-sphenoidal endoscopic  Yes No [~ | [
surgery, if available —
Facility for Steriotactic surgery Yes No []

21
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8. GASTRO _ENTEROLOGY / GI- SURGERY - Essential information

regq.
Whethar the hospital has asaphc
Operation theatre for Gasir-Enterology &

3] Surgery Yes !_| Mo —|

Qualification of Gastorenterologist / Gl- Surgeon
(Marme and qualifications)

Whether, it has required instrumentation
for Gastro-enterology — Gl Surgery

Yes[  |No [ ]
Facilities for Endoscopy — specify details

EIGNATURES OF THE AUTHORISED APPICAMT
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10. E.N.T. - Essential information reg.
Whethar the hospital has aseptic
Cperation theatre for ENT Yes Ho[ |
Qualification of ENN.T. Surgeon L
(Name and qualifications)
= Tﬂ_ 11

[ Iy i
| .

Whether, it has required Instrumentation
for E.N.T. Surgery including diagnoslic procedures Yes| |No | |

Faciliies for Endoscopy - Yes No| | | |
Facilities far reconstruction surgery — Yes Mo = 1

23
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11.  Oncology — Essential information reg.
11.1  Whether the hospital has aseplic
Ciperation theatre for Oncology — Surgery Yes[ [No i:|

11.2 No. and Names of Oncologists | I |
(with gualifications)

Surgery

Radio-therapy-

m ELEEmEEr . = B— = —j——

11.3 Whether, it has required instrumentation
for Oncology  Surgery ves| | Nol_|

11.4 Faciliies for Chemotherapy Yes | INo ||
11.5 Fadlities for Radio-therapy ( specify) Yes| |[No| |

Radio-therapy facility and Manpower shallbeas Yes| | No| |
per guidelines of BARC

24
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12. Endoscopic | Laparoscopic Surgery:
Criteria for Laparoscopic/Endoscopic Surgery:

Center should have facilities for casualty/emergency ward,
full-fledged ICU, proper wards, proper number of nurses and
paramedical, qualified and sufficient number of Resident
doctors /specialists,

- The surgeon should be Post Graduate with sufficient
experience and qualification in the specialty concerned.

- He/She should be able to carry out the surgery with its
variations and able to handle its complications
The hospital should carry out at least 225 laparoscopic
surgeries per year

- The hospital should have at least one complete set of
laproscopic equipment and instruments with accessories and
should have facilities for open surgery Le. afler conversion
from Laproscopic surgery

Yos |:| MNo D

SIGNATURE OF APPLICANT OR AUTHORIZED AGENT

£b
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{A) (i)For General Dental Clinic
{Availability of recovery bed for Dental Clinic)
(if available, spacify the number of bads)
(iiyFor Specialized Dental Clinic
(Whether beds are avallable for
Spedalized Dental Clinlc)... Yes
If, Yes Number
{(B) Forspecialized Dental surgery:
Dimension  Number
Of ward of bed in
Langth each area
Breadth cal
General [:[_ |
Semi Private =¥ i
Ward
Private Ward == EL
Eurnishing
(a) Bedsides table
(b) Wardrobe
{c) Dressing table
(d) Dari | Carpet / Other floor items —
Amenities
(a) T.V. =l
(b}  Staredc music
(¢} Room service for food elc.
(d) Telephaone -
(e)
(C)  ICU for Specialized Dental Surgery Yes
(D) Whather separate O.T. YES
available for aseplic / seplic cases
(For specialized Dental clinics)
(E) Type of water supply & imings
Municipal Supply
Other sources
(Please specify) ike ................ oy T o P s
Distilled water
(F) Allernative Power supply Yes i:riu
Give delails

170 T

) 1)

S5q.f.  Furnishing

floor

per

Amenlities

pahent

=y =
= =

L1

)
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(G)  Blood Bank facility Yes [ o []
(In case of emergency cases)
(H) (a)Laboratory faclities for routine Clinical Pathology, Bio-chemistry,
Microbiology (statistics for the last three years),
................... "'I"E:E. ':rJﬂ D
(b) Routine facilities for X-ray OPG Dental X-ray (statistics for the
last three years
] Oxygen facility -Centralized [ lylinder [ ]
(J) No. of visiting Specialists | Consultanis i - -
{(For Dental Care Canter)
{Names and Qualifications Specially-wisa),
g [a}ﬂm!&ﬂlnilllu facial Surgeon T T T —
] [t F [ _.’_ - i |
(b)Periodontist
) (c) Prosthodontist . . ) ) . -
= _______L_i__ =
! __i_ Ir | | | | | |
(d)Endodontist
= i = JI 1 | e
|e Orthodontist _ _ 8
1 | = | ==
(fiPaedodontist
] ! | | |
| gl s 70 | T I
(K) Number of Specialists avallable on regular

basis in all Dental spacialties:

27
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(L) Nursing Care
(Only for the patients admitted in the Dental Care Center)
Total No. of Nurses | .
No, of Dental Technicians
No. of para-medical staff [

Calegory of bed Bed / Nurse Ratio Actual Bed / Nurse ratio
(acceplable standard)
a) General
b} Semi-Private
c) Privale
dj ICUNCCcuU

(M)  Supportive services (To be given in Detail for each item)

=i B B D

3
9
1 =
3 T

Boilers Sterilizers

Glass Bead Sterilizer

Autoclave

Use of disposable Syringes & Needles
Bio-Medical Wasle disposal system
Segregation / Needle destruction / Incineration
Distillation plant for use of Distilled waler

JOmoon

(N) Emergency drug kit Yes [ b ]

(O) Mo. of patients admitted for specialized surgery =t
during last 03 years.

{P) Whether all reimbursable items are included in the package rate, if
nol.please specify the ilem with cost  (in annexure)

(Q) Whether the rate for different items covered in the package rate are on
the basis of cost of item. Yes t] =]

(R) Physiological working Dental Chair, Electrically operated, hygienic /
aseptic piping unit fitted with Halogen Light and other facilities like:

aj a) Air Rolor

=]} by  Air-Molor / Micro Molor, Oll free medical grade
COMpPrassor

c) c) Ultrasonic Scalar

d) d) Light Cure Machine.

e e) Built in High suction apparatus

Hoooo
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Cental X-ray Machine

IQPA B0-70 Kv, 8 mA, Exposure Yes [ Mo =3
{with minimum radiation leakage) time salection 0.01 to 3 seconds
0.P.G. Machine 60-70 Kv, 8 MA Yes [ b =]

All Specialists employed on regular and visiting basis must possess
Dental Council of india’s recognized qualifications, A Post Graduate

should head sach specialty

SIGNATURE OF APPLICANT OR AUTHORIZED AGENT

BIGHNATURES DOF THE AUTHORISED APPCANT




1. -
Qualified ophthalmic surgeon with experience in Intra-ocular Lens

implantation Surgery + training proof of PHACOEMULSIFICATION surgery
Yes Mo [:] |:J
___Name and Qualifications : nR= &y 3
| ' -

ERUED L e oo o s

|
| ]
2. Period since |OL is being carried out in the Hospital

i ' e = = = e IS =
o Number of I0OL implants done dunng the last one year
S [ T .

4. 0L kit of approved standard supplied by hospital ]

5 () Phacoemulsifier Unit (lird or IVth generation) — minimum 2
with extra hand pieces
(ii) Flash/rapid sterilizer — one per OT
(ifi) YAG laser for capsulotomy
{iv) Digital anterior segment camera
(v) Specular microscope

0aoo

B. Specification of the kit I0L;

1) National/lnfermational standard
2) CE.FDA, ISl approval

3) *PMMAJACRYLIC/SILICON

* (Polymathyl Meth Acrylata)

000

- All Specialists employed on regular and visiting basis must possess M.C.I.
recognized qualification YES[ | NO[ ]
-Backup facilities of Vitro-retinal surgeon deal with Phaco/lOL related

complications.
Yes N
Whether beds available = —

(General, Semi Private, Private or Deluxe Room Yas ] Mufj
(If yes, specify the number)

Gl. ward |:|:]E&rli-i:’vt. ward s Pwvt. ward C 11

EIGNATURES OF THE AUTHORISED APPICANT
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3

O.T. facilities Yes[—] No[ ]

(1} With qualified Anesthetist, Boyle's Apparatus,

Pulse Oximeter, Cardiac Monitor, Basic Resuscitallon equipment
Including Defibriltator and Oxygen supply.

(i) investigative facility required in OT:

W
(a) Ultrasound (A & B Scan) | |
(b) Indirect Opthalmoscopy =

(a) Nursing Care -

Number of Nurses & Paramedical Staff Yes[ ] No [
(Minimum two Nurses + 1 O.T. Technician +

1 Nursing Orderly + 1 Safai Karamchari per OT)

(If Yes Specify the numbers) ==
(b) Resident Doctor Support Yes L] Nol_l
Alternate Power supply/UPS ves[ 1 nNd_]
r. | avai -

{Clinical Pathology, Routing Biochemistry, ECG
and Microbiclogy) Yes [ Nol ]
(a) Ocular Pathology Yes [ | No[ ]
(b) Ocular Microbiology Yes =1 Hu[:]
(e} Imaging facilities for :

{l) X-ray (i) CT Scan (ii{) MRI Scan

(iv) Uitrasound (A&B Scan) Yes [ ] No[ ]
(d) Blood Bank support

11. Supportive Services:

Boiler/ Sterilizers/Auloclave/Gas Sterllizers{ ETO) Yes NuE
Telephone facility Yes No
House Keeping Yes HUE
Waste Disposal Sysiem YesL_ No
Oxygen Supply/Cylinders Yes[ ] No[_]
Canteen Facilities "I’EEI:I hlu[:]
o ]
12. Fadiiities for Record keeping (Manuall Compulerized) Yes No

13. FOR RETINAS VITREOUS:

1}  General - as (1-5) for 1OL Implant Yes L_INo L |

2) Specific for Vitreous — Retina Centre.

a) Trained in Vitreous & Retina surgery proficiency. Yes [ Ine [
31
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b) Availability of equipment viz.:

()] Angioraphy of Refina — Digital fundus camera/Digital FA
System (1/1CG) with software for movemenis, fension, size
YN

(i) Vitrectormy machine postenor segment -
- Endolaser & LIO YES NO
- Facilities for high-speed culling YES NO
-« Inbuilt endoillurninator YESL _INO ||
- Inbuilt air fluid exchange YES NO
- Inbuit phaeco-fragmentation facHity YES NO

(i) Retinal Lasers - Cryc machine, Argon, Diode, Double
frequency YAG with mulfiple activator mode, Laser indirect

Ophthalmoscope for Retina Lab as well as for OT-
ves[_ 1 no(]
(i) PDT facilty, OCT YE NO[ ]
) Indoor faciities for admission with Resident Doctor” Nurse/
Specialist.
ks ]
NO
14, FOR CORNEAL TRANSPLANT:
1)  General as (1-5) for IOL surgery ves 1 nNol]

2) Specific for Comeal Surgery:

a) Availability of trained Surgeon in Comeal surgery —Yes[_] No [ ]
(i) trained eye bank technician

(ii)Eye bank specular Microscope
{iif) Culture/storage media
{iv) Grief Counselor L]
(vl Computerized Record keeping facility ]
b) Is centre approved by competent authority under human ransplant
organs Act, 1995 ]
¢} Source of procurement of donor material. [

d) Facilities for processing, evaluations, Lab invesligation. T

15. OCULOP Y& -

1. General — as (1-5) for IOL surgery ves [—] No —
2, Specific for Oculoplasty & Adenexa:
Specialised Instruments and kits for: i
(i)Dacryocystorhinostomy

(fi) Eye lid Surgery e.g ptosis and Lid reconstruction Surgery E
o |

BIGHNATURES OF THE AUTHORISED APPICANT
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(i) Orbital surgery
(fv) Socket reconstruction = =
(v) Enucleation/evisceration -

(Vi) Availability of Trained, proficient Oculoplasty surgeon who is
trained forOculoplastic,Lacrimal and Orbital Surgery

(Vi) Number of Oculoplasty surgery performed =S =S |

3.  Consultation facility from ENT Neurosurgery,Haematology ]
and oncology

4. (A) INVESTIGATIVE FACILITIES:
(i) Syringing, Dacryocystography
(i} Exophthalmometry
(i) Ultrasonography — A&B Scan

fiv) Imaging facillities - X-ray, CT Scan & MR/ Scan

{v) Ocular pathology, Microbiology services

(vi)& Blood bank services.

{wii) Consultation faciiities from refated Specialtios
such as ENT, Neurosurgery, Haematology, Oncology

U uoodo

(B) OPERATIVE (O.T.) FACILITIES:
Specialized instruments & Kits for the following surgeries should

be available.

(1) Dacryo cystorhinostomy I:

(i} Lid surgery including eyelid reconstruction & =
Ptosis correction. =

{iff) Orbital surgery i

(fv) Socket reconstruction =]

{v) Enucleation & Evisceration =l

(vi) Orbital & Adnexal Trauma including Orbital frac!uﬂ_!sl—_]

(C) PERSONNEL:

(i} Resident Doctor Suppoart

(ff) Nursing care (24 hours)

(iii) Resuscitative facilities

(iv) Trained Qculoplastic surgeon who (s

proficient in Orbit, Oculoplasty & Lacrimal surgery.

L]
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16. NEUROPHTHALMOLOGY/PAEDIATRIC OPHTHALMOLOGY:
1) General = as (1-5) for 10L Surgery Yes[ ] No[]

2) Specific:
Availabllity of equipment for Neurophthalmology investigations. Wk

3) OPTOMETRIST /| ORTHOPTICIAN — af least 2 trained Orthopticians
/{Oplomelrists, with experence ol refraction in children
ves 1 no [

4) Slrabismus Surgery:
Functional OT with Instruments needed for strabismus surgery

?ESE NO ==

a) Awvailability of sel up for Pediatric Strabismus - Orihoptic roam with
distance fixation targets (preferably child friendly) may have
TVWAVCR, LeesHess. Chart

YES[ ] NO[]

34
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17. GLAUCOMA:
{1) General —as (1-5) for |OL Surgery. Yes (] Nol_]

(2) Specific: Facilities for Glaucoma investigation & management.

a2) Applanation tonometery

b) Stereo Fundus photography/OCT/ Nerve fibre Analyser

c) YAG Laser for Indectomy

d] Automated/Galdmann fleids (Penmetry)

g) Electrodiagnostic equipments (VER, ERG, EOQG)

f) Colour Vision — Ishigharae Charts

gl Contrast sensitivity — Pelli Robson Charls

h) Pedialric Vision lesting — HOTV cards

i)  Auforefractomelers

1) Synaptophore (basic type with anlisuppreson)

k) Prism Bars

I} Stereo test (Randot/TND)

m) Red - Green Goggles

n) Orthoptic room with distance fixation targats
(Preferably child friendly) may have TVIVCR.

o) Lees/MHess chart

00 0

L

[ 0000 0o0

SIGNATURE OF APPLICANT OR AUTHORIZED AGENT
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SECTION-D

CRITERIA FOR LABORATORY DIAGNOSTIC CENTER: -

1)

Indicate (/) for Yes and (x) for No in the Box
Laboratories (Clinical Pathology):
Space: Minimum 10X12 ft. ]

Adequale space for collection of samples and dispatch of D
reports. Waiting space - Minimum for 10 patients.

Equipment:

Microscopel__] fully automatic hematology cell counter [
Incubator ] cenfrifuge machine [ fridge (300 liters) ]
Automated Electrophoresis apparatus [ Dlomated Coagulation
apparatus [ Cytology and histopathology related sel up L]
Needle Destroyer = Trolley for waste disposal with Hagsm

Manpower with Qualification:
MD or DNB Pathology or Diploma in Clinical Pathology (DCP). [

Technician —

Diploma in MLT and adequate experience of handling pathology
specimans including Cytology and Histopathology. ]
Facilities for Wasle Management: Provision for wasle management
as per the Biomedical wasle Act,, 1998 -
Quality Control:

Arrangement for Internal and external quality control. =]

The set up should be able to handie the workioad with adequate
stafl and equipments. Reports should be available al the earliest
depending on the lesl

Backup of Generalor, UPS, Emergency light 1
General requirements for Pathological Diagnostic Centers:

Minimum workload of 40-50 samples per day (not lests).
Slides for Histopathology / Cylology should be preserved a
reasonable penod.

36
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= Records of patienls /investigation should be well maintained and
updated.

« Charges should be dispfayed on the nolice board.

= Fire Fighting system should be in place wherever it is necessary,

2) Laboratory (Biochemistry):-
- Space for working lab minimum 10X12 fi.

Reception and sampie collection should have an area for
al least 10 patients to sil.

Laboratory (Prelerably air-conditioned)

Washing area/waste disposal,

goo U

- Equipment:

Refrigerator [ | Waler-bath [ | Hot-air-oven [ Lentrifuge
machine (] Photo-electric calorie meter or Spectrophotomeler or
semi-auto-analyzér/auto analyzer = Flame Pholometer or ISE
Analyzer[ |Micro-pipettes.  [_| All related Lab glasswares and
reagenis [ 1 needie destroyer [_] standard balance [__]

- Manpower with qualification:
MD/Ph, D/M.Sc. in clinical Biochemistry

MDD Pathology/Diploma in Clinical Pathology
Technician with DMLT.

1 00 0O

- Provision lor waste management as per
the Biomedical waste Act,, 1998;

Quality Control:

i

Should be Intermal as well as External

- Backup of Generator, UPS, Emergancy light =]
37
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. 24 hours supply of water, provision for loilet. -
Indicate (/) for Yes and (x) for No in the Box

Additional requirements for Laboratory for Hospitals! Nursing Homes:-

In addition 1o the criteria writien above the following additional
equipmeant will be reguired

Blood Gas analyzer|[ | Elisa Reader ] HPLC and
Electrophorasis apparalus I

3) Laboratory (Microbiclogy):

- Minimum Space required is 10X12 1. =
Receiving samples & labeling, sorting. registration,
minimum waiting space for 10 patients and =1
dispatch area.
Media room (autociave, hot air oven, pouring hood) Area
required minimum BX4 L N

Processing of samples — staining, cultures eic.
- Equipment:
Non-expendable - Autoclave || Hot Air oven[  |water bath,
incubator [ centrifuge [ ] microscopes] | wvorlex [ |
ELISA reader.] |
Expendable - Chemicals, media, glassware, stationery elc. ]
- Manpower with qualification
Doctor (MD in Microbiology VM. Sc. in Medical Microbiology ]
Technician - DMLT
Provision for waste management as per the
Biomedical waste Act., 1998,
Quality control:
internal
External tie up with higher institutions.
Backup of Generator, UPS, Emergency light.

gooog o
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Indicate (/) for Yes and (x) for No in the Box
CRITERIA FOR RADIOLOGICAL DIAGNOSIS AND IMAGNING CENTER:
Criteria for MRI Center:

MREI machine minimum 1.0 TESLA _|
Adequate space & patient waiting area. et
Qualified Radiologis! - with minimum 3 years post degree F |
expenence

- Tachnicians - full time, holding degrea/dipioma ==
(2 years) from recognized institutions -
Equipmeni for resuscilalion of patient should be
MRl compalible.
Facilites for computer printer reports.

Backup of Generalor, UPS, Emergency light

MEI room should be easily approachabie =

Aulomatic Film Processor Unil ==

Adequate workload — minimum 100 MRI par month =
K12
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indicate (/) for Yes and (x) for No in the Box

Criteria for of CT Scan Center:

[]

Whole body CT Scan with scan cycle of
less than 1 second (sub second)
Housed in buillding as par AERB guidelinges.
Sufficient workable space.
Waiting area separate from the radiation area,
- Provision for changing room.
Frovision of Radiation protective devices like Screen,
Laad Apron, Thyroid & Gonads protective shield

U0 0ooo O 0

Equipment for resuscitation of patients
like Boyle's apparalus, suction machines, emergency drugs,

o combat any allergic reactions due o contrast medium,

i

Provision for stenlized instrument, disposable syringes &
needles, catheler elc.

Provision for washed clean linens.

Qualified Radiologist - having post degree

0 [

axperience of 3 years.

- Qualified Radiegrapher - holding diploma (2 years)
/degree in Radiography from recognized Instifution.
Provision of nursing slaflifermale attendant for lady patient,
Provigion for radiation monitoring of all technical staff &
doctor through DRP/BARC,

Coverage by Anesthetist
dunng procedures involving contrast media.

- Disposal ol waste.

- Backup of Generator, UPS, emeargancy light.
Center should be easily approachable.

- Workload 150 per month.

- Installation should be approved by AERB.

oo oo o oo
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Indicate (/) for Yes and (x) for No in the Box

Criteria for Mammaography Center : -

- Standard quality mammography machine with

i

low radiations and biopsy attachment.
. Automatic/Manual film processor
. Provision for hard copy & computer print oul reports
- Adequate working space.
- Provision for changing room. Privacy for patients.
. Female Radiographer/altendant.
- Clean linen,
Backup of Generalor, UPS, Emergency light,

Centar should be easily approachable

00000000

Workload minlmum 100 per month.

a1
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Indicate (/) for Yes and (») for No in the Box

Criteria for USG/Colour Doppler Center: -

=

Registration under the PNDT Act and
ite status of implementation.

Machine should be permanently housed
in the Diagnostic Center,

It should be of high-resolution

Ultrasound standard and of updated lechnology.
Equipment having convex, sector, linear probes of
frequency ranging from 3.5 to 10 MHz and

should also have prmriqinnfl‘adll*ﬂas of

Trans Vaginal/ Trans Rectal Probes.

Should have minimum thres probes.

Facilites for print out & hard copies of (he image.

Qualified Radiologisl, having experience of
three year after Post Graduale gualification,

Full tme Murse/Female attendant for female patients.

Size of the room should be adequate 12°X10°,
adequataly ventilated.

Emergeancy recovery facilitias for patients undergoing
interventional procedures (ke FANC, drainage of
Abscess & Collections etg. with infrastructure for
the procedure.

Anesthelics coverage during such procedures.
Availability of clean linens & disposable consumable
& slerifized instruments.

Backup of Generator, UPS, amergency light.

Center should be easily approachable.

Workload 250 per month.

42
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Indicate (/) for Yes and (x) for No in the Box

Criteria for Diagnostic X-ray Center/Dental X-Ray/OPG Centre:

0 0o 00

10 00

i i

]

i

X-ray machine should be of minimum 500 MA with the Image
intensifier TV systam.
The Portable X-ray machine should be minimum of 60 MA

The dental X-ray will be of 6 MA and OPG 4.5 1o 10 MA.

Automatic film processor.

Building plan as per the guidelines of BARC Depll of Radiation
protection. Approval should be taken from BARC for bullding plan
and the cerlificate should be on the board.

Separate room for portable X-ray maching, equipmant, dark
PO,

Patiant trolley should be able to go to equipment room.

Boyles lrolley should be in X-ray room.

Room size approximately 14X14 feat for housing the X-ray
machine & dark room size BX8 fesl walling area, separate from
the radiation area,

X-ray tube should not be facing the inhabited area.

Provision for changing room.

Provision of Radiation Proleclive devices like screen, lead apron,
Thyroid & gonads protective shields. Equipment for resuscitation
of patients like Boyle trolley, suction machines, emergancy drugs,
to combal any allergic reactions,

Manpower: - Radiologist -Post Graduate gualification of
Radiology from Recognized University,

Qualified Radiographer, holding diploma/degree in radiography
from recognized Institution, Provision of nursing stall for lady
patients.

Provision for Radiation monitoring of the technical staff & doctor
through DRP/BARC.

Anasthetics Coverage dunng proceduras involving IV contrast

media use.

43
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dd

Frevision for stenlized instruments & disposable synnges
neadles, catheters for procedures like HSG, MCU, RGU etc

] [

01

Washad .clean linen should be provided
Dispasal of waste.
Backug of Generator, UPS, Emergancy light.

Canters should o be easily approachable

L 00

Workload 350 per month

=0,

%
o
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Indicate (/) for Yes and (x) forNo in the Box

Criteria for Bone Densitometry Center :

i

JU 0ooo 0o Oo0

Bone densitomelry equipment ullrasound/x-ray dased with color
printer.
Room size 14°X14 feet.

separate wailing area.

CQualified Radiologist with al least 3 years experiance afler
posigraduate qualification.

Qualified Radiographer from recognized nstitution.

Radiation safety measures

Disposal of waste

Backup of Generator, UPS, Emergency light.

Center should be easily approachable.

Workload 50 per month.

Quotation should be separately given for Dexa Scan/ Ultrasound.
Desirable: Capable of performing 1-3 sites and whole body.

SIGNATURE OF APPLICANT OR AUTHORIZED AGENT
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ANNEXURE-I

CERTIFICATE OF UNDERTAKING
(To be signed by head of institution o authorized signalocy | agent)

It is cerified that the parficulars regarding physical faciiies and experience/expertise
of speciaity are comecl

That the hospital /Osagnostic Center shall not charge higher than the CGHS nolified
rates or the rates charged from non-CGHS patients.

That the rates have been provided Bgains a facility/procadure aclually available & Ihe
insditution

That if any information is found to be unirue, the Hospital / Diagnostic Laboratory be
liable for de-recognition by EPFO. The nslitution will be liable to pay compensation for
any financial loss caused to EPFO or physical injuries caused to its beneficiaries

That all Billing will be done in elacironic formal and madical records will be submitied
in digital format.

That ihe Hospitals/Tiagnostic Cener has the capability to submit bills and medical
records in digital format,

That the hospilaldiagnostic center will aliow a discount of 15% on notified rales when
paymenl is made by cash and a discount of 10% on payments that are made within
saven days from the dale of submession of the bill 1o EPFO.

That In the event of recognition of the Hospital / Diagnostic Laboratory, t will provide all
disposable sundries and implants of standard quality and will not get them purchased
through EPFO beneficianes.

The Hospital / Diagnostic Laboratory will pay damage to the beneficianies if any ingury,
loss of part or death occurs due o gross negligence or due 1o transfusion of improperly
checked blood, if such injunes occumed in congequences of treatment in the Dental
Care Center

That the cenler has nol been derecognized by CGHS or any stale Government or

other Organizations, afier being empaneiied.
That no mvestigation by central GovemmentStale Government or any Statuary

InvesBgating agency |8 pending or confemplated agamst the HospitaliDiagnostic
Center

Signature
Head of Institution | Authorized Signatory / Agent
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Annexure-|V

The following are the minimum documents that are to be submitted
along with duly filled application form

(a) Copy of certificate or memo of State Health authority recognizing
the hospatal.

{b) Certified copy of audited balance sheet, profit and loss account for
the last three years.

(c) Cerified copy of parnership deed and authorization lefter of
signatory.

{d) Copy of the license for running blood bank/diagnostic lab.

(e} Copy of import exemption certificate and the conditions on which
import exemption accorded.

{n Sales tax exemption carlificate

(g) Photo copy of PAN Card

(h) Name and address of their bankers,

(i} The selecled hospilal/diagnostic center has to deposit ‘Performance
Bank Guaranies' at the fime of signing of MOU.

() An attested copy of the existing list of rales approved by the
hospital/diagnostic center for varnous services/procedures being
proviged by il

Note: Applications nol containing the above pariiculars are liable o be
ignored.

Signature
Head of Institution / Authorized Signatory /| Agent

47

SIOMATURESR OF THE AUTHORISED APPICANT



+f

nNex -V
MName of Work:- Recognit ] ial Pur
itals | Si Specialty Hospitals/ Super S ial
{Dental Centre or Diagnostic Laboratories un
PERFORMANCE SECURITY FORM [PSF)
To
ADDITIONAL CPFC, EPFO
WHEREAS
{(Mame of

Successful Applicant) hereinafter called "the Successful Applicant® has
undertaken, purchase of Contract Na,
dated, =008 to

s —

(Description of Services) herainafter called “the Contract®.

AND WHEREAS it has been stipulated by you in the said Contract thal
the successful Applicant shall furnish you with a bank Guarantee by a
recognized bank for the sum specified therein as security for
compliance with the Successful Applicant’s perfermance obligations in
accordance with the Contracl.

AND WHEREAS we have agreed to give the Successful Applicant a
guarantee:

THEREFORE WE hereby affirm that we are Guarantors and responsible to
you, on behall of the successful Applcant, up to a total of
(Amount of imevocable guarantee in
Words and Figures) and we undertake to pay you, upon your first written
demand declaring the Successful Applicant to be in default under the contract
and without cavii or argument, any sum or sums within the limit of
as aforesaid, withoul your needing to prove
or to show this grounds or reasons for your demand or the sum specified
therein. This guaraniee is wvalid uniil the day of

il

signature and Seal of Guaraniors

Ciate
Address:
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