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Application for Healthcare Facility Decommissioning

Healthcare Facility Details

Healthcare Facility Name: -
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Healthcare Facility Licensing Number:
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Reason for Healthcare Facility decommissioning:

¢ Transfer location ]
* Change facility type / Classification []

® Perminant closing []
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Landline Number- oAU @il

Qatar ID (Owner)

NOC from Security Systems

NOC from the Bank

NOC from Ministry of economy & commerce
NOC from Civil Defense

NOC from QCHP

Written commitment to transfer patient files and
declare all pending financial issues

Submit offical stamp of practitnor
Submit Facility Offical Stamp

Declaration

| affirm that the information given by me in this
form and the enclosures are true and | am solely
responsible for its accuracy.

Name (Authorized Person)as per facility card:

Focal Point (Healthcare Facility Representative) (Gunnl slitioll Jioo) Juaill A
Full Name: o]l rouwl
QID Number: 61l ALl B I
E-mail: :oJg AVl Ayl Job Title: oAl ool

Mobile Number:
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Date:
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Signature with Stamp:

For Official Use

Received by (Counter):
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Date:
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License Registration Specialist: ...

Date : _ : QLI

Signature : - &udqill

ALl Jraud oSlaal

* NOTE: All details in the form should be electronically filled
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