Government of Nepal
Medical Education Commission
National Board of Medical Specialties
Self-Appraisal for Specialty and Subspecialty Programs …………AD. (Academic Year……………….)

(This form can be downloaded and sent by email as attached file. Space in the form can be adjusted as per the content as required, original documents can be scanned and attached.

1. Date of application:

2. Institutional Information:
a. Full Name of Institution:
b. Nature of organization: Public organization / Government organization / Cooperative / Trust/ Private company limited/ Non-governmental organization
c. Year of establishment of institution:
d. Accreditation of the Institute affiliated hospital intended for NBMS program
e. Accreditation Organization: Government /Others 
f. No of beds accredited:

3. Statement of vision, mission, goal and objectives:
a. Vision:
b. Mission:
c. Goals and Objectives: 
d. Policy on academic independence of the Institute (Complete autonomy/ Affiliations): 
e. Measures adopted for Social Accountability: 
f. Networking and Recognition:
g. Objectives for NBMS affiliation:





4. Academic Information
	SN
	Name
	Designation
	Qualification
	Contact Number
	Email ID

	1
	Head of the Institute
	
	
	
	
	

	2
	Hospital Director
	
	
	
	
	

	3
	Academic Head of the Institute
	
	
	
	
	

	4
	NBMS Coordinator
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	




a. Medical Education Program if running at present (if applicable)
	SN
	Name of the Course
	Level of the Course
	Course Duration
	Name of University/Board Affiliated/NBMS Program
	Student selection Process
	Number of Students enrolled annually

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	








[bookmark: _GoBack]

b. Non-Academic Activities of Students:



c. Individual departmental information of intended NBMS program proposed and applied for)

	SN
	Name of the Program/
Course
	Level (Specialty/ Subspecialty)
	Proposed number of quota
	Current number of students
	No of Faculties Available
	No. of Sanctioned Beds

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	






3

8

d. Faculties present in applied Specialty and Subspecialty program: (Please attach the CV and scan copy of Original documents of council registration and Academic qualification of new faculties) 

	SN
	Name of Faculty
	Qualification

	University/Academia
	NMC /Specialty Registration
Date and number
	Work Experience
From specialty registration
	Teaching Experience
	Publication
Original article+other
	Faculty Position (Senior faculty/
Faculty/
J.Faculty)
	Faculty Verification Date

	
	

	


	
	
	
	
	
	
	

	
	

	


	
	
	
	
	
	
	

	
	
	

	
	
	
	
	
	


	

	
	
	

	
	
	
	
	
	


	





e. Lecture/Seminar/Auditorium halls
	SN
	Type
	Seating capacity
	Number/s
	A/V facilities
	Furnishing & Spacing
	Light & Ventilation
	Remarks

	
	Lecture hall
	
	
	
	
	
	

	
	Seminar room
	
	
	
	
	
	

	
	Auditorium
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


        Add row of the table if additional information is required.

f. Academic and professional development activities in the hospital
i. Training:
ii. Research Activities: 
iii. Publications/Journal: 
iv. Institutional Review Committee:

g. Medical education department
i. Proposed teaching learning methodology for NBMS Program:
ii. Learning resources available:
iii. Clinical teaching facilities: 
iv. Community teaching centers:
v. Others (e.g., skill labs/IT etc.):

5. Hospital information
a. Name of hospital proposed for NBMS Program: 
b. Physical infrastructure available:
c. Availability of land:
d. Financial status:
e. Service Strength

Out Patient Department
	SN
	Particulars
	No. of clinics
	Patient number on the day of inspection
	No. of cases 1 week before
	No. of cases per month/year

	1
	Internal Medicine
	
	
	
	

	2
	General Surgery
	
	
	
	

	3
	Obstetrics & Gynecology
	
	
	
	

	4
	Pediatrics
	
	
	
	

	5
	Orthopedics
	
	
	
	

	6
	Ophthalmology
	
	
	
	

	7
	ENT
	
	
	
	

	8
	Psychiatry
	
	
	
	

	9
	Dermatology
	
	
	
	

	10
	Dental Surgery
	
	
	
	

	11
	GP
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	TOTAL
	
	
	
	


Please add rows if more than above specified departments are present.










Inpatient Department
	SN
	Particulars
	No. of beds
	No. of patients (last one week) %
	Number of cases in last month
	Number of cases on last fiscal year
	Remarks

	1
	Internal Medicine
	
	
	
	
	

	2
	General Surgery
	
	
	
	
	

	3
	Obstetrics & Gynecology
	
	
	
	
	

	4
	Pediatrics
	
	
	
	
	

	5
	Orthopedics
	
	
	
	
	

	6
	Ophthalmology
	
	
	
	
	

	7
	ENT
	
	
	
	
	

	8
	Psychiatry
	
	
	
	
	

	9
	Dermatology
	
	
	
	
	

	10
	Dental Surgery
	
	
	
	
	

	11
	Post-operative
	
	
	
	
	

	12
	Emergency 
	
	
	
	
	

	13
	OT cases (Routine)
	
	
	
	
	

	14
	OT cases (Emergency)
	
	
	
	
	

	15
	ICU
	
	
	
	
	

	16
	CCU
	
	
	
	
	

	17
	NICU
	
	
	
	
	

	18
	PICU
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	TOTAL
	
	
	
	
	


         Please add rows if more than above specified departments are present.

Please comment on number of operating beds, functional monitors, anesthesia machine, oxygen supply, suction, ventilators, adequate space, and patient feedback about the services. (Please list)

	Particulars
	No. of beds
	Ventilators/Anesthesia machine
	Monitors
	Oxygen supply (central or local)

	OT 
	
	
	
	

	ICU
	
	
	
	

	CCU
	
	
	
	

	NICU
	
	
	
	

	PICU
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Radiology services
	Particulars
	Capacity
	No. of machines
	Patient number on the day of inspection
	Patient number 1 week before inspection
	ER service available (Y/N)

	X-ray
	
	
	
	
	

	Ultrasound
	
	
	
	
	

	CT scan
	
	
	
	
	

	MRI
	
	
	
	
	

	Fluoroscopy
	
	
	
	
	

	Mammogram
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	TOTAL
	
	
	
	
	






Central Laboratory Services
	Particulars
	Capacity
	No. of machines
	Patient number on the day of inspection
	Cases per month/year
	ER service available (Y/N)

	Hematology
	
	
	
	
	

	Biochemistry
	
	
	
	
	

	Immunology
	
	
	
	
	

	Microbiology
	
	
	
	
	

	Histopathology
	
	
	
	
	

	Cytology
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	TOTAL
	
	
	
	
	



f. Departmental details (mention as Yes or No) (Proposed subjects only)
	Department
	HOD room
	Faculty room
	Dept. Library
	Faculty name plate/
display
	Demonstration/  Tutorial room

	Internal Medicine
	
	
	
	
	

	General Surgery
	
	
	
	
	

	Obstetrics & Gynecology
	
	
	
	
	

	Pediatrics
	
	
	
	
	

	Orthopedics
	
	
	
	
	

	Ophthalmology
	
	
	
	
	

	ENT
	
	
	
	
	

	Psychiatry
	
	
	
	
	

	Dermatology
	
	
	
	
	

	Dental Surgery
	
	
	
	
	

	Anesthesiology
	
	
	
	
	

	Emergency and GP
	
	
	
	
	

	Radiology
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	  

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



List of the available equipment for proposed course/subjects (Separate for each academic course applied for)

6. Monitoring and evaluation system in the institution:



7. Government Health Programs/Services Provided:



8. Future Plan:



Signature:
Date:
Name:
Designation:
Stamp of Institute:			

