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MINISTRY OF PUBLIC HEALTH




NATIONAL ACCREDITATION PROCEDURE OF HOSPITALS

 IDENTIFICATION AND PLANNING FORM

Heading I: Identification of the Scope of the Process.
	Identification of the Healthcare Organization (HCO)
	 
	Address of the HCO
	

	
	
	
	

	
	
	
	

	Type
	University Hospital   Type U □ 
Tertiary Hospital       Type T □
	General Hospital          Type G □ 
Intermediate Hospital   Type I   □
	                      Private □         Public □

	
	
	
	

	Name and surname of the legal representative/
	 
	Direct line:
	 
	E-mail:
	 

	
	
	
	
	
	

	Name and surname of the General Director:
	 
	Direct line:
	 
	E-mail:
	 

	
	
	
	
	
	

	Name, surname and function of the person in charge to follow up  the Accreditation procedure:
	 
	Direct line:
	 
	E-mail:
	 

	
	
	
	
	
	

	Mailing address for sending the procedure documents:
	 
	 

	
	
	

	Telephone Number:
	 
	Fax number for sending the procedure documents:
	

	
	
	
	

	For private HCO state, if applicable, the business name of the group to which the legal entity belongs to: 
	 

	
	

	Name of the organization where the auditors will be received:
	 

	
	

	Activities of the HCO
	Medicine
	Surgery
	Pediatrics
	Gyneco/Obstetrics
	Psychiatry
	Dialysis
	Blood Bank
	Cardiac Cath

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	□
	□
	□
	□
	□
	□
	□
	□

	
	
	
	
	
	
	
	
	


Heading 2: Hospital activity and capacity of all HCO involved in the process
	
	Complete Hospitalization
	Partial Hospitalization 
(day, night)
	Ambulatory care and treatment

	
	
	
	

	
	
	
	

	DATE:      /      /      
	Beds present
	Number of days
	Number of places
	Number of patients 
	Total number of sessions
	Dialysis Sessions
	Number of dialysis units*

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Medicine
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	

	Surgery
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	

	Medical Reanimation
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	

	Surgical Reanimation
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	

	Gyneco/obstetrics, neonatology and neonatal reanimation
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	SUB-TOTAL of Short term care 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	

	General psychiatry
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	

	Infant-Juvenile psychiatry
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	

	PSYCHIATRY SUB-TOTAL
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	

	TOTAL
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	


(*) For the dialysis, thank you for mentioning the number of dialysis units and the number of patients

Heading 3: Quality Process

Date of the last accreditation visit:

Summarized Description of the quality system set up in the Organization (responsible staff, concerned parties, bodies, actions…):

