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Maharashtra University of Health Sciences, Nashik
=71 =1=, wga=s, a1 ¥ == e o% Dindori Road. Mhasrul, Nashik 422004
Tel : (0253) 2539244/241/156. Fax : (0253) 2539242
www.muhs.acin,  focc@muhs.ac.in

Local Inquiry Committee Inspection format for Continuation of Affiliation/Recognition
For affiliated /or Trainin Center’s conductins Fellowshi [Certificate Course(s
(As per provisions of the Maharashtra University of Health Sciences Act, 1993 and University Rule / Guidelines)

To,
The Registrar,
Maharashtra University of Health Sciences,
Vani — Dindori Road, Mhasrul.
Nashik 422 004
Sir,
I am/we are herewith submitting the Local Inquiry Committee Inspection format for Continuation of
Affiliation/Recognition For affiliated Training Center’s conducting Fellowship/Certificate Course(s)
Sk Name of the Course Started Intake Capacity | No.of Student(s)
:\Io. Fellowship/Certificate from the Sanctioned by the Admitted (on the
- Course Academic Year University day of Inspection)
0l_Mivvnal Pecopsvgd 2018 072 61
02_toloreckd Svgend) ™ 5070 D2 O 0
03 o
I WO SV B SN SR

(Attach separate List if necessary)
& Purpose of Present inspection: (Tick whichever applicable and strike-our whichever not appticabley
Grant of Permission/ Recognition/ Increase of seats/Renewal of Aflil iatiﬂm’recugnilion.’Cumplhmce

Verification

® Date of last inspection of the department: J 7 J D } 201 ﬂ

(Write Not Applicable for first inspection)

¢ Purpose of Last Inspection: oo wlw\ﬁhﬁ

I
¢ Result of last Inspection: __ / ‘ 2 @—V\Q—*d 5

(Copy of University Letter to be attached)

e Fellowship/Certificate Cow Co-ordinator Details:
Name:_ Dy. 200k 'r_fiw CLGJ’\
Mobile/Telephone no.:_ 33 Q166HE “23
e-mail id:__20 2 houd on @) qrrai] (B
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PART -1
(INSTITUTIONAL INFORMATION }

X ﬂe,uc,c:m,c
Contre PV

L

Yoo

4n0 Pt

—

LA fJ A’C’(_Q,d’

Particulars of Director / Dean /Principal: (Wi s everis Head of Truining Coire)
Name: DN = U1 Knann Dased Age: g1 (Date of Birth) 998 f l ]ﬁgg
PG Degree Subject Yeuar Institution - University
Recognized / Not Recognized %) 5 LT 3 G‘-.MC Noagpun N‘W""” _ um:,u_gq_g,h
Teaching Experience . ~ —J
Designation Institution From To Total Exp.
Asst. Professor o (~aeddad MaoliCaf 011219972 16:6395] Q]
Ass0. Professor/Reader A (pado Medhcad 172 1993 birled o £
Professor Madice] Co58" |26 03 7] BoH:
Any Other [ Jedeng Gran d Toal
Management/Society/Inst. Information : ) .
i) Name of the Society/Institution/ CSEVENSTAR RPITAC, A UN’ | ad
College/University Department: NAGPUR T N,';'b h. & G :fgﬂf’ Clig-faps
01 ii) Postal Address. with PIN: 32Ho | Jogedd SqueNy  Negpun 69
iit) Contact Details: Mob: 9 9J3 || HH{S 67_“ el
iv) E-mail 1D: -
1) Publhe TIustUACE 195 s« so v v cwnmsn 5 3w oo
1)Soctety’s Registration Act.1860:...... . .. .. ... ...
ol Society/Institution/College iii) Year of establishment:
Registration Number and date: iv) Copies of Registration, Constitution and
Memorandum of Association attached? *Yes/No- »i. -~
. _ﬁ_ § g '\
Hospital Information ; ‘
(It is mandatory for Training
Centre/applying Institute to have their
03 awn_funft?n);mf Hospital as per norms ) B SD,/L‘MQV\%J(@\Q . HO-SVPIH
i) Name of the Hospital a9°7
i) Nursing Home Registration No. | 777777 Aml ) T
iii ) Establishment Year | Q’?G]j """"""""""""" S ——
1) Name of the College/Institute where| S20 05, MOS8 | ff Uad | @EJ R
course is to be conducted: DA w 6 Swoited < epprontd £ O
i) Postal Address, with PIN: 120416 1 oa bl 09 aguend uN,
i}y Contact Details: Moh: 29327 Hi ek Tele: 07 |2~ ~£6'99 3
vy E-mail ID:
vl ij'i”l ot Univcrsi%yh approved Name of the Course(s)........
04 fjj::;:;::g';(;?:;:l:t‘:.HC]::;;‘;: Approved Intake Cape:fcity... oo oo Affiliated Since... ...
Training Centre with Intake Capacity HEsmesiny Attaddy qua mte Lmt) =
vi) Training Centre / Institute N _ ' P PR
willing/desirous to Start/Open [ 1¢ Of the Course( 5) *%gzv‘ s ﬁ)‘,ﬁfa) (oloructal|q
Bellswrshin/Cariizats Couise(s) Required Intake Capacity...Q.4. ... ..
- . e (if necessary Attach separate List)
(For New Opening Purpose only) .
b3 Aftiliation Fees details: (Bank/DD no./ |Paid Fees details Attached : *Yes/No. T
§ date/amount/ NEFT/RTGS) (Pending Fees. if anyy)
06 Fin;}ncia!_' position of the Society/ Audited Statemients of AL counts for ¢ pny
Institute in the preceding 03 years: *Yes/No— Mark as 4
Budgetary provision for the L0 QI = {“S'JL&,[&M 22 ¥ C;Jﬁéz
07 | FC/CC/DC for the next 03 years )20oR Q%L Rs. 9 5.L€U§%
08 | Management Resolution seeking Resolmtion WO, « v concvnn cuny o . R
Recognition of Institute for Copy of Management Resolution attached?
FC/CC/DC of MUHS. Nashik: Yesm/xgm Aok o5 Appeidir ‘D

'ad



Other In formatiﬂn:

0. If ves, then Area: T (0

1) Whether the land 15 Owned by the Copy of Tang documents 1.¢. 77 12 extract, Property
Applican insmux::fCoﬂcge/ Trust: Card, ere, attached? *Yeq/n6_ Mok as Appendig g
1) Whether the land js registered? “Yes/No._ Tj ¥es. Registration Namber,

dated.. . ~ I s s ks
Copy of Land Registration Certificate attached?
*Yes/No .- Mark 2 Appendix p-

*Yes/No_ It Yes. amount of loan Ry,
/mortgaged for Rs... .. .

Copy of Loan/Mop, 2age Deegd altached? *Yes/No,

__ﬁ_!',!,.__’AA‘.I spe
.._..‘,.‘t“.‘s,.-r‘.' X G

1) Any loans Morigage, e, shown
against the tjtje of the Jang:

b) Building:
i) Total byj] L-up area:

........ g
Certified copy of Bu.ﬂding Plan attache
“Yes/Np

Centraj Library
® Total numper of Books i library. £330
® Books Pertaining 1o COncerned Felloy sh; P subject: 2%
: C i . I P " ~lbra o — e
® Purchase of latest cditions of concerned books iy fast 3 years: . Mon

®  Year/ Mony UP 10 which lateq Indian Jouy s available:
2 - v - C s >
®  Year/ Montp, Up 1o which Jageg; Foreign Journa Is available: )
® Internet/ Med pub / Phomcopy facility: available / not available
iy P oD
® L:bm-r} n‘pu'n.ng u.nc.s: . kQEF[’\JQ__L_ﬁ ——
® Reading facility ot of foutine library hours: vailable / nog 4 ailable

{Obtain Iigy of books & Journals duly sioneq by Deqsy)

Ethical Committes { (,‘mmﬁmﬁfm} :YES/NG

Medica} Education Unit (Cﬂﬁsﬁmﬁm} ! YES?)’(I) (Specify
umbey qf'meeiing.s held annually & minutes ¢ ‘ereof)

Any other faculty Specific information required :(such » Herbal Sarden / Panchakarm, Unit
fPham):tc-y / Dental Chairs ang Units/ag perthe requiremeny of concemned ComerAn:sgh details

-q.



PART -1

(HOSPITAL INFORMATION)

I Name of the Hospitaj: __g'%’-‘z"’\—glaﬁ h@ﬁﬁ" . A UnTT @ ol
g N SR g 75

In the department of concerned Fellowsh; p
subject

0. of
Patients admitted)

IPD (Totzl No. of
Patiens admitted)

No of Beds
No of Beds nicy -
No of Beds in IRCU
No of Beds in SICU

No of Minor O.T.

4 Availahje Clinical Material: ( Give the data only for the department of concerned
Fellowship subject)

® No. of available for clinical sepvice on inspection day:
On Inspection day Average of random 3 days

® Daily OPp -3 PM
¢ Daily admissions
¢  Daily admissiong inDept,
Through Casualty at [0am
® Bed OCCupancy in theDept,

Tebapiy e
®  Number of patients
inward(_‘IPD) TR s Wb el
*  Percentuge beg OCcupancy at
R

*  Clinical Procedure( $)& Operative Details related to .Fe-l!om!u’p subject/Speci alty :tror
Surther detuite in this concern, kindly pepyse the Guidelines information sheet supplicy herewih)
On Inspection day Aver age of random 3 days

.l...



5 Casualty:/ Emergency Department :

' Number of Beds

Staff (Med;j ca!/Paramcdi-:aI}

| Ave

7. Centrail Laberatory:
Controlling Department:
NoofSwuff: |

Working Hours:

No. of cases ( Average ch;h, OPD and Ad
Emergency Lab in Casualty (roung the clock):
Emergency OT and Dressing Room

s avail
rage blood units consumed daily and on inspection
day in the entire Hospital
{ give distribution  vario
SO 11 varic

u
e B O

Pocﬁ«(ﬂu@ :

e

L]

®  Equipment Available : Attach Separate List
. )

02 H lf\ 0‘1‘-/'\01

as per specific
able on inspection day

Ton
Inspection

daily

ki

S specialties)
—=

8. Central supply of Oxygen / Suction: Available / Not-available
9. Central Sterilization Department Available/ Notavailabie

i0. Ambulance (Funcﬁona]}
11. Laundry:

12. Kitchen

Available / Notavaitable—
’&mnuamee}mrﬁmﬂ()utsaurced:

Available/ Outsourcedfm

13. Incinerator: Functional / Non functiona} Capacitya -/Outsourced

14. Bio-Medical waste disposal
15. Generator facility

16. Medica] Reecord Seetion:
e ICDX Claasiﬁcation

="
X ign & Stamp

Head of the Department

SEVENSTAR HOSPITAL

A UNIT OF
NAGPUR INSTITUTE SURGICAL SCIENCE &
RESEARCH CENTRE PVT. LTD.

Outsourced / aiy-other methad
Available / Notavailabie
Computerizeq / A‘eﬂ-eeﬂ*pﬁteﬂ-ﬂd

Used / Not use.

il
Sign & Sy PRASHANT RAHATE

Dean/Principa TepiBIS;MBySeneral Surgery)
Date: Reg. No. MMC 62903: -

College/Institure
Round Sgp}



PART -1

i
(DEPARTMENTAL INFORMAT‘ION)
(f required Use Separate Sheet for each Department / }F ellowship/Certificate Course)
1. Fellowship Specialty Department to be inspected ;. L‘m
2. Date on which independen depar, gﬁt of functioning ¢ cerned specially was
created and started 92]le L
3:.-__1\5@“‘0"’i&‘ﬂ'ﬂ&%ﬂ?‘iﬁ?ﬁ'fﬂwﬂf.tl'H_da_ﬂ:E -

) e Experience in 'V, 5.
Sr. v Full Time/ | Qualification |  (after acquiring PG
Name Part Time | Designation Qualification in

concerned Subject)

ME | € 94

N

2. N PrapdaitFa W MS CO

; A epartnicly op ST ——— ) T

4. Whe er Independen parlnﬁ t of concerng Fe]lnwshxpsub,;ee!e_usmmthe nstitution :

Yes/No: ... Since when:
5, Specialty Department Infrastructure Details :

Facility _ Area (sft) ) | Available | Not Available
e =
Clinics 2o Sl —

Laboratory Space SS5Sa Sk ‘ . | E‘__/_,_m_—m—-m_,___ﬂ

Seminar room R 5

Department Library Q‘w‘a a - o

PG common room 200 Jel It L

Predinicallap ——————=220 5 o “’“’Tg("“m e —
(where ever applicable) ; N

Patient waiting room Ho60 Cg. 17 - s

Total area i —

6. If course already started, Year wise number of students admitted ang available Mentors to teach
Students admitted to Felj owship / Certificate Course during the last 3 years:

Year |Name of the Course I No.of students admiited No. of Valid Mentors available in the

dept. (give names)

AL
( Local Inquiry Com i A ahout availability of cligible/validateg Mentoris) ang shalf
check whether the Training Center met with the Student: Mentor Ratio for the permitted Intake Capacity for
cach course or clse j shall be reported in the Overall Remark Opticn, )

7. List ofNun-teaching Staflin the department:

Sr.No. Name Designatinn

8. List of Equipment(s) in the department of concerned Fellowship subject:
Equipment's: List of Important EqQUpMent’s available and their functional status
(List here only- No annexure to be attached)




9. Intensive care Service provided by the Department: (Emergency) \{LQ
10. Specialty clinics being run by the department and number of patients in each :

Sr. | Name of the Diys on | Timings { Average No. of | Name of Clinic In-
No. | clinic which held Cases attended | ch arge
t) | (0T rec ol gl trencad B do~-Hp| 56-26 DrnEarats N gfd g~
I%} LapwoS(ﬁp“(&é!; — I — ] == G- 3< Dn. ff?fé DnH; de
11, Senices provided h) the Department:
a) Services

i O‘ud Pediont Sxﬂnmi_(,w

4
(b} Ancillary Services — WV\@%_C P ]/\W

(f) Others:

12, Space:

Details i b

2 | Equipment’s

3 | Teaching Space LLQJ)
L 4 | Waiting area for patients LﬁQD , L]I l o/ }

13. Office space:

in OPD
I | Patient Examination/ Checking Arrangement k{ B T
Mo

F Department Office | Office Space for Teachi ng Faculty
Space (Adequate) Yes/No HOD \Lﬂ/)
Staff (Steno /Clerk). YestQ Professors \ o)
, Associate |
Nnifoge ! T Eage acf :
Computer/ Typewrites Yes/Ng Svibacim Yon |
e s s Eik o Assistant
Storage space for files Yes/No S— Y )
Rl S - Or |
Residents \*Lo_f)
14. Clinical Load of Dept. : No of Surgeries / Procedures f .- Per day
15. Submission of data to National Authorities if any : YBA



16. Overall Impression:(To be filled by the Local Inguiry Committee)

17. Any Other Observations & Overall Remarks o

Overall Department Assessment

Particular Deficient Satisfactory
Infrastructure L
Clinical Material e
Staff Assessment R
Student Assessment R
Library facilities "
| Equipment ™
W

f The Local Inguiry Commiitee (Not More

Than 3 Lines): (T be filled by thel.ocal Inguiry Committee
Sr. Particular i
No. .
01. | Recommendation for Recognition of the
Institute (If applicable)
02, | Kecommendation for
Starting New Fellowship /
Certificate Courses e e e
(If applicable)
03. | Recommendation for Existing Fellowship/
Certificate Courses For Continuation of
Recognition/ Affiliation (If applicable)
04. | Recommendation for Increase in Intake of
Fellowship / Certificate
Courses (If applicable)
Name of the LIC Chairman/Members Signature
01
02
03

-0




Subsequentkv endorsed by Local Im-.pedmn Commifiee at the time of visitation.

Annexure —1

Information to be filled by the each Mentor,
It shall be verified by the Head of the concerned Training Center,

Information to be filled

| 448

- Sr.  Particular -
No.
01, | Name of the Mentor . \0 hio—  Deadl
02 Dae of Rirth ,2 g‘t”l,\ De( lﬁ 6‘ $
03. | Address | Dessd Hospitad 37 W\Jgi..m e
04. | Tel. NoJ Mob. No. 33_23@,13,,2“)2_
05. | e-mailid UO[%Q-/J@ Yodopy » Ca‘__,\
06. | Nationality T as
07,1 Qualificstion i details ¢ taitach
documentacy prool) MBB S i M ‘S !
7 R, | Teaching expericnce / Health Scicuces: Profession _A) General Experience:
experience /Consultmt/Mentor Designation | From To Total Period |
¢Attached documcnt proof with signature of Head of {(Yrs. & Months)
the Instituie. Also itis mandatory o attach self- Prefecto N | o i
aitesied Photocopy of the Experience Certificate of U i 7:@’177
ecach Mentor in !“;, Subject of concemed Lochen E oly .
Fellowship/Certificate Course) B) Expericnce in the Subject of conddrned
Fellowship/Certificate Course:
Designation | From To Total Period
(Yrs. & Month<}
09. | Present Appointment \—f/w
10. | Publications (Lis t & Proof)
11. - Hif:aE (:_!r.llill Iib ILd\ iﬂ"& L\pt..!'lCIkL \S
tAtach dlx.ﬂllk“ﬂlm_\; evidence} ﬂ/?.-—-
12. | Any other relevant information ) -
Date :- Name &LUS. OF Mentor

For the use of affiliated Training Center:

Oin the basis of g\mnps\_e certificates amnel documents subanitte
h.ru_ h.nl' ed the eligibility of the above Mentor as per the criteria of eligibil
of the University Direction No., 052017 (Amended).

M sey usmmﬁ.?
(HOD of AUNFEORpariment

NAGPURIRSTITUTESSURGICAL'SCIENCE &
_E%SEALCH CENTRE PVT. LTD.

Date;

Sign & Stamp of H

(Director / Dean/Principal y
Institute/Hospital/College/Hea e
NO.

RESEARCH CENTRE PVT. LTD,

e by the concerned Mentor, 1
s prescribed by the University

- mﬁwmwz\'rs

R Surgeryj
MMC 62903

2 6]S

For the use of LIC Chairman/Member:

Charman: ...,
Date :

Above candidate is Recommended /Not Recommended for Mentor
(Tick whichever applicable and strikc-out wilchever not applicable)

Nume & signature with date of LIC Chaitnnan/Meinber

- 10 -

Member :
Date :



Annexure —1I

Jnformation to be filled by the each Mentor,
It shall be £erified by the Head of the concerned T: raining Center,

h Subsequently endorsed by Local Inspection Committee at the time of visitation,
St Particular <[ Information fo be filed ]
’ No.

01. | Nume of the Mentor - D)\ < V}LO\Q'L’&O-VQL ‘QM%
02. | Date of Rinh : B3t Ro ks (9 6S
|03 i | — " Seads Squng , Aagpin
04, | Tel. No/ Mob. No. L A3 Q20K 02 J
05. | e-mail id : PR Qg )

: Pﬂj}fd,\ ng.n adnatp O akov: (o

06. | Nationality

L 07, Qualification 0 details  © (atiach ‘1M BRg , MS . AAMASY

documentay prosi

{'}8 Teaching experience f Health Scicoces: Profession i A) Gencml_ﬁ'xperi_cme:

experience /Consultany/Menor | Desi gnation | From | To Total Perind
(Attached document proof with signature of Head of b {Yrs. & Months)
the Institwie. Also it is mandatory o attach self- Snani1958 (183 )
attested Photocopy of the Experience Certificate of J _ J

each Mentor in the Subject of concerned

Fellowship/Certificate Course)

B) Experience in the Subject of concerncd
Fellowship/Certificate Course:

| Designation | From Te Total Period

{(Yrs. & Months)

09, | Present Appointment _PIDIRBCTo K 47~§1€\JENST}1 IQL_ dos ITAL
10,  Publications (Lis (& Prooh) T

V1| ol Gradits Teabinge

{Atlach dl‘.l.i-.lmr;dﬂiz:;_—l_q;}__\ )

e |

12, | Any other relevant information . : . (\
T RAHATE!
5ti8Fal Surgery)

Date - Name“‘g i .

For the use of affiliated Training Center:

On the basis of experience cenificates and documents submitted by the concemned Mentor, 1

have verified the elipibi lity of the above Mentor as per the criteria of eligibility prescribed byt Lnseriry

v nos7at the University Direction No. 052017 (Amended),
Sign f the Sign & Stamp of Head m\
SEVEMNSTS fn AL (Director / Dean/Principal o mﬁ‘ c:y T RAHATE
of Fellowshi GMTOR avy 3 Institute/Hospital/College/Heal B ﬁ ASeneral Surgery)

v TE SURGICAL SCIENCE & Date: Reg. No. MMC.6290% -
RESEARCH CENTRE PVT. LTD. _

For the use of LI Chalrman/Member:

Above candidate is Recommended /Not Recommended for Mentor
(Tick whithever applicsbic and strike-ont whichever ot applicable)

Name & signature with date of LIC Chairman/Member

Chairman: ... e Member: ...
Date : Date -



Annexure —1

Information to be filled by the each Mentor,

It shall be verified by the Head of the concerned Training Center,
A Subsequently endorsed by Local Inspection Commiitee at the time of visitation.
sk | Particular o E -—_“Ei:d;ﬁatiou?(;_!;eugﬂiezi%h_ T
= No.
e o —— ]
01. | Name of the Mentor : Yhﬂ " ngo i { aul a e
02, | Date of Binh T o o T9¢ 3 !
03. | Address T odyq I Queano Nagpi
S— o ———— S— - — _...Aﬁﬂ;m_‘.
04. | Tel. NoJ/ Mob. 7 3 ﬂ%& | £€H¢29
05. | e-mai id 1260k had dan (¢ rad| -("onn
06. Nutionality j(,\d) asn
07.] Qualificstion &n  demils ! fattach < .
# documentary procf) i '\B BS i IY\S ) F R('S
" D8, | Teaching experience / Heaiih Sciences: Profession | - riencer -
experience /Consultant/ Me ntor ! To Totad Period
{Attached docurent proof with signatuse of Head of (Yrs, & Months)

the Institute. Also it is manda iy to attach self-
attested Photocopy of the Bx pericice Certificate of
each Meutor in the Subject of concerned
Fellowship/Certificate Course)

i

SS— i
B) Experience in the Subjeet of concerned

Designation

Fellowship/Certificate Course:
| From

To

Total Period
(Yrs. & Months)

SCr-s

p 2bre

Present Appointment

Publications (Lis r & Prowsfy

Post Graduate Teachin 8 expericnce
b MU L

(Attach documentary ¢ detice j

Any other relevant information

—— ]

Date

=

Ur. ZOER
mgﬂsﬁssg
e

For the use of affiliated Training Center:

X
SEVE

(ff OD of ¢ \ _p‘:utmc‘nt
NAGPuﬁ‘f{é'i‘n“ﬁ%ﬁéféﬁﬁs’cﬁucs.&
~———RESEARCH CENTRE DVT |1

For the use of LIC

Chairman:

Date :

have verfied

On the basis of experience cenificates and dog umenis submitted by the
tigihility of the above Mentor as per the eriteria of eligily
C')}p._f ofthe University Direction Ni, 052017 (Amended),

barineBAL

ate:

Sign & Stamp of Head] of
(Director / Dean/Princi

Di : mg IR e rgery)
:} stitute/Hospital/Collegd/Health -€h 59,.”0- MMC 62903 .

[

concemed

/

HAIDER
8, #RYgntor

Mentor, T

ity prescribed by the University

PRASHANT RAHATE

I of the

sneral Su

Chairman/Member:

Above candidate js Recommended /Not Recomme
(Tick whichever applicable and strike-out whichever not

Name & signature with date of LIC Chairman/Member

Member -

Date :

- 10-

nded for Mentor
applicable)



