INDIAN MEDICAL ASSOCIATION TAMILNADU STATE BRANCH

PARAMEDICAL COURSES (Approved by IMA TNSB only)
Performa to be filled by the inspectors and to be submitted to IMA
INSPECTION PROFORMA
A. GENERAL INFORMATION:
1. Name of the Paramedical Inst/Hosp./Trust/Society
:______________________​​​​​​​​​​___________________

2. Name of the Doctor in-charge of Paramedical courses:_______________________________________

3. IMA Life Member No. of the Doctor  i/c of PMCs 
:_________________________________________

4. Name of the Hospital registered with NHB      
:_________________________________________

5. NHB Registration No (own/affiliated hospital) 
:___________ _____________________________

6. Full Address of the Institution with Pin Code  
:_________________________________________      

                                                                        
        
_________________________________________

7.  
Contact Numbers of the Institution         

:_________________________________________
8.
E-mail id of the Institution                                 
:_________________________________________

9.
Name of the contact person (training purposes):_________________________________________
          Contact No.


 
             :_________________________________________
10.
Course for which permission is sought
      :  AHA / DHA  / D Diag T / DOT / DOA / DLT / DDT / DRT/ 
                                                                                      MRMT / CSST.
RECOMMENDATION OF SEATS BY THE INSPECTING OFFICER:

	Paramedical Courses
	No. of seats recommended by the Inspecting Officer 
(Total recommended seats should not cross 1/3rd of the bed size (as per CEA)  per course)

	Advanced Health Assistant 3 Years (AHA)
	

	Diploma in Health Assistant 2 Year (DHA)
	

	Diploma in Diagnostic Technology 2 Year ( Diag)
	

	Diploma in OT Technology 2 Year (DOT)
	

	Diploma in Ophthalmic Assistant 1 Year (DOA)
	

	Diploma in Medical and Lab Technology 2 Year (DMLT)
	

	Diploma in Dialysis Technology 2 Year (DDT)
	

	Diploma in Radiology Technology 2 Year (DRT)
	

	Certificate in Medical Record Maintenance Technology 1 year (MRMT)
	

	Certificate in Central Sterile Supply Technology1 Year (CSST)
	


DETAILS OF FACULTY MEMBERS
NAME OF THE PRINCIPAL/CO-ORDINATOR
:

QUALIFICATION




:

CONTACT NUMBER



:



 

       E-Mail ID





: 
B. 1. NON NURSING TEACHERS:
	SI.No.
	Name
	Qualification
	Subject
	Number of

Hours Per Year
	Remarks

	1
	
	
	
	
	

	2
	
	
	
	
	

	3
	
	
	
	
	

	4
	
	
	
	
	


2. LIST OF NURSING FACULTIES / LABORATORY TEACHING FACULTY:
	No.
	Name
	Designation
	QUALIFICATION

	
	
	
	GNM
	B.Sc
	M.Sc
	Remarks

	
	
	
	RN
	RM
	Year of pass
	Year of pass
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


3. GUEST LECTURES:
	Sl.No.
	Name
	Qualification
	subject
	Remark

	1. 
	
	
	
	

	2. 
	
	
	
	

	3. 
	
	
	
	

	4. 
	
	
	
	


4. HOSTEL STAFF: (Fill up of hostel facilities)


Library Facilities – whether available 


:
Yes 


           No

No. of Books available




:
___________________________​​​​​_____________
Is computer facility available for student


:
Yes 


           No


Is internet facility available for student


:
Yes 


           No

AUDIO VISUAL  AIDS:









Number of LCD Projectors 

:
____________________________




Number of Slide Projectors
 
:
____________________________




Number of Overhead Projectors

:
____________________________

DIAGNOSTIC EQUIPMENTS
	Equipments
	Year of 

Purchase
	Quantity
	Model / make

	Microscope
	
	
	

	Auto Analyzer
	
	
	

	Semi Auto Analyzers


	
	
	

	Flame Photometer


	
	
	

	Elisa Reader


	
	
	

	Cell Counter


	
	
	

	ABG Machine
	
	
	

	Any Other


	
	
	

	
	
	
	

	
	
	
	

	Remarks


	


TOTAL  AREA OF THE  INSTITUTION



                                                                           *******
Total available land area in the campus


:

Teaching  and Hostel Block  in acres/sq.m.)

:
Area for Hospital




:

Area available exclusive for IMA COURSES

:

Teaching  Block:
1.
Built-up area  of the building 


:
____________________________ sq.ft.

2.
Is the  institution




:
1. Owned  
    2. Rented/ Leased

3.
If  owned  proof  of possession of building to be


enclosed  . 





:
____________________________

4.
Does  all the courses  are imparted in this building
:
1. Yes 

2. No


5.   If no, please  specify


               
:             ____________________________
[
6.
Whether Safe drinking  water supply  is available
:
1. Yes 

2. No



7.
Provision of hand  washing  facility  is there

:
1. Yes 

2. No


8.
Number of toilets  in the School for  all  Teaching 



Programmes




:
1. Gents _____  2. Ladies ________

9.
Number of vehicles – Bus (50 seater  or more
:
____________________________





      Mini bus (15-35)

:
____________________________

10.
Who  is the  controlling authority of vehicle

:
____________________________

CLINICAL FACILITES

1.
HOSPITAL FACILITY
i)

	Name & Address of the Parent hospital
	Number of Beds (as per CEA **)
	Occupancy
on  day of inspection
	Average
Occupancy

Per month
	No.of 
Schools affiliated
	No.of 
College

affiliated
	Distance form the Teaching

Room
	No.of
Trained

(Registered)

Nurse

	
	
	
	
	
	
	
	


** Attach CEA certificate copy.
ii) TOTAL NO. OF AFFILIATED HOSPITAL (S)
: ___________________________________________

iii) IF MORE THAN  ONE HOSPITAL AFFILIATED, PLEASE FURNISH  THE FOLLOWING   DETAILS:
	Name & Address of the hospital
	Number of Beds (As per CEA-Attach CEA Certificate)
	Occupancy

on  day of inspection
	Average

Occupancy

Per month
	No.of 
Schools/

College affiliated
	Distance form the School
	No.of

Trained

(Registered)

Nurses

	
	
	
	
	
	
	

	
	
	
	
	
	
	


· For affiliated hospitals, pl. attach the MOU/Letter etc.
     CLINICAL  AREAS IN THE HOSPITAL:
	CLINICAL AREAS
	No. of Beds
	Last month

Occupancy

	
	Parent 

Hospital
	Affiliated

Hospital 
	Parent 

Hospital
	Affiliated

Hospital

	
	
	
	
	

	Medical
	
	
	
	

	Surgical& Orthopedic
	
	
	
	

	Pediatrics
	
	
	
	

	Gyne&obst.
	
	
	
	

	Psychiatric
	
	
	
	

	Eye, ENT
	
	
	
	

	Coronary/ ICCU/ICU
	
	
	
	

	Nephrology 
	
	
	
	

	Emergency/ Causality
	
	
	
	

	ICU Oncology
	
	
	
	


	Other Clinical  Areas
	Parent

Hospital
	Affiliated Hospital
	Remarks

	
	
	1
	2
	3
	4
	5
	

	· No. of Operation Théâtre
	
	
	
	
	
	
	


	· No. of  Tables

-   Major Operation theaters

-   Major Operation theaters
	
	
	
	
	
	
	

	· Average Operations per day

-   Major 

   -   Minor
	
	
	
	
	
	
	

	· Average number of deliveries per annum
	
	
	
	
	
	
	









Name & Signature of the Inspecting Officer

                   Cell No:
COMMENTS OF INSPECTORS
Date of Inspection: ……………………………………………………..
Inspecting Officer: …………………………………………………..…
1. Course :  _____________________

Strong Points in favour of  conducting the particular course: ___________________________________________
_____________________________________________________​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​____________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________
Weak Points
 if any: _____________________________________________________________________________

 ________________________________________________________________________________________________

 ________________________________________________________________________________________________
________________________________________________________________________________________________
2. Course :  _____________________

Strong Points in favour of  conducting the particular course: ___________________________________________
_____________________________________________________​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​____________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________
Weak Points
 if any: _____________________________________________________________________________

 ________________________________________________________________________________________________

 ________________________________________________________________________________________________
________________________________________________________________________________________________
Recommendation:_______________________________________________________________________________



           _________________________________________________________________________

Name of the Inspector: _______________​​​______

Name of the Inspector: _____________________
Signature 

: _____________________

Signature 

: ____________________
Address: __________________________________

Address: _________________________________


  __________________________________


  _________________________________
Cell No.  : _________________________________
            Cell No. 
: _________________________________
*******************************
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