= APPLICATION (NEW & FOR CONT. OF AFFILIATION) C UM VISITATION PERFORMA
APPLICABLE FOR FELLOWSHIP/CERTIFICATE COURSE(S) — ANNEXURE- C

Training Center Letter Head

INSTRUCTIONS:

(i) Application for Recoenition of Institute forStarting Fellowship/Certi ficate Course(s)
(ii) Application to Start/Increase Intake Capacity of Fellowship/ Certificate Course(s)
(ii1) Application for Continuation/Renewal of Fellowship/Certificate Course(s)

L. The Management/Institute/Colle ge/ Training Centre/Hospital/Universi ty Departiment seeking
() Recognition of MUHS for startin g Fellowship/Certificate Course(s),
(il) Permission to Start/Increase Intake Caxﬁpeity of Fellowship/Certificate Course( $)and

(@)  Continuation/Renewal of Fellowship/Certificate Course(s), shall submit the application(s)
in box type of File.

(aa) Qriginal application(s) for Recognition of Instimtemert/I.ncre;m? Intake Capacity/ -
Continuation/Renewal of Fellowship/Certificate Course(s)and,

(bb) All the mandatory supporting documents as mentioned in the respective
applications,

(iit) Consolidated single NEFT/Demand Draft of

@  Rs 2,00,000/- towards “Fees for Recognition of Training Center”,

() Rs 50,000/~ per course for Starting/Continuation/Renewal of Fellowship Course
©  Rs 40,000/~ per course for Starting/Continuation/Renewal of Certificate Course
drawn in favour of “The Registrar, Maharashira University of Health Sciences,

Nashik’ on any Nationalized Bank, payable at Nashik.

2 Fee for Recognition of Institute and Starti ng of New / Continuation/Renewal of / Fellowship or
Certificate Course shall be as per Affiliation Fee Notification as amended by the University from
time to time.

3 ation’ for Fellowship and Certificate Course(s) for every

4, Read the ‘Rulesand Regulations’ carefull y before filling the application,

S Strike-out whichever not required/ OR Where ever the fields are not applicable,

please Mention as =N. A.—
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ertificate Course(s
Maharashtra University of Health Sciences Act, 1998 and U

niversity Rt;lc / Guidelines)
To,
The Registrar,
Maharashtra University of Health Sciences,
Vani — Dindori Road, Mhasrul.
Nashik 422 004
Sir,
[am/we are herewith submitting the Local Inquiry Committee Inspection format for Continuation of
Affiliation/Recognition For affiliated Training Center’s conducting Fellowship/Certificate Course(s)
Sr Name of the Course Started Intake Capacity No. of Student(s)
&0' Fellowship/Certificate from the Sanctioned by the Admitted (on the
) Course Academic Year University day of Inspection)
Ol | Hyy enbgen ¢ A28 ) <] /O o

02 pModiting o0 4 )
0B Nafr1¢ wzaud
" wa%ﬁcwo\f

(Attach separate List if necessary)

* Purpose of Present inspection: (Tick whichever applicable and strike

-out whichever not applicable)
Grant of Permission/ Recognition/ Increase of seats/Rene

wal of Affiliation/recognition/Compliance

Verification
o Date of last inspection of the department: ocfoben Aol ﬁ
(Write Not Applicable for first inspection)
¢ Purpose of Last Inspection: Conbnuakby

* Result of last Inspection: Alle W'L"’ o (arh "M '
(Copy of University Letter to be attached)

¢ Fellowship/Certificate Course Cgrordinator Details:
Name; Y Mani vy ’

Mobile/Telephone no;. ~ G322257234

e-mail id; d’)’mdﬂ (7 aj@ W} co77)
\J - s




PART -1
(INSTITUTIONAL INFORMAT ION )
Particulays of Du‘ectt)r)/ Dean / ?ﬂﬁ(ﬁl{l&f (Who so ever is Head of Training Centre

Name: /ﬁ Age: L'/ a' (Date of Birth) 0 v l /ﬁ\}\:&
PG Degree Subject Year Institution University
Recognized / Not Rm:agm;sﬁé | r ’7\7 | 9 ﬁ A' 7 AN C N Mu M P
WARY NS {£0 ©I1Z UTA T TAH-
Teaching Experience i - i
Designation Institution From To Total Exp.
Asst. Professor I 7
Asso. Professor/Reader l Aﬁ’f—:% /{ ¢
Professor . / '
Any Other / Gran d Total

Management/Society/Inst. Information L, o
i) Name of the Society/Institution/ Sadlee  Horpitaf FAD )

College/University Department: A

01] ii) Postal Address. with PIN: 4 m, Valy (weF)” ™Mumba) - -~ 40079
iii) Contact Details: Mob233233) j¢ 7" Tele:
iv) E-mail ID: 2867 U’?9

.........................

02 Somcty/lnst:tntmn/(,oliege iii) Year oi LSMbliShHlem 02 a‘Z? (J' ‘
Registration Number and date: tv) Copies of Registration, Constitution and

Memorandum of Association attached? *Yes/No- Mark
a Appendix (A

Huspltal Information’:
(It is mandatory for Training

Centre/applying Institute to have their ]/
03 own functional Hospital as per norms ) g\ A4l 4. I/( 0/ / / ______
i) Name of the Hospital p/
i) Nursing Home Registration No, | ¥ Fetta. g
P Establishment Year 2,—0@( ............. -~ Mark as Appendix'B’

i) Name of the College/Institute where N 4/ / ee H 0J ﬂ/ /—n/ 27D <7

course is to be conducted:

ii) Postal Address, with PIN: 4519’7”1’4/(/( / Ay Atz ~y

ii) Contact Details; Mob: 9322233947 Tele;

iv) E-mail ID: Av/h/w{q JT2A (B omadl. cr

v) List of University approved Name of the Course(s) .. l&y Ve N j/(
04 | Fellowship/Certificate Course(s) Approved Intake Capacity. l 0. . {if iliated Sgnce

conducted / already running at

f 5 "l ﬂ'\ .
Training Centre with Intake Capacity (if necessary Attach LG 20/ s 7

\4

R

;"
vi) Training Centre / Institute Name of the Course(s) ........
willing/desirous to Start/Open Required Intake Capacity
Fellowship/Certificate Course(s) e Lr T ot DARKE LAPRRULY..c. oss 1o N
p (if necessary Attach separate List)
(For New Opening Purpose only)
05 Affiliation Fees details: (Bank/DD no./ Paid Fees details Atached : *YesNg~
" __date/amount/ NEFT/RTGS) (Pending Fees, if any;)
06 Financial position of the Society/ Audited Statements of Accounts for /Y 14
' Institute in the preceding 03 years: *Yes/No— Mark as Appendix ¢
Budgetary provision for the ’
07 FC/éC/D%pfor the next 03 years )204.0-...Rs..10. . Ca tSf
08 | Management Resolution seeki ng Resolution No. .. ... .. ... dated......,.i....
Recognition of Institute for Copy of Management Resolution attached?
FC/CC/DC of MUHS, Nashik: *Yes/NO~ — Mak a8 Appendiz Iy’ 5\[ /7

5.
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Other Information:

a) Land:

Yl s £z ey
“Yes/Ne. If yes, then Area: ... V.00 J 17~

......

1) Whether the Tand is owned by the
Applicant Institute/College/ Trust;

Copy of land documents 1.¢. 7/12 extract, Property
Card, etc. attached? *Y es/No— Mark w Appendix 5T OW

1i) Whether the land is registered?

il
vh

“Yes/No. If yes, Registration Number: . . -+
dated....... .... at (Place):.........: AN, /’)’

Copy of Land Registration Certificate attached?
*Yes/No.~ Mark as Appendix ‘B

iii) Any loans, mortgage, etc. shown
against the title of the land:

*Yes/No. If yes, amount of loan Rs.

/mortgaged forRs . . . . ... N

Copy of Loan/Mortgage Deed attached? *Yes/No.
- Mark as Appendix &

b) Building:
i) Total built-up area:

........ sq. ft.
Certified copy of Building Plan attached?

*Yes/No Atrzeed A

e

- Mark as Appendix "

®« & & o o

Central Library

Total number of Books in library: : lo 0
Books pertaining to concerned Fellowship subject: 2 ()
Purchase of latest editions of concerned books in last 3 years: - .
Journals:

Journals Total concerned Fellowship subject
Indian 'Y Hy ey ¢ A
Foreign ( 11}; pexbese e -

Year / Month up to which latest Indian Journals available:
Year / Month up to which latest Foreign Journals available:

Internet/ Med pub / Photocopy facility:
Library opening times:

Reading facility out of routine library hours:

(gt 2019

available / not available
Cam) — SPm .

available / not available

(Obtain list of books & journals duly signed by Dean)

Recreational facilities:

Play grounds Gymnasium

AxaiTable / Not available

s

Hostel Accommodation:
Particul UG PG - Interns
e Boys Girls Boys Girls Boys Girls
‘No. of Rooms B i
No. of Students e T -
Status of Cleanliness
‘Residential accommodation for Staff / Paramedical staff :Available / Net-Avatable

Ethical Committee (Constitution) *YESINO -

Medical Education Unit (Constitution) : YES/NO (Specify

number of meetings held annually & minutes thereof)
Any other faculty specific information required :(such as Herbal garden / Panchakarma Unit
/Pharmacy / Dental Chairs and Units/as perthe requirement of concerned Course) Attach details

4. A



W

e

N R
e,
b dia

1. Name of the Hospital:

PART ~11

{H0$}’I’F AL iNFOR@IATI()N a
Lat)ee HOs lﬂ/ka/{ ond ) (Ajmwéc
L enbh -

2 Total number of OPD, IPD in the Institution and concerned department during the

last one year:
In the entire hospital In the department of concerned Fellowship
subject
OPD 50 [ mormi ag |OPD €
IPD (Total No. of J | IPD (Total No. of
Patients admitted) Patients admitted)

3. Hospital Beds Distribution & No of O.T.:

In the entire hospital
No of Beds L5
No of Beds in ICU 6
No of Beds in IRCU -
No of Beds in SICU =
No of Major O.T. J
No of Minor O.T. {

4 Available Clinical Material: (Give the data only for the department of concerned
Fellowship subject)

]

No. of available for clinical service on inspection day:
On Inspection day  Avergge of random,3 days

Daily OPD—2PM Y050 Pibuts-
Daily admissions BRATZ = St 02 SN $—lo.....

Daily admissions inDept. ‘ 5 2 ~59

Through casualty at 10am .

Bed occupancy in theDept.

Gt JOAM % eiiieeesesireeees seerrsssseressivessereoniiens

Number of patients
Imward @PD) 0000 iesemeeseacrsen TTTURITSTTmmasiesinicss
Percentage bed occupancy at
AR = 300 sesseswesmesissssmene
Clinical Procedure(s)& Operative Details related to Fellowship subject/Specialty :(For
further details in this concern, kindly peruse the Guidelines information sheet supplied herewith)

On Inspection day  Aver age of random 3 days

...............................

.......................................................

........................................................

.......................................................



My

.,

o IR
g5t

5. Casualty:/ Emergency Department :

Space Q00 S4717
Number of Beds 2 ' .
No. of cases (Average daily OPD and Admissions): (3,-52) (Z2-5)
Emergency Lab in Casualty (round the clock): A~ vailablg / not available
Emergency OT and Dressing Room vallat (¢
Staff (Medical/Paramedical) e lable
Equipment available Ay M’ a4 e

6. Blood Bank: V\} prg\ sy W\(Wo/'

(i) | Valid FDA License(copy of certificate be annexed) Yes/ No

(ii) | Blood component facility available Yes / No

(iii) | All Blood Units tested for Hepatitis C,B, HIV Yes / No

(iv) | Nature of Blood Storage facilities (as per specifications) Yes / No

(v) | Number of Blood Units available on inspection day

(vi) | Average blood units consumed daily and on inspection Average | On
day in the entire Hospital daily Inspection
( give distribution in various specialties) day

7. Central Laboratory:

PMo/rgj fhbewse

¢ Controlling Department:

e No of Staff :

e Equipment Available : Attach separate List )/(J

e Working Hours: 2"
8. Central supply of Oxygen / Suction: Available / Notavaitable
9. Central Sterilization Department Available ANotavaiiable

10. Ambulance (Functional)

11. Laundry:

12. Kitchen

Available / Notavaitable
N

L
Manual/Mechanical/Outsourced:

K™ —
Available/Qutsourced/ NotAvailable

13. Incinerator: Functional / Non functional Capacity:... ...../Outsourced

14. Bio-Medical waste disposal
15. Generator facility

16. Medical Record Section:
e JCR X&lassification

\

NVIDISAHS B Slamp
powHeadwllaherPepartment
(s18n1Q 40 Jaunwex3 [ea1pajy) | |28
BOLJY U 1913 J1MVEHIdAH) 08¢
(VvSN)SWHN (sudipayy sueqsadAy) Dy o
L616. - Bay

g11'aNag‘an‘sgagn
YidNo roNyi "Ng

Outsourced / any other method
Available / Not available

Computerized / Non computerized
Used / Not used v

W‘“g“ &HAMANOI GUPTA

Dean/PrincipaVibBa8 o DuRtNBe LB
Date: Reg - 79197
' CAQ (Hyperbaric Medicine) UHMS(USA)
BSC (HYPERBARIC Medicine) South Africa

College/Institute Level 1 (Medical Examiner of Divers)
Round Seal As approved bt DMAC/ EDTCmed

HYBERBARIC PHYSICIAN
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(DEPARTMENTAL INFORMATION)
(If required Use Separate Sheet for each Department / Fellowship/Certificate Course) _

\ | v ‘ lae -
1. Fellowship Specialty Department to be inspected Hyﬂé M C’W é(" e
2. Date on which independent de&aytmem of functioning concerned specialty was
created and started .......A.Y. [0 ...

3. Mentor’s details (Fromstart of department till date) :

Experience in Yrs.
Qualification (after acquiring PG
Qualification in
. N concerned Subject)
) flebA 2n2] Foll Doz | ™9 201 inuBb7)
Gvrim | fine Ple 1T

. CAYPIVEa T4
4. Whether Independent Department of concerned Fellows ;{ subject exists injhe Institution :
Yes#G: ... ‘/C,:f. ...... Since when: .. 9.5 [ 0.....

5. Specialty Department Infrastructure Details :

Sr. Full Time/ o
No. Name Part Time | Designation

Facility Area (sft.) Available Not Available
Faculty rooms [ 654 L1 r—

Clinics 100 Job ¢4 —
Laboratory Space ) o
Seminar room oJpl =z D oy J=yt —
Department Library ] 290045, p— | 4

PG common room
Pre clinical Iab

(where ever applicable)

Patient waiting room Vg LT -

Total area A<D o, K7 |-
¥

6. If course already started, year wise number of students admitted and available Mentors to teach
students admitted to Fellowship / Certificate Course during the last 3years:

Year |Name of the Course No. of students admitted No. of Valid Mentors available in the
dept. (give names)

y)‘ HL/V(/VI.M C [) }
v yared

( Local Inquiry Committee shall specifically ensure about availability of eligible/validated Mentor(s) and shall
check whether the Training Center met with the Student: Mentor Ratio for the permitted Intake Capacity for
cach course or clse it shall be reported in the Overall Remark Option, )

7. List of Non-teaching Staffin the department:

Sr.No. Name Designation

e sy

8. List of Equipment(s) in the department of concerned Fellowship subject:
Equpment’s: List of Important equpment’s available and their functional status
(List here only- No annexure to be attached)

Sr.

No Name of the Equipment | Specification Functional / Not Functional Qty.

1) tA vhp I/‘/a(,(, Camfin ' TN Lwsa af

\
o) W) glase (ham, [~unc i /
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9. Intensive care Service provided by the Department: (Emergency)

10. Specialty clinics being run by the department and number of patients in each :

Sr. | Name of the Days on | Timings Average No. of | Name of Clinic In-
No. | elinic , which held N cases attended | charge
(

T T racdizal [ daily 32 8rm| 3y 40 | D CRefon Pall/

£) | faea ) _d.djl/ﬂ ’7"'?7#) <% —[? b Raut GI\W""/
11. Services Plg'qded by the Department: D iynel °C
a) Services
¢ OMW\Of‘Mcj jf’,djhc ‘\/\707
i Q7M60(V‘&]7
i £y 7

[ v) Pae At cs

(by  Ancillary Services La QW / R a le (/4 / 07/

(f) Others:
12. Space:
Sr.
: Details In OPD In IPD
No
| | Patient Examination/ Checking Arrangement [pod g (A3 e Ay
? i PO .‘IJ _ )
2 | Equpment’s b -
3 | Teaching Space - =
4 | Waiting area for patients (— s
13. Office space:
Department Office Office Space for Teaching Faculty
Space (Adequate) Yes/M6 HOD ™
Staff (Steno /Clerk). Yes/_'}kf Professors
4 - Associate
Computer/ Typewriter Y LSM Biafieings
A » Assistant
Storage space for files Yes/M0 Profess or
Residents

14. Clinical Load of Dept. : No of Surgeries / Procedures ... '; Per day

15. Submission of data to National Authorities if any : Nce6r-




|

Particular

Deficient

Satisfactory

Infrastructure

Clinical Material

Staff Assessment

Student Assessment

Library facilities

Equipment

Overall Department Assessment

17. Any Other Observations & Overall Remarks of The Local Inquiry Committee (Not More

Than 3 Lines): (To be filled by thel.ocal Inguiry Committee)

Sr. Particular -
No.
01. | Recommendation for Recognition of the
Institute (If applicable)

02. | Recommendation for

Starting New Fellowship /

Certificate Courses

(If applicable)
03. | Recommendation for Existing Fellowship/

Certificate Courses For Continuation of
Recognition/ Affiliation (If applicable)

04.

Recommendation for Increase in Intake of
Fellowship / Certificate
Courses (If applicable)

Name of the LIC Chairman/Members

Signature

01

02

03




Annexure —1

Information to be filled by the each Méntnr,
It shall be verified by the Head of the concerned Training Center,
Subsequently endorsed by Local Inspection Committee at the time of visitation.

Sr. Particular - Information to be filled
No.
PO N Vi a
01. | Name of the Mentor : U v /7'( ang ] 4 v p /ﬁ
02. | Date of Birth : h[H[7993
03. | Address : gpmrywéuﬂ 2 M’Lf b 0?0 7/
04. | Tel. NoJ/ Mob. No. 3 27) 2239736 7
05. | e-mailid : 0{7’”744 /77\( @l\?’nd/l‘(@ ”
2o gievia bty « -
(6. | Nationality : LVt J /y J I 5 dj 27 .
07. | Qualification  in  details © (attach N e
documentary proof) N
08. | Teaching experience /Health Seciences: Profession . A} General Experience:
experience /Consultant/Mentor Designation | From To Total Period
(Attached document proof with signature of Head of , (Yrs. & Months)
the Institute. Also it is mandatory to attach self- A dt—tp 1] cﬁ/
o T e i

attested Photocopy of the Experience Certificate of
= each Mentor in the Subject of concerned
Fellowship/Certificate Course)

B) Experience in the Subject of concerned
Fellowship/Certificate Course:
Designation | From | To Total Period
{Yrs. & Months)

I:f;’}w{ 21l | daft H/I/ﬂa/ﬂ

(9. | Present Appointment : H &4( g .{,' ﬂ‘g/ﬂ f~ -
10. | Publications (Lis t & Proof) t W ‘
11.] Post Graduate Teaching experience 6 Y

{Attach documentary evidence) -
12. | Any other relevant information - \ \ \
m i
Date :- & Sign. of Mentor
S NSS

“Fﬁr the use of affili:'itzeéu’fraiﬁing Centéf: vv

On the basis of experience certificates and documentsysubmitted by the concemed Mentor, [
Ryve verified the eligibility of the above Mentor as peNtheycriteyja of eljgibility prescribed by the University
i s

Signref Highth of $he Départment Sign & Stamp of Head of the Training Center

(HUIB BrSMidsia Bepdefient (Director / Dean/Principal am-'méﬁw@/ A

of FelloRetgp-SGORATif any 1) Institute/Hospital/College/ HMBES AP, DNE, LLE
CA@{Hyperbaric Medicine) UHMS(USA) Date: Reg - 79197
. RERPRAR Madicine auth A 2] AD ~orharic Medicine allll

Level 1 (Medical Examiner of Divers) BSC (HYPERBARIC Medicine) South Afric:
Forshertse ol ©Ohaieman/Member: Level 1 (Medical Examiner of Divers)
HYBERBARIC PHYSICIAN As approved bt DMAC/ EDTCmed

HYBERBARIC PHYSICIAN

Above candidate is Recommended /Not Recommended for Mentor
(Tick whichever spplicable and strike-out whichever not upplicabie)

Name & signature with date of LIC Chairman/Member

CRATIEIL 0o comraviiis isadond g e mns Member: .......... S S ek s VT
Date : Date :

- 10 -



