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Pharmacy and drug control department
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Inspection & Narcotics unit

Application for Registration for Final Assessment

Healthcare Facility Details
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Healthcare Facility Name:

Electricity Number:

Authorized Person

Full Name:
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QID Number:
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Mobile Number:

Focal Point (Healthcare Facility Representative)
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E-mail: odo Ayl gl
Mobile Number: :Jaonoll ailall
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Company Details (if Applicable)
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Is the list of Medical Services mentioned in

the registration the same?
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* NOTE: All details in the form should be electronically filled
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Requirements Ullniell

® Security camera Approval. Ol oAl plaaiwl dnlall duioll odAll 6)la] déolgo
e Copy of Practioner license copies (Temprory License). duioll duslioll 6janlg
e Appointmant of medical Director/Administrative Director. (@680 dna)) pulalljalluaialigo Ao o
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® Copy of Commercial registration or Busniess License.
* Copy of MME License & facility registration.
e Patient Bill of rights and responsibilities

stamped by QCHP.

e Undertaking of restricting the «blacklisted/banned» from

practicing in any health profession. dgylaul @ilagll
* Copy of Radiation Certificate a4 619 Lo Jalndl eyl uaua il (o GAui
(in case of using Radiation Equipments). (ducleab] 6janlplaAiu] Ja po)
* Copy of Patient file template ool Qlo @3qoi AL ®
e Copy of Civil defense approval a0l ELoaJIASolgo o Al @
* Copy of Waste management Contract wyleillade Jodaiuj o
e Copy of Price list based on the Approved MOPH Al loaall ule el el doild (o AAauui ©
Medical Services sUiliol (Lo Gordoll
® Copy of the patient registration file oA L)l Jinni@lo (o dAuuje
e List of services provided Aoadoll loaaludails @

Declaration

| am the Authorized Person Mr./Mrs.: Ol / Al Gl
affirm that the above information given is true and o\l 63)lgl uuumdgmj_bi‘a;_bgﬂu\jg Aoll
| am solely responsible for its accuracy ainn u.Lcn.quI dng Uig
Signature: e :EL0qill
Date: e Ayl

For Official Use

Received by (Counter): (&wiis) Jub (o pMiwyl ol
Date: e e &le
License Registration Specialist: - (WYY IPTENTTEVoEY
Signature : . &Loqdll
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* NOTE: All details in the form should be electronically filled ligrial] 6)loiwyl wlily &lon diisi slapl:ayqii @
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