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Pharmacy and drug control department
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Inspection & Narcotics unit

Application for Registration of License Renewal of Healthcare Facility

Healthcare Facility Details

Healthcare Facility Name:_.
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Healthcare Facility Licensing Number:

Authorized Person

Full Name:
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Company Details (If Applicable)

Company name:

(AanqUD dAapill Jnloj

A il rouwl

Trade name:...
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Business address:
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Requirements il

* Security camera Approval. WlolAl plasily dnlall duioll pdAill 6)la] A olgo @
e Copy of Practioner license copies (Temprory License). duioVl duslioll 6janig
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e Patient Bill of rights and responsibilities
stamped by QCHP.
e Undertaking of restricting the «blacklisted/banned» from

practicing in any health profession.
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e Copy of Radiation Certificate 1016510 (Lo Ja Ll e lse bl Jaya sl o A o
(in case of using Radiation Equipments). (Aaclsa] 1an] Al Ula L)

e Copy of Civil defense approval Oiroll ELANlAB0lg0 (Lo AAuL

* Copy of Waste management Contract Gl Ade (o dAau
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* Copy of Price list based on the Approved MOPH
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e Copy of medical equipments list needed

e List of services provided
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