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[bookmark: _GoBack]APPLICATION FORM FOR FULL LICENCE FOR CATEGORY OUT-PATIENT HCE 

	Application Type
	 Fresh                     Renewal 



	DETAILS OF HEALTH CARE ESTABLISHMENT

	Name:

	Address: 


	KPHCC Registration Number:
	KPHCC Provisional/Full Licence No:

	Contact No: 

	Email ID:


	Website: 

	Date of Establishment




	Check
	                    Type of HCE
	Check
	                    Type of HCE

	
	General Practitioner Clinic
	
	Clinical Pathology Laboratory

	
	Specialist Clinic
	
	Radiological Diagnostic Centre

	
	Dentistry Clinic (One Dental Chair) 
	
	Tibb Clinic

	
	Dentistry Clinic (2 to 4 Dental Chairs) -
	
	Homeopathic Clinic

	
	Dentistry Hospital without in-patent facility (5 and above Dental Chairs)
	
	Aesthetics Clinics (Without inpatient facility)

	
	Nursing Home (Old age people center)
	
	Dialysis Center (Without inpatient facility)

	
	Lithotripsy Centre (Without inpatient facility)
	
	Maternity Home (Only for normal deliveries run by a doctor) - CMW

	
	Rehabilitation Center (Without inpatient facility)
	
	Maternity Home (Only for normal deliveries run by a doctor)

	
	CMW Clinic (Only for normal deliveries run by a CMW)
	
	Medical Fitness and Diagnostic Centre



	DETAILS OF PROPRIETOR(S) [footnoteRef:1] [1:  In case of multiple proprietors, add more rows. Proprietor details shall be reflected in Licence as Appendix A ] 


	Name: 

	Father/Husband Name:


	NIC No:

	Designation in HCE:

	Address: 


	Contact Number: 

	Email:




	DETAILS OF SERVICE PROVIDER

	Name: 

	Father Name:


	CNIC No:

	Council Reg.No:

	Address: 


	Qualification:
	Email:

	Landline Number: 

	Mobile Number


	Details of Govt Job (If any:  



	DETAILS OF APPLICANT

	Name of Proprietor(s):
	Designation in HCE:

	NIC No:
	Contact No:

	Signature and Date:



Instructions:
i. Please fill the form carefully, incomplete form will not be entertained 
ii. Provide the evidence where required
iii. Attach the required documents as per check list
iv. Deposit Licence Fee in Bank of Khyber, Account No: 3005707397, Account Title, “KP Health Care Commission Registration”

	CHECK LIST OF DOCUEMENTS TO BE ATTACHED
	ANNEXURE

	
	Copy of NIC and passport size picture of proprietor(s) and Service Provider
	1

	
	Original fee deposit slip
	2

	
	Affidavit on stamp paper attested from Oath Commissioner
	3

	
	Details of clinic/service timings
	4

	
	Detail list of staff both full time and part time
	5

	
	List of machinery and medical equipment
	6

	
	Copy of Registration Certificates of HCC and other relevant regulatory bodies such as PNRA, and others 
	7

	
	Copies of rent agreement/ownership certificate of the building with lay out plan 
	8

	
	Copies of agreements of out sourced services. 
	9




ANNEXTURES
Annexture-3
DECLARATION
(To be filled on Stamp paper worth PKR. 100)

I, ………………………............................, do hereby solemnly affirm and declare that the ……………………………………………. (HCE) is providing services and the information provided in the application form is true and correct to the best of my knowledge and belief and that nothing has been concealed. I also undertake that if any false or incorrect information/document is provided to the Commission, it may result in rejection of my application for licence and I may also become liable to pay fine to the Commission. It is further stated that;
i. No service other than those registered/licensed with Khyber Pakhtunkhwa Health Care Commission shall be provided.
ii. The healthcare facility shall not be used for quackery, immoral and illegal activities.
iii. Only duly qualified and licensed practitioner registered with KPHCC and with their respective council shall provide/supervise services at this healthcare establishment.

Signature: ________________________________
Name of Proprieter: ________________________
Designation: ______________________________
CNIC: ___________________________________
Date: _____________________________________	

Annexture-4

	
Clinic/Service Timings

	Days
	From
	To

	
	
	



Annexture-5

	DETAILS OF STAFF (FULL/PART TIME)

	 No
	Name 
	Designation
	Qualification
	Registration No (PMDC, PNC etc.)
	Date of Appointment

	

























	

	
	
	
	



Annexture-6

	DETAILS OF  MACHINERY AND MEDICAL EQUIPMENT

	No
	Description
	Department
	Make/Model
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