SSGMC

SOUTH SUDAN
GENERAL MEDICAL
COUNCIL

REPUBLIC OF SOUTH SUDAN

SOUTH SUDAN GENERAL MEDICAL COUNCIL
APPLICATION FOR REGISTRATION OF A PRIVATE MEDICAL INSTITUTION FORM 1

PART 1

(To be completed by the applicant in duplicate)
1. CONTACT DETAILS OF THE PROPOSED INSTITUTION

(Block Letters)
Q. NAME OFf The INSHULION. ... et e e e e e

o T = o Y=Y £=] I AN [0 [ (<Y1 TR
c. Telephone Number............coviiiii e, Mobile. ...
Lo TR = g = 117 AN (o [ (=Y T TR PP

2. Type (State whether Hospital, Nursing Home, Maternity Home, Health Centre, Dispensary, Laboratory,
etc.).

3. Location Of The Institution

Q. TOWN/CENIIE IMATKET . ... oot
o JN o Yor=1 (o] o VR
Lo O 10 [0 3V 2P PPPPPPPR

Q. PAYAM/BOMA. ...ttt e oo oo e e e e e e e e et e e e e e e e e e e e e e e ann
PART I

(To be completed by the applicant in duplicate)

1. Full names and address of the applicant
(Block Letters)

* Delete where inapplicable 2

3. Nationality of the @PPlICANT.........c.o ettt s essesae e e e sessesneesessesreeneennens

VN = (o1 Y= T g o le =) (Yo ) o) [ { o TR

5. National IdeNntity CArd NO. .......... it e et e e e e e st e e e e e e e e e s bbb e e e e e e e e e e e
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(Attach Photocopy)

6. PASSPORT NO. (if QPPIICADIE)......c.e ittt st e et seesestenteneeneenessenseneeneas
7. EMAIL ADDRESS........o oottt e e e e £ b £ bt e b bttt b bt b et
8. WORK PERMIT NO. (if @PPICADIE)........cueieieieeteiereee ettt

(Attach documentary evidence- copies only).

PART Il

(To be completed by the applicant in duplicate)

Give full names of Directors of the institution including the following: Nationalities, Passport Numbers, Work
Permit Numbers, Email Address.

(Attach copies of documentary evidence).

(Use extra space if necessary

PART IV
(To be completed by the applicant in duplicate)
1.

Give full names and registration numbers of the medical, dental or Pharmacy practitioner who shall be
in-charge of the patients’ healthcare at the proposed institution:
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a. Give full details of professional qualifications of the person/persons named at paragraph (1) of
PART IV above. Include year and place where obtained.

b. State work experience of the person named at paragraph (1) of PART IV above and name
institutions where obtained and dates.

c. Attach documentary evidence (photocopies) in each case. (Please use extra space if necessary).

a. Give full names and professional qualifications of any other person(s), identified by your institution
to undertake patients’ healthcare at the institution (e.g., Clinical Officers, Nurses, Laboratory
Technicians, X-ray Staff, Doctors, Technicians, Pharmaceutical Technicians, etc.).

b. Attach documentary evidence (photocopies) in each case. (Please use extra space if necessary).
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PART V

(To be completed by the Applicant/ Director/ Owner of the institution in duplicate)
[, Dr. /Mr. /Mrs. /Miss

(Full Names in Block Letters)

Hereby certify that all the information given by me in the application form is true and correct and that |
personally witnessed the inspection which was conducted by the Medical Officer of Health on

SHIGNATUNE.....e e b ettt b bttt e e n st

N EETa TSI LT L0 | TR

APPLICANT TO NOTE:

This form MUST be returned to the South Sudan General Medical Council (SSGMC) within a period
not exceeding three months from the date of issue. Applications which are not returned within the
stipulated period shall be time barred.

SSGMC Official use only:
PART VI

(To be completed by the GMC (SS) in duplicate)
INSPECTION REPORT FOR PRIVATE MEDICAL INSTITUTIONS- FOR REGISTRATION PURPOSES
1. Name Of the INSHULION. . ... e e e e et e e et e e eaeas

2. Physical location
a. Plot No./L.R.No
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PREMISES GENERAL INFORMARION

A. Plot @rea (IN NECIAIES).....oii ittt e e e e e e e e e e e e s
T Y= (=T U] o] o) VPP adequate/inadequate*
*Delete where inapplicable 5

(c) Refuse disposal

(i) Incinerator available/Not available.*

(if) Other modes of refuse disposal

(Specify)

(d) Environmental SUitability ........ccccooeiiiieee e e recommended/ not
recommended.* State reasons for not recommending:

4. Plan of the institution

Approved/ Not approved* by the local/ County Authority (attach copy of the plan) and
documentary evidence (copies) of approval of the institution by the County Authority

5. Out -patient services

(See attached minimum requirements for General Practice).

a. Waiting Bay/ Reception Area/Room: *

RS T== Y g o T oz= o= ol 1 |V OO PPP S PPPPPPPPPPPR
H.ATEA (IN SQUAIE METEIS) ... it aaaassssaasaassssssaasssasssssssssssnssnnssnnsnnnes

. CONSITUCTION ..ot Covered/ Not Covered. *

b. Examination Rooms:
8 Ta] oX= oo il {0 1] 0 4 I THNU TR ORTUPRRT

ii. State if equipment inspected meets the minimum requirements. Attach separate signed list of
equipment inspected if necessary

c. Treatment room:
[N 18T a o X=T o)l £o 1] 0 4 1= TR

ii. State if equipment meets the minimum requirements. Attach separate signed list of equipment
inspected.

* Delete where inapplicable. 6
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6. IN-PATIENT SERVICES
a. Female Ward:
i.Size of the Ward (IN SQUAIE METIES)..... ... e aaaaaaaaaaasaassasssasssansnasssnssnnnes
T\ L8 T q] oT=T o) o= To [ PP
T N LU g oYY o} (1= £ RS
AVAN (8]0 ] o= o) il oF= 1 g o T 1 4 1S TSR
AV N[ gl o 1= o AR (U ot o Yo o 41T
b. Male Ward:
i.Size of the ward (IN SQUAIE MELIES)......ooi it e e e e e e e e
TR\ 8T q] oT=T o) N o= To [ PP
T A L8 g oY= o (1= £ SRS
IVINUMD T Of DathrOOMIS. ... snsssnnssnnssnnsnnnes
V. NUMDET OF SIUICE FOOMS. ... ..ttt e e e e e e et e e e e e e e et e e e e e e e e e nnnneeeeaaeens
c. Maternity Ward:
I.Size of the ward (IN SQUAIE MELIES).......ooiiiiiiiiiie et e e e e e
L8 NN [0 ] =T o) = <SP
T AN T T g oY= o] o1 LY £ SPRN
IVINUMD T Of DathrOOMIS. ... e ensennesnnsennsennennne
V. NUMDET O SIUICE FOOMS. ... .ottt e e e e e ettt e e e e e e e ettt e e e e e e e e e nnnnneeeeaeeens
vi. Placenta pit depth (IN MELEIS)......ooo it e e
d. Paediatric Ward:
Size of the ward (iN SQUAIrE MEIIES)........coiiiiiieeree ettt st ne e eae s
(N[0 4] 0 T=T o o =T o < SR
I TU g ] oY =Y o (1 1= £ SRS
NUMDBET Of DAINIOOMS.......ooeeeee ettt et et e s ae et e tesbeeseensesaesseeneensenneens

INUMDET OF SIUICE FOOIMIS. ... oo e et e e e e e e et e e e et e e e eneeeeeeeneeeeeeneeeeeeneeeneenneeeeanneeenaenneenaannnennn

7. CLINICAL SUPPORT SERVICES
a. Pharmacy:
i.Area of the waiting room (in SQUArE MELrES).......ooiiiiiiiiiiiie e
ii.Number of diSPENSING WINAOWS. .........oiiiiiiiiiiiiii et e e e e e e e e e e e e e e e aaaa
iii. Number of antibiotic (safe CUPDOAIdS..........ccoiiii e
VAN [0 ] o2=T o) e [ UL IS o] = F PP ERP PSPPI
b. Laboratory:
(see attached minimum requirements)
i.Reception area (IN SQUAIE MELIES).......oiiuiiiiiiiii e e e
1. S€aLNG CAPACILY.. ..o ii i
iii. Size of WOrk-room (in SQUAE MELIES)......cooiiiiiiiiiiie e e e as
ivEquipment (attach a separate signed list of equipment and reagents/chemicals inspected).
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c. X-ray Unit:

(See attached minimum requirements).

i.Size of the reception area (iN SQUAE MEIIES).......uuuuuiuiiiiiiiiiiiiiiiiiiiieeereeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereeeeeeeeeeeeees

1. S€ATING CAPACITY. ...ttt e e e ettt e e e e e et e e e e e e e e e n e e e e e e e aaaa

iil. NUMDEr SCrEENING FOOIMS. ...ttt e et e e e e e e e e e e e e e annneees

ivStandard of radiation ProteCtioN........ ... ————————
Adequate/Not Adequate. *

v. Equipment (attach separate signed list of equipment inspected).

d. Operating Theatre:

i.Minor theatre equipment (attach separate signed list of equipment inspected).

ii. Major theatre (indicate by a tick or cross in the box next to the item to show whether available or not).

INduction rooM.........cccecvveiieere e

Operating rooM.........ccceceeeneeeeneseeeeeen,

Recovery room.......cccoceveevceenceevcee e,

Lighting...ccceeeeeecee e (Adequate/Not Adequate).
Equipment.........ccccoviiieieee (attach separate signed list of equipment inspected).

8. OTHER SUPPORTING SERVICES
a. Kitchen
[ O o o] (g Te I £=Ted1 14 A €] o 1=Tel 1 )V PSP PRPPPTPPP
ii.Non-Perishable store.............cceviiiiiiii (Adequate/Not Adequate).”
iii. Perishable store...........oooooiiiiii s (Adequate/Not Adequate).*

b. Laundry Type
(] 01T o117 PSPPSR

(c) Mortuary:

i.Available/ Not Available.*

ii. Refrigerated/ Not refrigerated.”

iii. Appropriately located /Not appropriately located.*

If not appropriately located, State WHY...........coo e

AV A= ToTo 1Y a7=Y o 1= Lo | /PP
v. Adequate Privacy /Not Adequate Privacy.*

Vi. NUMDEr Of @mMBDUIGNCES. ... ettt set e eses s s sssssnssnssnnssnnnes
vii.Other facility (specify and use extra space if NECESSANY ...........ueiiiiiiiiiiiiiiiiiieeeieeeeeeeeeeeeeee e

* Delete where inapplicable 8
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PART VI

(To be completed by the Medical Officer of Health assigned by the GMC in duplicate)
1. Give full names and designations of members who participated in the inspection of the institution.
NAME DESIGNATION

2. CERTIFICATE BY M.O.H
Ly DTttt e et et e e e e e ———eeeeeeeeee_—teeeeeeaeenteeeeeeeaaan—eeeeeeeeaaaaneeeeeetaaan—eeeeeetaaana——eeetteaaaa——reeeeeaaaa———s

(State full names in Block Letters)

Being the Medical Officer of Health iN-............cooi e
District, do hereby certify that the INSPECtion Of ...
was conducted by the County Health Management Team Of ..........c.cccooeeeiiiicicce e
ON vt day of...cccoovveeie. 20

SIGNATUIE.....eeee e

(Medical Officer of Health /GMC Delegate)

NAME OF SEALION. ...t et e bt e bt b e bt e et b ettt nn s e s s
o [0 | =TSSR
L= (Y o] aToT U= TN N LU T '] 0T USRS

* Delete where inapplicable 9

PART V1l

(For the purposes of vetting applications and enforcement of Laws, Regulations and Decisions of
the I1.R.C (Institutional Registration Committee) and the SSGMC)

a. Name of the institution acceptable to the LLR.C.......oooi s

(T Y/ o TN o 10 1S3 11 4F ) [o) o PP
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c. Give Name, Type, Locations and Registration Numbers of other institutions operated by the
Applicant/ Director or affiliated to the institution named in this application:

(Use extra space if necessary).
* Delete where inapplicable 10

d. Give full particulars of criminal court proceedings for violations of any of the following Ministry of
Health laws by any of the institution named in paragraph “c” of PART VIII in this application: (Quote
court case references in each case for the past three years proceeding the date of this application)

(use extra space if necessary).

e. Give names of institutions, their location and registration numbers from among those named at
paragraph “c” PART VIl in this application which have defaulted in licence fees payment during the
past three years. State each year of default and penalty imposed and whether or not / penalty has
been paid and fees recovered:

(use extra space if necessary).
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f.  Give names of any of the institutions named at paragraph “c” of PART VIII in this application which
the GMC (SS) has authorized closure during the past three years (quote minutes references of the
I.R.C. and state the institutions’ registration number and place of location).

(Use extra space if necessary). 11
g. FR.L.(Fees Review & Licencing) Serial No. and date of this application..............ccccccoiiiiiiis

h. Licence Fees Category (quote |.R.C. minutes reference)............ccccveveveeeeiiinnnee. FR.L. Receipt No.
AN DALE......ee bR R R e e R R Rt E Rt Rt R e e e n e renn e e enn

i. Date application returned t0 @appliCant..............o i e
j- Date application re-submitted by @appliCant............cc.ooi oo

k. Registration Fees Receipt NO. @nd Date..........ccoveieiiiiieiieceeces et

CERTIFICATE BY AN OFFICER AUTHORIZED FOR THE PURPOSES OF PART VIII OF THIS
APPLICATION

(This certificate must be countersigned by the Registrar)

| certify that the institution for which this application is made and its Owner/Director/Applicant or its
Administrator has/has not been * subject to the criminal proceedings in violation of any of the laws
named in PART VIII “d” in this application and that all information given under PART VIII of this
application is correct and true.

Dated thiS.......ooeeeeeeeeeee e day Of .o, 320 e,
Authorized Officer Registrar, GMC (SS)

PART IX

FOR OFFICIAL USE ONLY

1. INSTITUTION REGISTRTION COMMITTEES RECOMMENDATIONS

Dated thiS......cooeeeeeeeeeeeeeee e day Of e b 20, e,
Chairman Chairman, Committee

Medical Practitioners and Dentists Board

* Delete where inapplicable 12

INSTRUCTIONS TO THE REGISTRAR BY THE GMC (SS)

Dated thiS.......occoeeiieeeeeeeeeeeeeee e dAY Of ooy 200,
Chairman
THE GMC (SS)
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f.  Give names of any of the institutions named at paragraph “c” of PART VIII in this application which
the SSGMC has authorized closure during the past three years (quote minutes references of the
I.R.C. and state the institutions’ registration number and place of location).

(Use extra space if necessary). 11
g. FR.L.(Fees Review & Licencing) Serial No. and date of this application..............ccccccoiiiiiiis

h. Licence Fees Category (quote |.R.C. minutes reference)............ccccveveveeeeiiinnnee. FR.L. Receipt No.
AN DALE......ee bR R R e e R R Rt E Rt Rt R e e e n e renn e e enn

i. Date application returned t0 @appliCant..............o i e
j- Date application re-submitted by @appliCant............cc.ooi oo

k. Registration Fees Receipt NO. @nd Date..........ccoveieiiiiieiieceeces et

CERTIFICATE BY AN OFFICER AUTHORIZED FOR THE PURPOSES OF PART VIII OF THIS
APPLICATION

(This certificate must be countersigned by the Registrar)

| certify that the institution for which this application is made and its Owner/Director/Applicant or its
Administrator has/has not been * subject to the criminal proceedings in violation of any of the laws
named in PART VIII “d” in this application and that all information given under PART VIII of this
application is correct and true.

Dated thiS.......ooeeeeeeeeeee e day Of .o, , 20
Authorized Officer Registrar, SSGMC

PART IX

FOR OFFICIAL USE ONLY

1. INSTITUTION REGISTRTION COMMITTEES RECOMMENDATIONS

Dated thiS......cooeeeeeeeeeeeeeee e day Of e b 20, e,
Chairman Chairman, Committee

Medical Practitioners and Dentists Board

* Delete where inapplicable 12

INSTRUCTIONS TO THE REGISTRAR BY THE SSGMC

Dated thiS.......ocooeeeeeeeee e dAY Of ooy 200,
Chairman THE
SSGMC





