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MINISTRY OF HEALTH

Brunei Darussalam

APPLICATION FORM FOR REACCREDITATION  OF HEALTH, RADIOLOGY AND LABORATORY FACILITIES

PART I : HEALTH FACILITY PARTICULARS

Name of Health Facility:

Address:

City:





Country:

Contact Numbers:



(Tel)



 (Fax)

Contact Person:

E-mail Address (if available):

Accreditation number:

Note: If you are part of a large hospital or organisation, the following questions only applies to the department/unit involved in providing pre-departure medical fitness examination.

1)
STAFFING

Number and roles of employed staff

	Job category
	Number

	Doctors
	

	Nurses
	

	Administrative
	

	Others (please specify)


	


3)  
WORKING ARRANGEMENT

Current pre-departure medical fitness examinations:

· For   which   countries  do  the  workers  that  you  perform the medical fitness 

examination goes to?_____________________________________________

· Average number of workers examined per month ______________________

· Cost of examination per worker  ______________(Male)__________(Female)

Number of doctors conducting examination (excluding radiologists and pathologists): 

Full time___________      

Part time ___________  Please state from which department or health facility:

_________________________________________________________________

Assisting doctors: Nurses 

 

                             Others (please specify) 

___________________________

4)
MEDICAL EXAMINATION PROCEDURE

Do you have your own format of medical fitness examination forms? YES  /  NO

Are information written on the forms:   

Manually? 

                        Typed?


Entered into a computer and later printed?

5)
RESULTS OF INVESTIGATIONS
i) Laboratory results:

· Who verifies the laboratory results? ___________________________________

· If results verified by pathologists, how many are employed there?  ___________

· How many pathologists are working there : Full Time  ______ Part time_______

ii) X-ray reports: 

· Who reports the X-ray? :_____________________________________________

· If reported by radiologists, how many are employed there?__________________                  

· How many radiologists are working there: Full time _______ Part time________

6)    DOCTORS INVOLVED IN THE PRE-DEPARTURE MEDICAL FITNESS

Please supply the updated list, copies of qualifications and registration with local/national/international bodies of doctors involved including radiologists and pathologists in the pre-departure medical fitness examination of workers going overseas using the following format (only for those who were not included in the previous application)  

Name:____________________________________________________________  

Age:_____________________                        Sex: _________________________

Relevant qualifications:_______________________________________________

Registration with government bodies:____________________________________

      Years of registration:_________________________________________________

Full time / Part time in the department/unit:_______________________________

      Other commitments e.g. work in hospital or other clinic:_____________________

      __________________________________________________________________

Signature (2 samples required):

 i)_____________________________        ii)_____________________________

PART II : RADIOLOGY FACILITY PARTICULARS

Name of Facility:




(If separate from the health facility)

Address:

City:                                                    
 Country:    





Contact Numbers:                                           (Tel)                                                 (Fax)

Contact Person:

E-mail Address (if available):

Accreditation number:

1. REGISTRATION

	· Do you have Standard Operating Procedures?                                                   

· Is the identity of individuals for Chest x-ray verified?           
	YES
	NO

	
	
	

	
	
	


· How is the identity verified?
· How is pregnancy status checked?      

2.  RADIOGRAPHY FACILITIES

	· Is there a radiation licensing body in the country?
· Is your facility licensed?
	
	

	
	
	

	
	
	

	· When does your license/registration expire?
	
	


· To which standards does the licensing adhere (ICRP, Internal Occupational Health & Safety, etc.)?
	· Do you have a Quality Assurance programme at your facility?
	
	

	· Do you have a periodic maintenance programme?
	
	


3. DEVELOPING FACILITY

	· Do you use manual or automatic processing?
	
	

	· Is there a Quality Assurance program for automatic processing?
	
	


4. IMAGE ASSESSMENT

· What size of film do you use?

	· About your chest radiographs:
1. Are the individual’s name and date imprinted radiographically?

2. Is an anatomic/side marker present?

3. Is collimation present?

4. Are the sterno-clavicular joints equidistant?

5. Are the scapulae out of the lung fields?

6. Are the lateral chest walls included on the radiograph?

7. Are the lung apices included on the radiograph?

8. Are the costo-phrenic angles included on radiograph?

9. Is there good inspiration?

10. Is density 1.0 at T4 (up to T4 visible)?

· Does lead lettering/numbering obscure the lung fields?
	YES
	NO

	· 
	
	

	· 
	
	

	· 
	
	

	· 
	
	

	· 
	
	

	· 
	
	

	· 
	
	

	· 
	
	

	· 
	
	

	· 
	
	

	· 
	
	

	
	
	

	· Is there a reject analysis/spoilage rate program?
	
	


· What is the reject/spoilage rate per month?     
5.   RADIOGRAHPHIC QUALIFICATIONS & TRAINING  

	
	YES
	NO

	· Have the Radiographers undergone an accredited training 
	
	

	program?
	
	

	· Is the training program accredited by the 
	
	

	            Radiographers/National licensing board?
	
	

	· Are records available?
	
	

	· Have the radiographers been trained in the applications of the machine(s) used for CXR production and related processing equipments?
	
	


	· Are records available?
	
	


6.   RADIOLOGIST AND REPORTING FACILITIES

· How many radiologists report chest radiographs at your institution?

· Qualifications of reporting radiologists:

· What other work do they do?

7.   OTHERS

	· Are radiographs given to individuals to take to Brunei? 
	
	


· What other countries do you do pre-employment health screening for?

Please attach copies of all relevant licenses, qualifications and certificates from your institution, including those of the radiographic staff and radiologists, and accreditation from other countries if any (if not previously supplied)

PART III : LABORATORY FACILITY PARTICULARS

Name of Facility:  

(If separate from the health facility
Address:  

City:






Country:

Contact Numbers: 


                   (Tel)  


         (Fax)

Contact Person:

E-mail Address (if available):  

Accreditation number:

1. 
MANPOWER

Number of:


     A. Pathologists  ______    Resident                                                                                           

     

             Visiting                       If visiting, number of centers  _______

      B. Scientists                          a. Biochemistry 

                                

 


                b. Microbiology / Bacteriologist                                                                      

        

                c. Haematology                                        

      C. Laboratory Technologist / Analyst  ____________

      D. Quality Control / Safety Officer   ______________    

2.  
LABORATORY TESTS METHODS
A)   Equipments used

	TEST
	METHOD

	HIV (antibody)


	Method : 

Instruments :

Second test : 

Confirmatory test  :



	TEST
	METHOD

	Hepatitis


	Method :

Instruments :

Confirmatory test:

	VDRL / TPHA


	Method :

Instruments:

Confirmatory test :

	Malaria Parasite


	Method :

Instruments:

Confirmatory test : 

	
Drugs

(opiates / Cannabis / amphetamines) 
	Method :

Instruments :

Confirmatory test :

	Urine Pregnancy
	Method:

Instruments :

Confirmatory test :

	
Urine Examination
	
Colour

Specific gravity

Sugar

Albumin

Microscopic Examination

Instruments used:


	     B.   Other equipments available                      

1. Biochemistry profile: 

2. Haematology:

3. Advance Instruments (GC-MS):


	


3. 
RECORD KEEPING
Manual


Fully Computerised



 Both

4. 
QUALITY CONTROL
                                                                
Yes           No             


    Subscribe to internal quality control                      

    

 

    Subscribe to external quality control                                      

If yes to any of above, please state with which organization(s):__________________

5. 
ACCREDITATION / CERTIFICATION BY RELEVANT AUTHORITY

    Yes  

  Please specify______________________________________

                           N.B Please attach a copy of the latest accreditation letter(s)
     No    
                    

License from __________________________________Authority for operation (if applicable; please attach copy of the latest operating license)

6.
CHECKLIST 





     Yes              No


      Copies of all the qualifications of pathologists, laboratory 

      technologists, quality control and safety officers

      

      Photograph of the facilities and equipment   

(if not previously supplied)

ANY OTHER NOTES/COMMENTS/INFORMATION
(Including any changes in the floor plan of the facility e.g. renovations, ownership of the facility, computerisation etc.)

Completed forms to be forwarded to:

The Director General of Health Services

Department of Health Services

Ministry of Health

Jalan Menteri Besar

Bandar Seri Begawan

Brunei Darussalam BB 3910
YES     NO


YES     NO 


YES     NO 


YES     NO 


YES     NO








