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1.
GUIDELINES FOR DRAFTING AND FILING THE APPLICATION FORM FOR ACCREDITATION
1.1
The Specialty Specific application form for accreditation comprises of two parts:

a) Specialty Specific Application form
b) Annexures & Enclosures

· Specialty Specific Application Form: This part of application comprises of specialty specific information and will be unique for each specialty in which accreditation is being sought. The applicant hospitals/institutions are required to submit a single set of specialty specific application form in original for each specialty. A duplicate copy of the same should be provided to NBE appointed assessor by the applicant hospital / institute at the time of assessment of the concerned department. Main Application form is not required to be resubmitted with each separate set of Specialty Specific Application form if it has already been submitted once in a particualr calendar year.

1.2 
The information in the application form should be:
· Neatly typed
· In Double Space
· Using standard A4 size sheet (single side printing only);
1.3
The annexure should be clear photocopies of the respective original documents. However, following enclosures shall be required to be submitted in original for each Specialty Specific Application:
· Annexure ‘PG’

· Undertaking for Primary Place of Practice i.e. Annexure ‘FT’

· Bio-Data of Faculty in the department as per prescribed format

1.4
The photocopies must be undertaken on A4 size paper and must be clear and legible;
1.5
The application should be serially numbered beginning from the cover page to the last
page (Including Annexure). The numbering should be clearly stated on top right
hand corner of the documents.
1.6
The above set of documents must have a covering letter duly signed by the Head of the
Institution and specifying the list of documents enclosed with complete details of fee paid in prescribed challan.
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1.7
The application form has to be submitted in duplicate;
1.8
Each set of application should be spirally bound. Any set submitted without spiral binding shall be returned to the applicant hospital/institute without processing. Both sets of application along with a covering letter and NBE copy of challan / pay-in-slip must be submitted in a closed envelope with superscription
"SPECIALTY SPECIFIC APPLICATION FORM FOR FRESH/RENEWAL OF ACCREDITATION -FNB- SUB- SPECIALTY - HOSPITAL- DATE OF SUBMISSION"
1.9
The order of documents in the application should be as indicated below in sample format. An Index page to the covering letter shall also be attached clearly indicating the
following:
SAMPLE FORMAT

	Item Serial No.
	Description
	Page No.

	1
	Cover Letter
	

	2
	NBE copy of challan/ pay-in-slip
	

	3
	Index Page
	

	4
	Specialty Specific Application Form
	

	5
	Annexures
	

	
	Total Pages
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1.10
The applicant hospitals/institutes shall ensure that there are no loose documents/ papers in the application submitted. Applications which are not bound spirally and submitted with loose papers shall not be processed.
ALL INFORMATION IN THE APPLICATION FORM HAS TO BE TYPED. HAND WRITTEN APPLICATION OR APPLICATION SUBMITTED NOT IN ACCORDANCE WITH THE ABOVE STATED GUIDELINES SHALL NOT BE PROCESSED AND RETURNED BACK TO THE APPLICANT HOSPITAL.
PART- A
SPECIALTY SPECIFIC APPLICATION FORM FOR 
FELLOW OF NATIONAL BOARD (FNB) PROGRAMMES
NB: The applicant hospital/institute is required to submit a single set of specialty specific information form in original. 

Main Application form is not required to be resubmitted with each separate set of Specialty Specific Application form if it has already been submitted once in a particualr calendar year.
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SPECIALTY SPECIFIC APPLICATION FORM FOR FNB PROGRAMMES
	1.
	DEPARTMENT FOR WHICH ACCREDITATION IS BEING SOUGHT

	1.1
	Nature of Application:

(Fresh/Renewal)
	

	 1.2
	Name of the Sub-specialty:
	

	1.3
	Name of the Applicant Institution/Hospital
	

	1.4
	Address of the Institution/hospital: 

(Please indicate hospital address and not the company office address)
	

	1.5
	1st NBE Accreditation in the sub-specialty granted for the period of:

(e.g. Jan-2012 to Dec-2014 )

(Applicable only for renewal cases)
	Fresh Accreditation Grant Period
	From
	To
	No. of Seats

	
	
	
	
	
	               

	
	Please provide the ref. no. and date of NBE letter for fresh accreditation in the specialty
	

	1.6
	Total no. of renewal of accreditation in the specialty granted thereafter:
	Renewal of Accreditaton grant Period(s)
	From
	To
	No. of Seats

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	1.7
	Head of the Department/Course Director
	Name
	Mobile No
	Email ID

	
	
	
	
	

	2.
	DETAILS OF ACCREDITATION PROCESSING FEES (Submit Enclosure 2.1):

	
	RTGS / UTR No. / Transaction No.
	Date of Transaction
	Deposited in the NBE Account of Indian Bank / Axis Bank
	Amount (In INR)

	
	
	
	
	

	
	
	
	
	

	3.
	BEDS IN THE SPECIALTY APPLIED FOR FNB
* Please refer to information bulletin for definition of General 

	
	· Number of General* Beds in the specialty applied for
	

	
	· Number of Paying Beds in the specialty applied for 
	

	
	· Number of Subsidized Beds in the specialty applied for 
	

	
	Total Number of Beds in the Specialty applied for
	

	4.
	PATIENT LOAD IN THE SPECIALTY DURING THE PRECEDING THREE CALENDAR YEARS

	4.1
	IPD Details in the Specialty

	Year
	Total Number of Paying Patients admitted
	Total Number of general* Patients admitted
	Total number of patients admitted on subsidized beds
	Grand Total

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	4.2
	OPD Details in the Specialty

	Year
	Number of Paying Patients
	Total Number of general* Patients seen in OPD
	Total number of patients seen on subsidized rates
	Grand Total

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	4.3
	Number of times OPD is held in a week. Please specify the timing of OPD
	

	4.4
	Is the OPD attended by all faculty members/consultant of the unit?
	

	4.5
	Do the FNB Residents examine the OPD cases? If yes, please specify the role of FNB trainees in OPD.
	

	4.6
	Has the Institution provided any special facilities for OPD training of the Residents? (Please name the facilities)
	

	4.7
	SPECIAL CLINICS
Name of special clinics (as related to the specialty) and the number of times the clinic is held in a week.

	
	Name of Clinics
	No. of time per week
	Total number of cases seen last one year

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	

	4.10
	Details of The Clinical /Surgical Procedures In The Specialty Applied For FNB
(Applicable only for surgical specialties)

	I
	Operative Load in the specialty (during the last three years):

	
	Particulars
	Year

	
	
	
	
	

	
	Total number of Major Surgeries
	
	
	

	
	Total number of Minor Surgeries
	
	
	

	
	Average daily total operative load for Major Surgeries
	
	
	

	
	Average daily total operative load for Minor Surgeries
	
	
	

	
	Weekly Operative workload
	
	
	

	
	Average daily histo-pathological workload
	
	
	

	
	Average daily consumption of blood Units
	
	
	

	
	Year wise amount of available clinical materials for the department
	
	
	

	II
	Hands On Training Provision: 

Whether the hospital has an in-house skill lab or there is a tie up with a locally available skill lab to impart hands on training to the candidates? 


	

	
	In case of tie up with locally available skill lab, please provide copy of MoU (submit enclosure 2.2)
	

	
	List of procedures observed, assisted and performed (under supervision) by FNB trainees in last accreditation cycle.

(Submit enclosure 2.3-  Annexure ‘HT’)
	

	
	A detailed hands on training plan proposed over three years period of training is to be enclosed (Submit enclosure 2.4- Annexure ‘PHT’)
	

	III
	Emergency Operations performed during the last three years in the department
	Year wise number of Emergency Operation

	
	
	2014
	2013
	2012

	
	
	
	
	

	IV
	Day Care Surgeries performed during the last three years in the department
	Year wise number of Day Care Surgeries

	
	
	2014
	2013
	2012

	
	
	
	
	

	   5.
	ACADEMIC FACILITIES & INFRASTRUCTURE

	5.1
	BOOKS & JOURNALS IN THE SPECIALTY (Submit Enclosure 2.5)

	
	a.
	Number of Books available in the specialty applied for
	Physical (Print)
	

	
	
	
	Electronic (Online)
	

	
	b.
	Number of National Journals in the specialty applied for
	Physical (Print)
	

	
	
	
	Electronic (Online)
	

	
	c.
	Number of International Journals in the specialty applied for
	Physical (Print)
	

	
	
	
	Electronic (Online)
	

	5.2
	Please indicate whether the library has latest editions of Specialty books available. 

If yes, please provide a list of books of which latest editions are available.
	

	5.3
	RESEARCH SUPPORT

	
	Ongoing Research Projects in the department (Submit Enclosure 2.6)
	

	  5.4
	ROTATIONAL POSTING OF TRAINEES:

FNB trainees should be rotated / posted in different modalities / departments / areas / OTs such that exposure as prescribed in the FNB curriculum can be ensured.

	
	Please submit the details of proposed rotational postings of FNB trainees as per the applicable Annexure ‘RP’
Applications seeking renewal of accreditation should submit copies of log book of ongoing trainees confirming to the rotational postings undertaken by them. (Submit Enclosure 2.7 )

	6
	FULL TIME STAFF IN THE DEPARTMENT

	
	Please attach the copies of form-16 issued by the hospital for each full time staff for latest four quarters. In case the faculty has recently joined, his/her appointment orders with details of bank transfer of salary are required to be submitted.
An undertaking for each full time faculty should be submitted as per prescribed format of ‘Annexure – FT’ confirming that the consultants’ primary place of work is the hospital concerned and the consultants have no other institutional attachments/affiliations except for their own private practice in a non academic independent setup.

Please refer to the information bulletin for criteria of faculty for DNB/FNB Programme. Please submit detailed Bio-data, appointment letters & “Annexure FT” for each of the below mentioned staff. (Submit Enclosure 2.8)


	6.1
	Recognized P.G. Teacher:

Please mention names of only those faculty member(s) in the department who fulfill criteria for being a PG teacher

	
	Name
	PG Qualification in the specialty applied for 
	Total Professional Exp. after PG
	Total PG teaching experience
	No. of Research Publications in indexed journals

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Kindly (Submit Enclosure 2.9- “Annexure PG”) for each of the aforementioned PG teacher(s)

	6.2
	Senior & Junior Consultants:

	
	Name
	PG Qualification in the specialty
	Total Professional Exp. after PG
	No. of Research Publications in indexed journals

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	6.3
	Other Consultants (Visiting, Adjunct or Part time) working in the department

	
	Name
	PG Qualification
	Total Professional Exp. after PG
	No. of Research Publications in indexed journals

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	6.4
	Full time Senior Resident or equivalent position:

	
	Name
	PG Qualification in the specilaty
	Total Professional Exp. after PG
	No. of Research Publications in indexed journals

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	6.5
	Full time Residents without P.G. qualification, staying in the campus.

	
	Name
	PG Qualification
	Total Professional Exp. after PG
	No. of Research Publications in indexed journals

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	6.5
	Ongoing FNB trainees in the Department 

(Applicable only for Renewal cases)

	
	Name
	Registration Number
	Date of Joining

	
	
	
	

	
	
	
	

	
	
	
	 

	
	
	
	

	
	
	
	

	
	
	
	

	6.6
	Are the clinical work /teaching in the department organized in a Unit system, if so give composition of each of the unit?
	

	6.7
	How many units are functioning in the specialty?
	

	6.8
	Is the appointment of staff in the department contractual for a limited period or is appointed upto superannuation?
	

	6.9
	Research publications made by the department faculty and/or FNB trainees during last three years in indexed journals.

	
	Publication Name & Issue
	Title of the Research Article
	Name of the Lead Author
	Whether published in indexed journal or not?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	7.
	TRACK RECORD 

(Applicable only in case of renewal applications)

	
	Please provide details of all the candidates registered with the institution in this Specialty since the first accreditation was granted to the department:  

	
	Name of the Candidate
	NBE- Registration Number
	Year in which appeared for FNB Exit Examination
	Result

(Pass / Fail / Awaited)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


PART-B

(SPECIFIC FOR EACH SUB-SPECIALTY)
8. Please complete & submit the portion relevant to the sub-specialty applied for:
	A.
	TO BE COMPLETED ONLY IF APPLIED FOR CRITICAL CARE MEDICINE ‘OR’  PAEDIATRIC INTENSIVE CARE

	1
	DEPARTMENT OF INTENSIVE CARE
	No. of Adult ICU Beds
	

	
	
	No. of Paediatric ICU Beds
	

	
	
	No. of Neonatal ICU Beds
	

	
	
	No. of Single Specialty ICU Beds
	

	
	
	Total ICU Beds
	

	2
	ICU (In Case of FNB- Critical Care Medicine Application) / PICU (In Case of FNB- Paed. Intensive Care Application) ADMISSION DURING THE PRECEDING THREE CALENDAR YEARS.

	Year
	Total Number of Paying Patients admitted
	Total Number of general Patients admitted
	Total number of patients admitted on subsidized beds
	Grand Total

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	3
	CASE MIX AVAILABLE IN THE SUB-SPECIALTY APPLIED FOR FNB
	Approximate in (%)

	a. 
	Post Surgery
	

	b. 
	Post Trauma
	

	c. 
	Poisioning
	

	d. 
	General Medical
	

	e. 
	Obstetrics & Gynaecology
	

	f. 
	Paediatric
	

	g. 
	Neonatal
	

	h. 
	Post CTV Surgery
	

	i. 
	Others (Specify)
	

	4
	SUPPORT AVAILABLE ON CALL
	YES / NO

	a. 
	CTV Surgeon
	

	b. 
	General Surgeon/GI Surgeon
	

	c. 
	Orthopaedic Surgeon
	

	d. 
	Neurosurgeon
	

	e. 
	Neurologist
	

	f. 
	Pulmonologist
	

	g. 
	Cardiologist
	

	h. 
	Nephrologist
	

	i. 
	Gastroenterologist
	

	j. 
	Internist (Medical Specialist)
	

	k. 
	Obstetric & Gynaecologist
	

	l. 
	Echocardiography
	

	m. 
	Cathlab
	

	n. 
	Psychiatrist/Psychologist
	

	o. 
	Physiotherapist
	

	p. 
	Dietician
	

	q. 
	Medical Social Worker
	

	5
	ACADEMIC ACTIVITY

	a.
	In House Staff Education
	· Regular
· Infrequent

· Absent
	

	b.
	Local Intensive Care Society activities
	· Conduct

· Paticipate

· Don’t attend
	

	c.
	National Intensive Care Society Activities
	· Conduct

· Participate

· Don’t Attend
	

	d.
	Other PG Training Facilities (Provide the Details): 



	6
	POLICIES & PROTOCOLS
	Present / Absent

	a.
	Medical Care Procedures (Protocols)
	

	b.
	Infection Control Procedures (Protocols)
	

	c.
	Patient Care Audits
	

	d.
	Adverse Event Audit
	

	e.
	List of procedures performed Record
	

	f.
	Seminars / Journal Club
	

	7
	AVAILABILITY OF ICU EQUIPMENTS 

	a. 
	Multi Channel Monitoring (Available to)
	· All Beds
· > 50% Beds
· < 50% Beds
	

	b. 
	Pulse Oximetry (Available to)
	
	

	c. 
	ECG Monitoring (Available to)
	
	

	d. 
	Non-invasive BP Monitoring (Available to)
	
	

	e. 
	Invasive Haemodynamic Monitoring (Available to)
	
	

	f. 
	PCQP/Cardiac output Monitoring (Available to)
	
	

	g. 
	Mechanical Ventilators (Available to)
	
	

	h. 
	Intracranial Pressure Monitoring
	· Yes

· No
	

	i. 
	Beside EEG Monitoring
	
	

	j. 
	Non-invasive Ventilators
	· Available

· Not Available
	

	k. 
	Beside Fibreoptic Bronchoscopy
	
	

	l. 
	Beside Upper GI endoscopy
	
	

	m. 
	Volumetric/Syringe infusion Pumps
	
	

	n. 
	Feeding Pumps
	
	

	o. 
	Crash Intubation Equipment (available in)
	· ICU

· Hospital

· Not Available
	

	p. 
	Crash Resuscitation Equipment (available in)
	
	

	q. 
	Defibrillator (available in)
	
	

	r. 
	12 LEAD ECG Machine (available in)
	
	

	s. 
	Haemodialysis/PD/CVVHF (available in)
	
	

	t. 
	Temporary pacing in ICU Transvenous
	· Transcutaneous

· Not Available
	

	u. 
	Other ICU Equipments available (Specify):

	8
	SUPPORTIVE EQUIPMENTS / SERVICES
	Available / Not Available

	a. 
	Portable X-ray Unit
	

	b. 
	Bedside ultrasound
	

	c. 
	Beside ECHO
	

	d. 
	Beside TEE
	

	e. 
	Access to whole body CT/MRI
	

	f. 
	Access to cathlab
	

	g. 
	24 hours Laboratory Support (In Hospital)
	

	h. 
	24 hours ABG (In Hospital / ICU)
	

	i. 
	24 hours Pharmacy
	

	j. 
	Central Sterlization Unit
	


	B.
	TO BE COMPLETED ONLY IF APPLIED FOR MINIMAL ACCESS SURGERY

	1
	TRAINING SITES FACILITIES
	Out Patient Consultations (Yes / No)
	

	
	
	Ward (Yes / No)
	

	
	
	Post Operative Recovery / ICU (Yes / No)
	

	2
	SUPPORT AVAILABLE 

	a. 
	General Surgeon
	· In House
· On Call
· Sourced Elsewhere
	

	b. 
	Gynaecologist
	
	

	c. 
	Urologist
	
	

	3
	ACADEMIC ACTIVITY

	a.
	In House Staff Education
	· Regular

· Infrequent

· Absent
	

	b.
	Local Surgical Society activities
	· Conduct

· Paticipate

· Don’t attend
	

	c.
	Affliations / Activities in related International or National Bodies
	
	

	d.
	Other PG Training Facilities (Provide the Details): 



	4
	POLICIES & PROCEDURES
	Present / Absent

	a.
	Departmental Process Manual
	

	b.
	Departmental Instruction Manual
	

	c.
	Patient Outcome analysis & audit
	

	d.
	Patient Care Responsibility
	· Consultations

· Post Operative Ward

· Operating Room

· All of the above
	

	5
	INFRASTRUCTURE OF OPERATING ROOM AND POST OPERATIVE RECOVERY / ICU
	Available /

Not Available

	a. 
	Endotrainers / Simulators
	

	b. 
	Crash resusciation equipment
	

	c. 
	Mult channel Monitor With ETCO2
	

	d. 
	Defibrillator
	

	e. 
	12 Lead ECG
	

	f. 
	Syringe pumps
	

	g. 
	Portable ventilators for patient transport
	

	h. 
	Portable X-Ray, Ultrasound Machine
	

	i. 
	C-arm
	

	j. 
	24 Hours Pharmacy
	

	k. 
	Acccess to CT / MRI
	

	l. 
	Details of Minimal Access Surgery equipment
	


	C.
	TO BE COMPLETED ONLY IF APPLIED FOR INTERVENTIONAL CARDIOLOGY

	1
	NO. OF CARDIAC INTERVENTIONS IN LAST YEAR
	No. of Adult Cardiac Interventions
	

	
	
	No. of Paediatric Cardiac Interventions
	

	2
	CATH LAB PROCEDURE DURING THE PRECEDING THREE YEARS

	
	Name of the Cath Lab Procedure
	2014
	2013
	2012

	
	Coronary Intervention
	
	
	

	
	Peripheral Intervention
	
	
	

	
	Balloon Valvuloplasty
	
	
	

	
	Paediatric Intervention
	
	
	

	
	Pacemaker
	
	
	

	
	EP Study / Ablation
	
	
	

	
	Others (Please specify)
	
	
	

	3
	NON – INVASIVE LAB PROCEDURE DURING THE PRECEDING THREE YEARS

	
	Name of the Procedure
	2014
	2013
	2012

	
	ECHO: Transthoracic
	
	
	

	
	ECHO: Transesophageal
	
	
	

	
	ECHO: Stress Echo
	
	
	

	
	ECHO: Doppler Studies
	
	
	

	
	TMT
	
	
	

	
	Holter
	
	
	

	
	Event Recorder
	
	
	

	
	Ambulatory BP monitoring
	
	
	

	
	Others (TILT testing etc.)
	
	
	

	4
	SUPPORT AVAILABLE ON CALL
	FULL TIME / PART TIME 

	a. 
	Cardiothoracic Surgeon
	

	b. 
	Paediatric Cardiologist
	

	c. 
	Vascular Surgeon
	

	d. 
	Cardiac Rehabilitation
	

	e. 
	X-RAY
	

	f. 
	Echo
	

	g. 
	Treadmill
	

	h. 
	Holter
	

	i. 
	Neurosurgeon
	

	j. 
	Neurologist
	

	k. 
	Infectous disease specialist
	

	l. 
	Pulmonologist
	

	m. 
	Adult Intensivist
	

	n. 
	Paediatric Intensivist
	

	o. 
	OBS/Gyn.
	

	p. 
	Gastroenterologist
	

	q. 
	Urologist
	

	r. 
	Nephrologist
	

	s. 
	Radiologist
	

	t. 
	Medical Social Worker
	

	5
	ACADEMIC ACTIVITY

	a.
	In House Staff Education
	· Regular

· Infrequent

· Absent
	

	b.
	Local Cardiac Society activities
	· Conduct

· Paticipate

· Don’t attend
	

	c.
	National Cardiac Society Activities
	· Conduct

· Participate

· Don’t Attend
	

	d.
	Other PG Training Facilities (Provide the Details): 



	6
	POLICIES & PROCEDURES
	PRESENT / ABSENT

	a
	Invasive Cardiology Protocols (Process Manual documentations)
	

	b
	Medical Protocol (Instruction Manual Documentation)
	

	c
	Adverse event audits
	

	d
	Patient care audits
	

	e
	Patient Care Responsibility
	· Consultation

· Wards

· Non-Invasive Lab

· CCU

· Cath Lab

· All of the above
	

	7
	CCU EQUIPMENTS

	a. 
	Multi Channel Monitoring (Available to)
	· All Beds
· > 50% Beds
· < 50% Beds
	

	b. 
	Oxygen/Air/Vaccum (Available to)
	
	

	c. 
	PA Catheter/Cardiac Output
	· Available

· Not Available
	

	d. 
	Non Invasive Ventilation
	
	

	e. 
	Volumene/Syringe Pumps
	
	

	f. 
	Crash Intubation Equipment (available in)
	· CCU

· Hospital

· Not Available
	

	g. 
	Crash Resuscitation Equipment (available in)
	
	

	h. 
	Defibrillator (available in)
	
	

	i. 
	12 LEAD ECG Machine (available in)
	
	

	j. 
	Haemodialysis/PD/CVVHF (available in)
	
	

	k. 
	Fibreoptic Bronchoscope (available in)
	
	

	l. 
	Temporary Pacemakers
	· Transvenous
· Transcutaneous

· Not Available
	

	m. 
	Pulse Oximetry Avaliable for
	· All Ventilated Patients

· Some Ventilated Patients only
	

	n. 
	Ventilators available for
	· 100% of Patients

· Less than 50% of Patients
	

	o. 
	Other CCU Equipments available (Specify):

	8
	NON – INVASIVE LAB EQUIPMENTS
	YES / NO

	a. 
	ECG (12 Channel)
	

	b. 
	TMT
	

	c. 
	Holter – 3, 5, 12 Channel
	

	d. 
	Echo with colour doppler
	TTE
	

	e. 
	
	TEE
	

	f. 
	
	Stress Echo
	

	g. 
	
	Portable Echo
	

	h. 
	
	Vascular Doppler
	

	i. 
	Ambulatary BP Recorder
	

	j. 
	Late. Potential
	

	k. 
	Tilt Test
	

	l. 
	Defibrillator
	

	m. 
	Crash Trolly
	

	n. 
	Oxygen
	

	o. 
	Suction
	

	9
	CATH LAB EQUIPMENTS
	YES / NO

	a. 
	Multi Channel Monitoring
	

	b. 
	Oxygen / Air / Vaccum
	

	c. 
	Pulse Oximetry
	

	d. 
	Invasive Vascular Pressure
	

	e. 
	PA Catheter / Cardiac Output
	

	f. 
	Ventilators
	

	g. 
	Crash Intubation Equipment
	


	D.
	TO BE COMPLETED ONLY IF APPLIED FOR HIGH RISK PREGNANCY AND PERINATOLOGY ‘OR’ REPRODUCTIVE MEDICINE

	1
	PATIENT LOAD

	
	ADMISSIONS
	2014
	2013
	2012

	
	LR admission
	
	
	

	
	ICU admission
	
	
	

	
	NICU admission
	
	
	

	2
	SUPPORT AVAILABLE ON CALL
	YES / NO

	a. 
	Neonatologist
	

	b. 
	Paediatric Surgeon
	

	c. 
	Paediatric Cardiologist
	

	d. 
	Cardiologist
	

	e. 
	General Surgeon
	

	f. 
	Endocrinologist
	

	g. 
	Pulmonologist
	

	h. 
	Neurologist
	

	i. 
	Gastroenterologist
	

	j. 
	Urologist
	

	k. 
	Nephrologist
	

	l. 
	Adult Intensivist
	

	m. 
	Paediatric Intensivist
	

	n. 
	Infectious Disease specialist
	

	o. 
	Pathologist
	

	p. 
	Radiologist
	

	q. 
	Microbiologist
	

	r. 
	Level III Ultrasound
	

	s. 
	Medical Social Worker
	

	3
	ACADEMIC ACTIVITY

	a.
	In House Staff Education
	· Regular

· Infrequent

· Absent
	

	b.
	Local Obstetrics & Gynaecological Society activities
	· Conduct

· Paticipate

· Don’t attend
	

	c.
	FOGSI Activities
	· Conduct

· Participate

· Don’t Attend
	

	d.
	Other PG Training Facilities (Provide the Details): 



	4
	POLICIES & PROCEDURES
	PRESENT / ABSENT

	a.
	Patient Care Responsibility (Consultation & Intensive Care)
	

	b.
	Obstetrics Protocols (Process Manual documentations)
	

	c.
	Medical Protocols (Manual Documentations required)
	

	d.
	NICU Prototocols (Manual Documentations required)
	

	e.
	Adverse event audits
	

	f.
	Patient care audits
	

	g.
	List of Obstetrics Procedures
	· Invasive
· Non-Invasice
	

	h.
	List of Neonatal Procedures
	· Invasive

· Non-Invasive
	

	5
	ICLR EQUIPMENTS

	a. 
	Cardiotocography (Available to)
	· All Beds
· > 50% Beds
· < 50% Beds
	

	b. 
	Fetal ECG Monitor (Available to)
	
	

	c. 
	Fetal Scalp blood PH monitor
	
	

	d. 
	Multichannel monitoring
	
	

	e. 
	Oxygen
	
	

	f. 
	Pulse Oximetry
	
	

	g. 
	Ventilators
	· Available

· Not Available
	

	h. 
	Crash Intubation equipment
	
	

	i. 
	Crash Resuscitation equipment
	
	

	j. 
	ECG
	
	

	k. 
	Volume / Syringe pumps
	
	

	l. 
	Neonatal Incubators
	
	

	m. 
	Neonatal Ventilators
	
	

	n. 
	Exchange Transfusion facilities
	
	

	o. 
	Phototherapy units
	
	

	p. 
	Neocribs
	
	

	6
	SUPPORTIVE EQUIPMENT / SERVICES IN THE HOSPITAL / INSTITUTE
	AVAILABLE / NOT AVAILABLE 

	a. 
	Portable X-Ray
	

	b. 
	Level III ultrasound
	

	c. 
	ECHO
	

	d. 
	24 Hours Laboratory
	

	e. 
	24 Hours Pharmacy
	

	f. 
	24 Hours arterial blood gas
	

	g. 
	24 hours blood bank
	

	h. 
	Access to CT / MRI
	


	E.
	TO BE COMPLETED ONLY IF APPLIED FOR PAEDIATRIC GASTROENTEROLOGY

	1
	IPD CASE LOAD DURING THE PRECEEDING THREE CALENDAR YEARS

	a.
	PAEDIATRICS

	YEAR
	Total Number of Paying Patients admitted
	Total Number of general Patients admitted
	Total number of patients admitted on subsidized beds
	Grand Total

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	b.
	PAEDIATRIC GASTROENTEROLOGY

	YEAR
	Total Number of Paying Patients admitted
	Total Number of general Patients admitted
	Total number of patients admitted on subsidized beds
	Grand Total

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	c.
	HEPATOLOGY

	YEAR
	Total Number of Paying Patients admitted
	Total Number of general Patients admitted
	Total number of patients admitted on subsidized beds
	Grand Total

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	2
	OPD CASE LOAD DURING THE PRECEEDING THREE CALENDAR YEARS

	a.
	PAEDIATRICS

	YEAR
	Total Number of Paying Patients admitted
	Total Number of general Patients admitted
	Total number of patients admitted on subsidized beds
	Grand Total

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	b.
	PAEDIATRIC GASTROENTEROLOGY

	YEAR
	Total Number of Paying Patients admitted
	Total Number of general Patients admitted
	Total number of patients admitted on subsidized beds
	Grand Total

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	c.
	HEPATOLOGY

	YEAR
	Total Number of Paying Patients admitted
	Total Number of general Patients admitted
	Total number of patients admitted on subsidized beds
	Grand Total

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	3
	Details of the Clinical/Surgical Procedures in the sub-specialty applied for FNB

(Copy of registration certificate for Liver transplantation from concerned authority is required to be submitted)

	a. 
	No. of Liver Transplantations
	Year

	b. 
	
	2014
	2013
	2012

	
	
	
	
	

	c. 
	Endoscopic Procedures
	Name of Procedure
	Year

	d. 
	
	
	2014
	2013
	2012

	e. 
	
	
	
	
	

	f. 
	
	
	
	
	

	g. 
	
	
	
	
	

	h. 
	
	
	
	
	

	i. 
	
	
	
	
	

	j. 
	
	
	
	
	

	k. 
	
	
	
	
	

	l. 
	
	
	
	
	

	m. 
	
	
	
	
	

	n. 
	
	
	
	
	

	o. 
	Other Invasive Procedures
	Name of Procedure
	Year

	
	
	
	2014
	2013
	2012

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	p. 
	Details of Paediatric Nutritionist
	Name
	Qualification
	Experience in the area of Paed. Nutrition

	q. 
	
	
	
	

	r. 
	
	
	
	

	s. 
	
	
	
	

	4
	SUPPORT AVAILABLE ON CALL
	YES / NO

	a. 
	Paediatrician
	

	b. 
	Paediatric Surgeon
	

	c. 
	Gastroenterologist
	

	d. 
	Surgical Gastroenterologist
	

	e. 
	Dietician
	

	f. 
	Paediatric Intensivist
	

	g. 
	Radiologist
	

	h. 
	Physiotherapist
	

	i. 
	Medical Social Worker
	

	j. 
	Radiographer for Operating Cases
	

	5.
	ACADEMIC ACTIVITY

	a. 
	In House Staff Education
	· Regular

· Infrequent

· Absent
	

	b. 
	Local Paediatric Gastroenterology related activities
	· Conduct

· Paticipate

· Don’t attend
	

	c. 
	National Paediatrc Gastroenterology related activities
	· Conduct

· Participate

· Don’t Attend
	

	d. 
	Other PG Training Facilities (Provide the Details): 



	6.
	POLICIES & PROCEDURES
	PRESENT / ABSENT

	a.
	Patient Care Responsibility 
	

	b.
	Paediatric Gastroenterology Protocols (Process Manual documentations)
	

	c.
	Medical Protocols (Manual Documentations required)
	

	e.
	Adverse event audits
	

	f.
	Patient care audits
	


	F.
	TO BE COMPLETED ONLY IF APPLIED FOR PAEDIATRIC HEMATOLOGY ONCOLOGY

	1
	HAND ADMISSION & MICROSURGERY DETAILS FOR PRECEDING 3 YEARS

	
	ADMISSIONS
	2014
	2013
	2012

	
	Hand Cases (IPD Admission)
	
	
	

	
	Microsurgery Replant
	
	
	

	
	Revascular
	
	
	

	
	Neural
	
	
	

	
	Misc.
	
	
	

	
	Free Flap
	
	
	

	2
	Paediatric Intensive Care
	· Present

· Absent
	

	3
	Neonatal Intensive Care
	
	

	4
	Hematology Laboratory
	
	

	5
	FACSCAN
	
	

	6
	Molecular genetics / Cytogenetics
	
	

	
	
	
	
	

	7
	SUPPORT AVAILABLE ON CALL
	YES / NO

	a. 
	Laboratory Facilities
	

	b. 
	Paediatric Intensive Care
	

	c. 
	Genetics
	

	d. 
	Nephrology
	

	e. 
	Hepatology
	

	f. 
	Pediatric Pulmonology
	

	g. 
	Psychologist
	

	h. 
	Occupational therapist
	

	i. 
	Cardiologist
	

	j. 
	Dietitian
	

	k. 
	Rehabilitation Medicine
	

	l. 
	Endocrinologist
	

	m. 
	Social Worker
	

	8
	ACADEMIC ACTIVITY

	a. 
	In House Staff Education
	· Regular

· Infrequent

· Absent
	

	b. 
	Local Paediatric Hematology Oncology Society activities
	· Conduct

· Paticipate

· Don’t attend
	

	c. 
	International Society
	· Conduct

· Participate

· Don’t Attend
	

	d. 
	Intradepartmental training facilities
	· Available

· Not Available
	

	e. 
	Broad specialty training facilities
	· 
	

	f. 
	Interdepartmental training facilities
	· 
	

	g. 
	Other PG Training Facilities (Provide the Details): 



	9
	POLICIES & PROTOCOLS
	PRESENT / ABSENT

	a.
	Chemotherapy protocol
	

	b.
	Infection Control Protocol
	

	c.
	Pain Control Protocol
	

	d.
	Emesis Control Protocol
	

	e.
	Audit Patient Care
	

	f.
	Audit (Adverse event)
	

	g.
	Patient database
	

	h.
	Seminars / Journal club
	· Yes
· No
	

	10
	ANCILLARY INFRASTRUCTURE
	AVAILABLE / NOT AVAILABLE 

	a. 
	Molecular Genetics
	

	b. 
	Cytogenetics
	

	c. 
	Hematology Laboratory
	

	d. 
	Blood Bank
	

	e. 
	NICU
	

	f. 
	PICU
	

	g. 
	Bedside X-Ray
	

	h. 
	Bedside Sonography
	

	i. 
	Nuclear Medicine
	

	j. 
	MRI Scan
	

	k. 
	CT Scan
	

	11
	DOCUMENTATION
	AVAILABLE / NOT AVAILABLE

	a. 
	Facilities for Documentation
	

	b. 
	Projection (Audiovisual)
	

	c. 
	Record Keeping
	


	G.
	TO BE COMPLETED ONLY IF APPLIED FOR SPINE SURGERY

	1.
	SUPPORT AVAILABLE ON CALL
	YES / NO

	a. 
	Neurosurgeon
	

	b. 
	Audit Cardiologist
	

	c. 
	Vascular Surgeon
	

	d. 
	Orthopaedics
	

	e. 
	Neurologist
	

	f. 
	Adult Intensivist
	

	g. 
	Plastic Surgeon
	

	h. 
	Pain Therapist
	

	i. 
	Radiologist
	

	j. 
	Electrophysiologist
	

	k. 
	Physiotherapist
	

	l. 
	Occupational Therapist
	

	m. 
	Psychiatrist
	

	n. 
	Psycologist
	

	o. 
	Medical Social Worker
	

	p. 
	Anaesthesiology Technicians
	

	q. 
	Electrophysiology Technicians
	

	r. 
	Radiographer for Operating Cases
	

	2.
	ACADEMIC ACTIVITY

	a. 
	In House Staff Education
	· Regular

· Infrequent

· Absent
	

	b. 
	Local Spine/Trauma/NS activities
	· Conduct

· Paticipate

· Don’t attend
	

	c. 
	National Spine/Trauma/NS activities
	· Conduct

· Participate

· Don’t Attend
	

	d. 
	Other PG Training Facilities (Provide the Details): 



	3.
	POLICIES & PROCEDURES
	PRESENT / ABSENT

	a.
	Patient Care Responsibility (Consultation & Intensive Care)
	

	b.
	Spine Surgery Protocols (Process Manual documentations)
	

	c.
	Medical Protocols (Manual Documentations required)
	

	d.
	NICU Prototocols (Manual Documentations required)
	

	e.
	Adverse event audits
	

	f.
	Patient care audits
	

	4.
	LIST OF PROCEDURES PERFORMED DURING THE PRECEDING 3 YEARS

	a. 
	Name of the Procedures
	2014
	2013
	2012

	b. 
	Instrumentation
	
	
	

	c. 
	Trauma
	
	
	

	d. 
	Degenerative
	
	
	

	e. 
	Tumours
	
	
	

	f. 
	Tubercular
	
	
	

	g. 
	CV Junction
	
	
	

	h. 
	Cervical Spine
	
	
	

	i. 
	Lumbar
	
	
	

	j. 
	Instrumentation Congenital
	
	
	

	k. 
	Others (If any)
	
	
	

	5.
	OT EQUIPMENTS

	a. 
	Radiolucent top spine table
	· All Beds
· > 50% Beds
· < 50% Beds
	

	b. 
	C-Arm
	
	

	c. 
	Operating Microscope
	· Available

· Not Available
	

	d. 
	Micro Surgery Instrument
	
	

	e. 
	Spinal Frame
	
	

	f. 
	ICU / Spinal Trauma Beds
	
	

	g. 
	Pneumatic Drill available for
	· All Ventilated Patients

· Some Ventilated Patients
	

	h. 
	Intraoperative electrophysiology available for
	· 100% of Patients

· <50% of Patients
	

	6.
	SUPPORTIVE EQUIPMENT / SERVICES IN THE HOSPITAL / INSTITUTE
	AVAILABLE / NOT AVAILABLE 

	a. 
	Portable X-Ray
	

	b. 
	24 Hours Laboratory
	

	c. 
	24 Hours Pharmacy
	

	d. 
	24 Hours arterial blood gas
	

	e. 
	Fluroscopy
	

	f. 
	Access to CT / MRI
	

	g. 
	Bone Bank / Bone Scan
	


	H.
	TO BE COMPLETED ONLY IF APPLIED FOR TRAUMA CARE

	1
	TRAINING SITES FACILITIES 
	Available / Not Available

	
	
	Emergency Facility Dedicated Accident and Trauma
	

	
	
	Multi Disciplinary Accident and Emergency Room
	

	
	
	Post Operative Recovery / ICU
	

	2
	SUPPORT AVAILABLE ON CALL
	YES / NO

	a. 
	General Surgeon
	

	b. 
	Orthopaedic Surgeon
	

	c. 
	Neurosurgeon
	

	d. 
	Urologist
	

	e. 
	Plastic Surgeon
	

	f. 
	Vascular Surgeon
	

	g. 
	Gynaecologist
	

	h. 
	Intensivist / Pulmonologist
	

	i. 
	Radiologist
	

	j. 
	Social Worker
	

	3
	ACADEMIC ACTIVITY

	a. 
	In House Staff Education
	· Regular

· Infrequent

· Absent
	

	b. 
	Local Surgical Society activities
	· Conduct

· Paticipate

· Don’t attend
	

	c. 
	Affiliation / Activity in related International or National Bodies
	· Conduct

· Participate

· Don’t Attend
	

	d. 
	Other PG Training Facilities (Provide the Details): 



	4.
	POLICIES & PROTOCOLS
	Present / Absent

	a. 
	Departmental process Manual
	

	b. 
	Departmental Instruction Manual
	

	c. 
	Patient Outcome analysis & audit
	

	d. 
	Patient Care Responsibility
	· Emergency Room

· Intensive Care

· Operative Room

· All of the above
	

	5.
	EMERGENCY ROOM AND POST OPERATIVE RECOVERY / ICU

	a. 
	Monitor
	· All Beds
· > 50% Beds
· < 50% Beds
	

	b. 
	Crash Intubation Equipment
	· Available

· Not Available
	

	c. 
	Crash Resuscitation Equipment
	
	

	d. 
	Defibrillator in all locations
	
	

	e. 
	12 lead ECG
	
	

	f. 
	Syringe pumps
	
	

	g. 
	Portable Ventilators for patient transport
	
	

	h. 
	Portable X-Ray, Ultrasound Machine
	
	

	i. 
	C-arm
	
	

	j. 
	24 Hours Blood Gas analysis
	
	

	k. 
	24 Hours Pharmacy
	
	

	l. 
	Access to CT / MRI
	
	


	I.
	TO BE COMPLETED ONLY IF APPLIED FOR VITREO RETINAL SURGERY

	1
	CASE LOAD

	
	Average no. of vitreoretinal cases seen per day per VR consultant in OPD
	

	
	Average no. of major vitreoretinal surgical problems handled per week per consultant
	

	
	Average no. of laser photocoagulation for retinal disease performed per week
	

	
	Average no. of fundus fluorescein Anglographics performed per week per consultant
	

	
	Average no. of ICG angiographics performed per week per consultant
	

	
	Average no. of ERG’s per week per consultant
	

	2
	LIST OF V-R EQUIPMENT (DIAGNOSTIC) AVAILABLE IN THE DEPARTMENT VISE FA, ICG, ERG, EOG, VER, DARK ADAPTOMETRY, OCT, UBM ETC.
	

	3
	LIST OF V-R MACHINERY AVAILABLE IN OPERATING ROOM

	
	Name of the Machine
	Company / Brand
	Machine Number

	
	Vitrectomy Machine
	
	

	
	Endolasis
	
	

	
	Endodiathermy
	
	

	4
	SUPPORT FROM OTHER DEPARTMENTS OF OPHTHALMOLOGY THAT COEXIST IN THE SAME PREMISES
	YES / NO

	a. 
	Cornea department
	

	b. 
	Glaucoma department
	

	c. 
	Vitreo Retina
	

	d. 
	Cataract Surgery and intraocular lens
	

	e. 
	Neuroopthalmology
	

	f. 
	Oculoplasty
	

	g. 
	Uveitis
	

	5.
	RESEARCH ACTIVITIES
	YES / NO

	a. 
	Only Vitreoretinal Disesess
	

	b. 
	Interaction with other ophthalmic specialties
	

	c. 
	Interaction with non ophthalmic specialties
	

	6
	EQUIPMENTS
	YES / NO

	a. 
	Vitrectomy Machiine
	

	b. 
	Fragmatome
	

	c. 
	Routine Instrumentation
	Slit Lamp
	

	d. 
	
	Applanation tonometer
	

	e. 
	
	Indirect Ophthalmoscope
	

	f. 
	
	+78D / + 90D lens
	

	g. 
	
	Operating Microscope with X – Y coupling and Zoom Facilities
	

	h. 
	
	Access to slilicone oil, C3, F8 or SF6 gas and Perfluoro Carbon Liquids
	

	i. 
	Specialized instrumentation Laser Photocoagulation
	Endolaser Facility
	

	j. 
	
	Indirect Ophthalmoscope delivery facility
	

	k. 
	
	Slip Lamp Facility
	

	l. 
	Ultrasound- A and B Scan Facility
	

	m. 
	Electro diagnostic facility
	

	n. 
	Fundus Fluorescein angiography facility
	

	o. 
	Entire complement of necessary intraocular instruments such as forceps, scissors, magnet etc.
	


	J.
	TO BE COMPLETED ONLY IF APPLIED FOR SPORTS MEDICINE

	1
	DETAILS OF SURGICAL / CLINICAL PROCEDURES DURING THE PRECEDING THREE YEARS

	
	Name of the Procedures
	Years wise number of Procedures

	
	
	2014
	2013
	2012

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	2
	EQUIPMENTS AVAILABLE IN THE DEPARTMENT
	No. of Equipments

	a. 
	
	

	b. 
	
	

	c. 
	
	

	d. 
	
	

	e. 
	
	

	f. 
	
	

	g. 
	
	

	h. 
	
	

	i. 
	
	

	j. 
	
	

	k. 
	
	

	l. 
	
	

	m. 
	
	

	3
	SUPPORT AVAILABLE ON CALL
	YES / NO

	a. 
	Neurosurgeon
	

	b. 
	Sports Physician
	

	c. 
	Cardiologist
	

	d. 
	Vascular Surgeon
	

	e. 
	Orthopaedics
	

	f. 
	Neurologist
	

	g. 
	Adult Intensivist
	

	h. 
	Pain Therapist
	

	i. 
	Radiologist
	

	j. 
	Electrophysiologist
	

	k. 
	Physiotherapist
	

	l. 
	Occupational Therapist
	

	m. 
	Psycologist
	

	n. 
	Medical Social Worker
	

	o. 
	Anaesthesiology Technicians
	

	p. 
	Electrophysiology Technicians
	

	q. 
	Radiographer for Operating Cases
	

	4.
	ACADEMIC ACTIVITY

	a. 
	In House Staff Education
	· Regular
· Infrequent
· Absent
	

	b. 
	Local Sports Medicine activities
	· Conduct
· Participate
· Don’t attend
	

	c. 
	Affiliation / Activity in related International or National Bodies
	
	

	d. 
	Other PG training facilities (Provide the details):

	5.
	POLICIES & PROTOCOLS
	PRESENT / ABSENT

	a. 
	Departmental Process Manual
	

	b. 
	Departmental Instruction Manual
	

	c. 
	Patient Outcome analysis & audit
	

	d. 
	Patient Care Responsibility
	· Emergency Room
· Intensive Care
· Operative Room
· All of the above
	


	K.
	TO BE COMPLETED ONLY IF APPLIED FOR LIVER TRANSPLANTATION

	1
	IPD CASE LOAD DURING THE PRECEEDING THREE CALENDAR YEARS

	a
	HEPATOLOGY

	YEAR
	Total Number of Paying Patients admitted
	Total Number of general Patients admitted
	Total number of patients admitted on subsidized beds
	Grand Total

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	b
	GASTROENTEROLOGY

	YEAR
	Total Number of Paying Patients admitted
	Total Number of general Patients admitted
	Total number of patients admitted on subsidized beds
	Grand Total

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	c
	SURGICAL GASTROENTEROLOGY

	YEAR
	Total Number of Paying Patients admitted
	Total Number of general Patients admitted
	Total number of patients admitted on subsidized beds
	Grand Total

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	2
	OPD CASE LOAD DURING THE PRECEEDING THREE CALENDAR YEARS

	a
	HEPATOLOGY

	YEAR
	Total Number of Paying Patients admitted
	Total Number of general Patients admitted
	Total number of patients admitted on subsidized beds
	Grand Total

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	b
	GASTROENTEROLOGY

	YEAR
	Total Number of Paying Patients admitted
	Total Number of general Patients admitted
	Total number of patients admitted on subsidized beds
	Grand Total

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	c
	SURGICAL GASTROENTEROLOGY

	YEAR
	Total Number of Paying Patients admitted
	Total Number of general Patients admitted
	Total number of patients admitted on subsidized beds
	Grand Total

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	3
	SUPPORT AVAILABLE ON CALL
	YES / NO

	a. 
	Surgical Gastroenterologist
	

	b. 
	Gastroenterologist
	

	c. 
	Hepatologist
	

	d. 
	Adult Intensivist
	

	e. 
	Paediatric Intensivist
	

	f. 
	Transfusion Medicine Expert
	

	g. 
	Dietician
	

	h. 
	Radiologist
	

	i. 
	Medical Social Worker
	

	4
	Details of the Clinical/Surgical Procedures in the sub-specialty applied for FNB. 
(Copy of registration certificate for Liver transplantation from concerned authority is required to be submitted)

	a. 
	Liver Transplantation
	Type of transplantation
	Year wise no. of transplantation

	b. 
	
	
	2014
	2013
	2012

	c. 
	
	Adult Liver Transplantation
	
	
	

	d. 
	
	Paediatric Liver Transplantation
	
	
	

	e. 
	Endoscopic Procedures
	Name of Endoscopic Procedures
	Year wise no. of procedures

	f. 
	
	
	2014
	2013
	2012

	g. 
	
	
	
	
	

	h. 
	
	
	
	
	

	i. 
	
	
	
	
	

	j. 
	
	
	
	
	

	k. 
	
	
	
	
	

	l. 
	
	
	
	
	

	m. 
	Other Invasive Procedures
	Name of Invasive Procedures
	Year wise no. of procedures

	
	
	
	2014
	2013
	2012

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	5.
	ACADEMIC ACTIVITY

	a. 
	In House Staff Education
	· Regular
· Infrequent
· Absent
	

	b. 
	Local Liver Transplantation related activities
	· Conduct
· Participate
· Don’t attend
	

	c. 
	Affiliation / Activity in related International or National Bodies
	
	

	d. 
	Other PG training facilities (Provide the details):

	6.
	POLICIES & PROTOCOLS
	PRESENT / ABSENT

	a. 
	Departmental Process Manual
	

	b. 
	Departmental Instruction Manual
	

	c. 
	Patient Outcome analysis & audit
	

	d. 
	Patient Care Responsibility
	· Emergency Room
· Intensive Care
· Operative Room
· All of the above
	


	L.
	TO BE COMPLETED ONLY IF APPLIED FOR NEURO ANAESTHESIA & CRITICAL CARE

	1
	DEPARTMENT OF NEURO ANAESTHESIA & CRITICAL CARE
	Total Neuro ICU Beds
	

	2
	DETAILS OF SURGICAL / CLINICAL PROCEDURES DURING THE PRECEDING THREE YEARS IN THE SUB-SPECIALTY

	
	Name of the Procedures
	Years wise number of Procedures

	
	
	2014
	2013
	2012

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	3
	SUPPORTIVE STAFFS FOR PATIENT CARE IN THE DEPARTMENT

	a. 
	No. of Nurses available in the department
	

	b. 
	Respiratory Therapist(s)
	Name
	PG Qualification
	Exp. in the area concerned

	c. 
	
	
	
	

	d. 
	
	
	
	

	e. 
	Pharmacist(s)
	Name
	PG Qualification
	Exp. in the area concerned

	f. 
	
	
	
	

	g. 
	
	
	
	

	h. 
	Social Workers
	Yes / No
	

	4
	SUPPORT AVAILABLE ON CALL
	YES / NO

	a. 
	Neurosurgeon
	

	b. 
	Neurologist
	

	c. 
	Neuroanaesthetist
	

	d. 
	Pulmonologist
	

	e. 
	Internist (Medical Specialist)
	

	f. 
	Physiotherapist
	

	g. 
	Dietician
	

	h. 
	Medical Social Worker
	

	5
	ACADEMIC ACTIVITY

	a.
	In House Staff Education
	· Regular

· Infrequent

· Absent
	

	b.
	Local Neuro Intensive Care Society activities
	· Conduct

· Paticipate

· Don’t attend
	

	c.
	National Neuro Intensive Care Society Activities
	· Conduct

· Participate

· Don’t Attend
	

	d.
	Other PG Training Facilities (Provide the Details): 



	6
	POLICIES & PROTOCOLS
	Present / Absent

	a.
	Medical Care Procedures (Protocols)
	

	b.
	Infection Control Procedures (Protocols)
	

	c.
	Patient Care Audits
	

	d.
	Adverse Event Audit
	

	e.
	List of procedures performed Record
	

	f.
	Seminars / Journal Club
	

	7
	AVAILABILITY OF ICU EQUIPMENTS 

	a. 
	Multi Channel Monitoring (Available to)
	· All Beds
· > 50% Beds
· < 50% Beds
	

	b. 
	Pulse Oximetry (Available to)
	
	

	c. 
	ECG Monitoring (Available to)
	
	

	d. 
	Non-invasive BP Monitoring (Available to)
	
	

	e. 
	Invasive Haemodynamic Monitoring (Available to)
	
	

	f. 
	PCQP/Cardiac output Monitoring (Available to)
	
	

	g. 
	Mechanical Ventilators (Available to)
	
	

	h. 
	Intracranial Pressure Monitoring
	· Yes

· No
	

	i. 
	Beside EEG Monitoring
	
	

	j. 
	Non-invasive Ventilators
	· Available

· Not Available
	

	k. 
	Beside Fibreoptic Bronchoscopy
	
	

	l. 
	Beside Upper GI endoscopy
	
	

	m. 
	Volumetric/Syringe infusion Pumps
	
	

	n. 
	Feeding Pumps
	
	

	o. 
	Crash Intubation Equipment (available in)
	· ICU

· Hospital

· Not Available
	

	p. 
	Crash Resuscitation Equipment (available in)
	
	

	q. 
	Defibrillator (available in)
	
	

	r. 
	12 LEAD ECG Machine (available in)
	
	

	s. 
	Haemodialysis/PD/CVVHF (available in)
	
	

	t. 
	Temporary pacing in ICU Transvenous
	· Transcutaneous

· Not Available
	

	u. 
	Other ICU Equipments available (Specify):

	8
	SUPPORTIVE EQUIPMENTS / SERVICES
	Available / Not Available

	a. 
	Portable X-ray Unit
	

	b. 
	Bedside ultrasound
	

	c. 
	Beside ECHO
	

	d. 
	Beside TEE
	

	e. 
	Access to whole body CT/MRI
	

	f. 
	Access to cathlab
	

	g. 
	24 hours Laboratory Support (In Hospital)
	

	h. 
	24 hours ABG (In Hospital / ICU)
	

	i. 
	24 hours Pharmacy
	

	j. 
	Central Sterlization Unit
	


	M.
	TO BE COMPLETED ONLY IF APPLIED FOR PAEDIATRIC NEPHROLOGY

	1
	IPD CASE LOAD DURING THE PRECEEDING THREE CALENDAR YEARS

	a.
	PAEDIATRICS

	YEAR
	Total Number of Paying Patients admitted
	Total Number of general Patients admitted
	Total number of patients admitted on subsidized beds
	Grand Total

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	b.
	PAEDIATRIC NEPHROLOGY

	YEAR
	Total Number of Paying Patients admitted
	Total Number of general Patients admitted
	Total number of patients admitted on subsidized beds
	Grand Total

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	c.
	NEPHROLOGY

	YEAR
	Total Number of Paying Patients admitted
	Total Number of general Patients admitted
	Total number of patients admitted on subsidized beds
	Grand Total

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	2
	OPD CASE LOAD DURING THE PRECEEDING THREE CALENDAR YEARS

	a.
	PAEDIATRICS

	YEAR
	Total Number of Paying Patients admitted
	Total Number of general Patients admitted
	Total number of patients admitted on subsidized beds
	Grand Total

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	b.
	PAEDIATRIC NEPHROLOGY

	YEAR
	Total Number of Paying Patients admitted
	Total Number of general Patients admitted
	Total number of patients admitted on subsidized beds
	Grand Total

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	c.
	NEPHROLOGY

	YEAR
	Total Number of Paying Patients admitted
	Total Number of general Patients admitted
	Total number of patients admitted on subsidized beds
	Grand Total

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	3
	Details of the Clinical/Surgical Procedures in the sub-specialty applied for FNB

(Copy of registration certificate for Renal transplantation from concerned authority is required to be submitted)

	a. 
	No. of Paediatric Renal Transplantations
	Year

	b. 
	
	2014
	2013
	2012

	
	
	
	
	

	c. 
	Non Invasive Procedures
	Name of Procedure
	Year

	d. 
	
	
	2014
	2013
	2012

	e. 
	
	
	
	
	

	f. 
	
	
	
	
	

	g. 
	
	
	
	
	

	h. 
	
	
	
	
	

	i. 
	
	
	
	
	

	j. 
	
	
	
	
	

	k. 
	
	
	
	
	

	l. 
	
	
	
	
	

	m. 
	
	
	
	
	

	n. 
	
	
	
	
	

	o. 
	Invasive Procedures
	Name of Procedure
	Year

	
	
	
	2014
	2013
	2012

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	4.
	SUPPORT AVAILABLE ON CALL
	YES / NO

	a. 
	Paediatrician
	

	b. 
	Paediatric Surgeon
	

	c. 
	Nephrologist
	

	d. 
	Urologist
	

	e. 
	Dietician
	

	f. 
	Paediatric Intensivist
	

	g. 
	Radiologist
	

	h. 
	Physiotherapist
	

	i. 
	Medical Social Worker
	

	5.
	ACADEMIC ACTIVITY

	a. 
	In House Staff Education
	· Regular

· Infrequent

· Absent
	

	b. 
	Local Paediatric Nephrology related activities
	· Conduct

· Paticipate

· Don’t attend
	

	c. 
	National Paediatrc Nephrology related activities
	· Conduct

· Participate

· Don’t Attend
	

	d. 
	Other PG Training Facilities (Provide the Details): 



	6.
	POLICIES & PROCEDURES
	PRESENT / ABSENT

	a.
	Patient Care Responsibility 
	

	b.
	Paediatric Nephrology Protocols (Process Manual documentations)
	

	c.
	Medical Protocols (Manual Documentations required)
	

	e.
	Adverse event audits
	

	f.
	Patient care audits
	


	Date:

Place:

	Signature of the Head of the Department
Name:__________________________

Designation:_____________________
	Signature of the Head of the Institute

Name:__________________________

Designation:_____________________

	Please affix your official stamp here
	Please affix your official stamp here


PART- C
Enclosures & Documentations

2. Enclosures

2.1
Details of Accreditation Processing Fees paid

To be submitted against Sr. No. 2 of Specialty Specific Application Form

2.2
MoU for Hands on training, in case of tie up with nearby skill lab


To be submitted against Sr. No. 4.10 (II) of Specialty Specific Application Form

2.3
List of procedures observed, assisted and performed (Under Supervision) by FNB trainees (Annexure- ‘HT’)


To be submitted against Sr. No. 4.10 (II) of Specialty Specific Application Form

2.4
A detailed Hands on training plan proposed to be provided (Annexure- ‘PHT’)


To be submitted against Sr. No. 4.10 (II) of Specialty Specific Application Form

2.5
List of Books and Journals in the department

To be submitted against Sr. No. 5.1 of Specialty Specific Application Form

2.6
List of Ongoing Research Projects in the department

To be submitted against Sr. No. 5.3 of Specialty Specific Application Form

2.7
Rotational Posting of Trainess (Please refer Annexure ‘RP’)

To be submitted against Sr. No. 5.4 of Specialty Specific Application Form

2.8
Full Time Status of Faculty in the department

To be submitted against Sr. No. 6 of Specialty Specific Application Form

2.9
PG teaching experience of PG teacher(s)

To be submitted against Sr. No. 6.1 of Specialty Specific Application Form

To be completed on an official letter head of the institute under signatures of the PG Teacher & Head of the institute with official stamp

ANNEXURE – “PG”

	NAME OF PROPOSED PG TEACHER:
	


At least one of the full time consultants in the department should have teaching experience of 5 years as a Post Graduate teacher in the specialty either in a University setup or NBE accredited department for DNB programme as under:
Please select appropriate CRITERIA and submit the details accordingly:

	· CRITERIA – 1: 
(For the purpose of teaching experience, services rendered as a PG teacher in a University setup as Assistant Professor / Associate Professor / Professor for MD/MS/DM/MCh/DNB programme in the specialty shall be acceptable)

	1.1
	PG teaching experience in a University Setup

	
	Name of the Medical College(s)
	Name of the Department
	Designation(s) held
	Period of Employment

	
	
	
	
	From

(mm-yyyy)
	To

(mm-yyyy)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	1.2
	Details of PG thesis guided by the PG teacher

	
	Topic of the PG Thesis
	PG Specialty
	Period of thesis guidance

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Supporting Documents to be submitted:

· Certificate of PG Teaching experience issued by the respective university; 

‘OR’

· Certificate issued by the Dean/Principal of the institution/hospital confirming PG teaching experience of the proposed PG teacher.


“AND / OR”
	· CRITERIA – 2: 
(For the purpose of teaching experience, Services rendered as a PG teacher in NBE accredited hospital / institute for DNB programme in the specialty shall be acceptable, provided the consultant has acted as a guide / co-guide for two DNB PG students ‘OR’ at least two PG students trained in the recognized department have qualified their DNB Final Examinations. At least three theses should have been produced in the DNB programme under supervision of the consultants and accepted by NBE over 3 years period (one cycle of accreditation))
(All Information from para 2.1 to 2.3 is mandatory)

	2.1
	Teaching experience of 5 years as a PG teacher in a NBE accredited department

	
	Name of NBE Accredited Institute(s)
	Name of the Department
	Designation(s) held
	Period of Employment

	
	
	
	
	From

(mm-yyyy)
	From

(mm-yyyy)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	

	2.2
	The Consultant has acted as a guide or Co-guide for two DNB students

	
	Name of Candidate
	Specialty
	Thesis topic
	Whether acted as Guide/ 

Co-guide
	Period of Thesis guidance
	Year of 
Acceptance

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	‘OR’

At least two PG students trained in the recognized department qualified their DNB final Examinations

	
	Name of the Candidate
	Year of passing DNB final Exam

	
	
	

	
	
	

	

	2.3
	At least three theses should have been produced in the DNB programme under supervision of the consultants and accepted by NBE over one cycle of accreditation of three years.

	
	Name of Candidate
	Thesis topic
	Whether acted as Guide or Co-Guide
	Period of Thesis guidance
	Year of Acceptance

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


________________________                            

Signatures of the PG Teacher

This is to certify that the above faculty / consultant is working as a full time faculty / consultant in the department of _________________________ at _________________________(Institute / hospital). He/she fulfills the PG teacher criteria as prescibed by NBE.

Signatures of Head of the Institute
To be completed on an official letter head of the institute/hospital

Annexure ‘FT’

UNDERTAKING FOR FULL TIME FACULTY

This is to certify that the following faculty/Consultant(s) is/are working as full time faculty/consultant in the department of _____________________ at ____________________________________________ ____________________________(Institution/Hospital name):

	Name & Designation
	PG Qualification in the specialty
	Total Professional Exp. after PG
	Total PG teaching Experience
	Research Publications
	Signature of the consultant/ faculty

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


It is also to confirm that the above department at _________________________(Institution/Hospital name) is the principle place of practice of aforementioned faculty/consultant(s) and they have no other institutional attachment/affiliation except their own private practice in a non academic independent setup. Further, they have not been shown as a FNB faculty for seeking accreditation of any other department in the hospital / institute concurrently.
Signature of Head of the Institute with Stamp

BIO-DATA OF FACULTY
(Bio-data of all faculty members in the department is mandatory to be submitted as per below prescribed format only in original)

	1.
	Bio-Data for seeking NBE Accreditation in the sub Specialty of 
	
	PHOTO

	2.
	Name
	
	

	3.
	Date of Birth
(DD-MM-YYYY)
	
	

	4.
	Present Address
	
	

	5.
	Mobile No.
	
	Email- ID
	

	

	6
	PROFESSIONAL QUALIFICATION:

	
	Course Name
	Year of Passing
	Name of University / Institute

	
	MBBS
	
	

	
	PG Degree (MD/MS/DNB/DM/MCh)

(Please mention the area of specialization)
	
	
	

	
	Other Qualifications (Please mention the course name and area of specialzation)
	
	
	

	

	7.
	EXPERIENCE AFTER PG DEGREE QUALIFICATION:

	
	(i)
	Present Employment

	
	Date of Joining
	Designation

Hold
	Institute / Hospital
	Department
	Status in the Hospital

(Full Time *
Part Time / Visiting / Adjunct)
	Hours Spent Per Day in the Hospital

	
	
	
	
	
	
	

	
	* Please refer the Information Bulletin for the criteria of Full Time Faculty. In addition to this, please attach the copies of form-16 issued by the hospital for last four quarters & latest Assessment Year. In case you have recently joined, your appointment orders with details of bank transfer of salary are required to be submitted

	
	(ii)
	Past Employment

	
	Period of Employment
	Designation held
	Name of the hospital / institute
	Whether associated with DNB / FNB teaching / training programme 

(Yes / No)

	
	From

(mm-yyyy)
	To

(mm-yyyy)
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	

	8.
	RESEARCH EXPERIENCE OF THE FACULTY AS LEAD AUTHOR IN INDEXED JOURNALS:

	
	Publication Name & Issue
	Title of the Research Article

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	9.
	Details of Examinership in NBE / Other Universities
	


I hereby declare that, 

(i) 
The above information is true to the best of my knowledge. 

(ii) 
I am associated as a faculty for proposed DNB / FNB teaching & training programme at above mentioned department of my present employment. Further, I hereby agree to spend minimum 8-10 hours per week in DNB/FNB teaching & training activities as per the curriculum of the programme. This department is my principle place of practice and I have no other institutional attachment / affiliation except for my own private practice in a non academic independent setup.
(Signature of the Faculty)
Annexure- ‘RP’

ROTATIONAL POSTING OF FNB TRAINEE(S) IN THE SUB-SPECIALTY OF:______________________________
	Department for Rotational Posting
	Tentative  schedule
	Name of the institute/hospital * where trainees are posted for rotation
	Supervising Consultant name

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


· A copy of MOU should be submitted with other NBE accredited institute/hospital or medical college where FNB trainees are posted for any of the above rotations, if the same is not feasible within the institute/hospital
It is herewith certified that FNB trainees are/shall be rotated in all of the above disciplines as per the prescribed FNB Gastroenterology curriculum. 

	
	

	Signatures of Head of the Department 

with stamp


	Signatures of Head of the Institute

with stamp




Annexure ‘HT’

HANDS ON TRAINING PROVIDED TO FNB TRAINEES IN LAST ACCREDITATION CYCLE

(Only for Renewal Cases)

Name of the Candidate:_________________________________

Reg. No.:______________________________________

During the 1st Year of Training
	Name of Clinical / Surgical Procedures
	No. of Procedures

	
	Observed
	Assisted
	Performed

(Under Supervision)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


During the 2nd Year of Training
	Name of Clinical / Surgical Procedures
	No. of Procedures

	
	Observed
	Assisted
	Performed

(Under Supervision)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	
	

	Signatures of Head of the Department 

with stamp


	Signatures of Head of the Institute

with stamp




Annexure ‘PHT’
HANDS ON TRAINING PROPOSED TO BE PROVIDED TO FNB TRAINEES
During the 1st Year of Training
	Name of Clinical / Surgical Procedures
	No. of Procedures

	
	Observed
	Assisted
	Performed

(Under Supervision)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


During the 2nd Year of Training
	Name of Clinical / Surgical Procedures
	No. of Procedures

	
	Observed
	Assisted
	Performed

(Under Supervision)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	---------------------------------------------


	---------------------------------------------



	Signatures of Head of the Department 

with stamp


	Signatures of Head of the Institute

with stamp
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SPECIALTY SPECIFIC APPLICATION FORM - 2015







FRESH / RENEWAL OF ACCREDITATION

FOR

FELLOW OF NATIONAL BOARD

(FNB)







National Board of Examinations

(Ministry of Health & Family Welfare, Govt. of India)

Medical Enclave, Ansari Nagar, 

Mahatma Gandhi Marg, 

New Delhi-110029

website: www.natboard.edu.in.   

Email: accr@natboard.edu.in

Phone: 011-45593000  Fax: 011-45593009

                    

                                     Cost of Bulletin & Application Form: Rs. 3000/- 


















