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Application for Provisional Registration of Hospital Clinical
Establishment (Hospital/Clinic/Laboratory)

LABORATORY/IMAGING Center NAME

ADDRESS

BASIC LANDLINE NO/MOBILE NUMBER

LABORATORY/IMAGING MAIL ID

LABORATORY/IMAGING OWNER NAME

LABORATORY/IMAGING OWNER ADDRESS

LABORATORY/IMAGING OWNER BASIC
LANDLINE NO /MOBILE NUMBER

LABORATORY/IMAGING OWNER MAIL ID

LABORATORY/IMAGING IN CHARGE NAME

10

LABORATORY/IMAGING IN CHARGE
ADDRESS

11

LABORATORY/IMAGING IN CHARGE BASIC
LANDLINE NO/MOBILE NUMBER

12

LABORATORY/IMAGING IN CHARGE MAIL
ID

13

LABORATORY/IMAGING IN CHARGE
QUALIFICATION

14

LABORATORY/IMAGING IN CHARGE
REGISTRATION NUMBER

15

LABORATORY/IMAGING IN CHARGE
REGISTRATION NAME OF COUNCIL STATE

16

OWNERSHIP
A-GOVERNMENT/PUBLIC SECTOR-

CENTRAL GOVERNMENT/

STATE GOVERNMENT/LOCAL
GOVERNMENT/PUBLIC SECTOR
UNDERTAKING/ANY OTHER (PLEASE
SPECIFY):

B-PRIVATE SECTOR/INDIVIDUAL
PROPRIETORSHIP/REGISTERED
PARTNERSHIP/REGISTERED COMPANY/
CO-OPERATIVE SOCIETY/
TRUST/CHARITABLE/ ANY OTHER
(PLEASE SPECIFY)

17

TYPE OF LABORATORY/IMAGING
SERVICES:-
(PLEASE SPECIFY)

18

TYPE OF CLINICAL ESTABLISHMENT :-

(PLEASE TICK WHICHEVER IS APPLICABLE)

A- INPATIENT/OUTPATIENT/
LABORATORY/IMAGING ANY OTHER
(PLEASE SPECIFY)

19

B-4 LABORATORY:
PATHOLOGY/HAEMATOLOGY/BIOCH
EMISTRY/MICROBIOLOGY/GENETICS
/ ANY OTHER (PLEASE SPECIFY)

B-5 IMAGING CENTRE: X-RAY/ELECTRO
CARDIO GRAPH (ECG)
ULTRASOUND/CT SCAN/MAGNETIC
RESONANCE IMAGING (MRI) ANY
OTHER (PLEASE SPECIFY)

B-6 ANY OTHER (PLEASE SPECIFY)




| hereby declare that the statements made above are correct and true to the best
of my knowledge. | shall abide by all the provisions ot the Clinical Establishment (Registration
and Regulation) Act. 2010 and the rules made there under. | shall intimate to the District
Registering Authority. Any change in the particulars given above.

Place: ----------memmemo- Signature of the Owner/Person in charge

Date: ------mmmmmmmmmeee (Name: )



LABORATORY/IMAGING CENTER STAFF LIST

DOCTERS/NURSING POST QUALIFICATIONS | REGISTRATION | NAME OF NAME OF | NAME OF
/PERA MEDICAL STAFF | NAME NUMBER REGISTRATION | COUNCIL | INSTITUTION
NAME COUNCIL DISTRICT | FROM
DEGREE
RECIVE
LABORATORY/IMAGING CENTER TEST RATELIST
S.N. | NAME OF RATE Name Of Name Of
TEST Department Test Department
Incharge
1
2
3

LABORATORY/IMAGING CENTER EquiptmentLIST

S.N.

NAME OF
Equiptment

Equiptment Detail




Compulsory Requirment
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