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APPLICATION FOR EMPANELMENT
OF

Medical Value Travel Facilitator 

(MVTF)
Issue No.: 01
NATIONAL ACCREDITATION BOARD FOR HOSPITALS & HEALTHCARE PROVIDERS


Assessment criteria and Fee structure

	Assessment
	Site visit
	Application Fees
	Certification Fees

	Medical Value Travel Facilitator


	1x1 man-days
	5,000/-
	20,000/-


Service Tax: A service tax as applicable from time to time will be charged on all the above fees. You are requested to please include the service tax in the fees accordingly while sending to NABH.
Guidance notes:
1. Application shall be considered only when complete details of the organization is provided. Assessment shall be done comprehensively. There shall be one person coordinating all the activities of the organization.

2. Application form duly filled shall be submitted online along with relevant documents and application fees. 

3. Fees shall be paid only through online mode (Credit card or Debit card), Bank transfer and is non-refundable. 

4. The accreditation fee does not include expenses on travel, lodging/ boarding of assessors,    which will be borne by the applicant on actual basis. 
5. The first annual fees shall be payable before the assessment visit.

6. The certification, once granted shall be valid for two years.

7. NABH may call for an un-announced visit, which could be a Surprise Assessment or based on any concern/ feedback/ complaint reported by any individual or organization or media and expenses on such visit shall be borne by NABH.

Application Form for empanelment of Medical Value Travel Facilitator
1. Name of the Organization:

………………………………………………………………………………………………

………………………………………………………………………………………………

2 A. Complete address of the registered head office:

City/Town: ………………………………………………………………………………….

Locality: …………………………………………………………………………………….

District: ……………………………………………………………………………………..

State: ………………………………………………………………………………………..

Website: ………………………………………………………………………………….....

Pin code: ……………………………………………………………………………………
Landmark: ………………………………………………………………………………….


2 B. Complete address of the operational office (if different from the above)

City/Town: …………………………………………………………………………………

Locality: ……………………………………………………………………………………

District: …………………………………………………………………………………….

State: ……………………………………………………………………………………….

Website: …………………………………………………………………………………....
Pin code: …………………………………………………………………………………...
Landmark…………………………………………………………………………………...
3. Contact person(s):
(Please indicate [(] with whom correspondence be made)
· Chief Executive Officer: (or equivalent)  
Mr. /Ms. /Dr. ___________________________________________________________

Designation: __________________________________________________________

Tel: ___________________________ Mobile: _______________________________

Fax: _________________________________________________________________

E-mail: _______________________________________________________________
·  Coordinator:

Mr. /Ms. /Dr. ___________________________________________________________

Designation: __________________________________________________________

Tel: ___________________________ Mobile: _______________________________

Fax: _________________________________________________________________

E-mail: _______________________________________________________________

4. Location of Organization: (Head Office)

A.     I. Metro                            II. Non-Metro:  Urban                 Rural 

B. Does organization have branches other than head office: Yes / No
If yes, then enlist them……………………………………..

C. Does organization have overseas branches: Yes / No
If yes, then enlist them……………………………………..
5. Ownership: (The organization working as a medical tourism facilitator shall be legally identifiable and registered in India)


           Sole proprietorship                       Partnership                                   Private limited Company


           Limited liability Company              Public Limited Company              Society                              


           Trust

Others (describe)……………………………………………………………………………
6. Legal Status and date of establishment: 

Registration Number: ……………………………………………………………………………………………..

Name of the registering authority: ……………………………………………………………………………….
Registration Date: …………………………………………………………………………………………………

Note: (Please attach a copy of the official certificate of registration) 
7. Year and month in which operations started:
………………………………………………………………………………………………

8. What are the normal business working hours?
………………………………………………………………………………………………
9. Working Hours: Hours: Minutes: ………………………………………………….
10. Is Your Organization 24 Hrs Open?
· Yes                             

· No 
11. Working Days (Please Tick the correct box in the table below)
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday
	Sunday

	
	
	
	
	
	
	


12. Specify the year wise number of patients/medical value travellers assisted by the Organization?
	Sl No.
	Year
	No. of patients/medical value travellers assisted
	Countries Served

	
	
	
	


13. Provide details of the following:

A. PAN Number …………………………………………………………………………..

B. TAN Number …………………………………………………………………………..

14. Organogram / Organizational chart available: Yes                No

(If yes, then attach the Organogram)
15. Manpower details:

A. Total number of employees working in the Organization
: …………………………..

B. Number of Full time staff




: …………………………..

C. Number of Part time (contractual & outsourced) staff
: …………………………..   

D. Number of language translators



: …………………………..
16. Facilities at office: Tick the appropriate option


A. Office Building:  Owned               Rented 

(Note: If rented provide a copy of rent agreement)

B. Office has Basic facilities like computer, Photocopy, Scanner and Fax: 

Yes                  No
C Internet Access Availability:   

· Yes       

· No 
17. Mention list of hospitals that are empaneled with the Organization:

1) ……………………………………….............     
6) ………………………………………………………..
2) ………………………………………………..     
7) ………………………………………………………..
3) ………………………………………………..           
8) ………………………………………………………..
4) ………………………………………………..          
9) ………………………………………………………..
5) ……………………………...........................           10) ……………………………………………………….
18. Does Organization has defined package range rate for the following:
I. Treatment procedures being offered: Yes              No

II. Any additional services as per the requirements of the client: Yes               No 
19. Does the facilitator have a documented policy for recommendation about a hospital to the client? 
       Yes              No
A. Travel arrangements for clients made by: 
            Owned travel agency                        Collaborated travel agency                others 
B. Travel agency registered or not? Yes / No

If yes then specify the registering authority:


I. Transport Authority:  Yes               No 

II. If any other authority, specify…………………………………………………………
(Attach a copy of registration certificate as an evidence)

20. Organization has policy regarding confidentiality and privacy of client information: 
          
       Yes    
       No
21. Does Organization provide details of the liabilities arising out of the facilitation service?  

       Yes                 No 
22. A Disclaimer’s policy: Yes               No 

(Note: Attach a copy of privacy policy and procedures) 
23. Does organization provides insurance coverage for the clients:  Yes / No
24. Whether the organization follows fair distribution principle for selecting most appropriate associated hospital for clients?  Yes               No

If yes then specify the principle used

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
25. Tick the factors most commonly used by the Organization for selection of most appropriate hospital: 
A) Scope of service

  : Yes               No                 

B) Cost
       

  : Yes               No 


C) City

       

  : Yes               No                  

D) Support facilities

  : Yes               No

 

E) Testimonials from the users: Yes               No
Any others (describe)…………………………………………
26. Specify the mode of payment the organization accepts from the hospitals: Tick the appropriate one:


A) Net Banking
    : Yes               No


B) Credit card/Debit card: Yes               No 

C) Bank Transfer
    : Yes               No

D) Cheque

    : Yes               No 
27. Does facilitator provide a detailed quotation of the package cost as per the requirement of the client? Yes                No

A. Does the package include cost incurred for the attendants? Yes              No

28. Mention the payment method adopted for services offered:

I. Directly between hospital & clients: Yes                 No

II. Paid to hospital through facilitator: Yes                 No 

III. Others: …………………………………………………………………………………………………………  

Note: (Kindly provide the details of the entire process in each of the above case)
29. Whether Organization has official website: Yes              No
30. The facilitator has a laid down policy & procedure for maintaining the confidentiality of the patient & their information:   Yes              No  

31. Available predefined format and content of complaint/feedback form: Yes               No
32. The organization has documented plan & procedures for internal audit of the services being offered (At least twice in 12 months): Yes                No 

If yes then, name the person responsible for organizing and carrying out audit.
…………………………………………………………………………………………………………………………
33. The organization has documented plan & procedures for management review: (At least once in 12 months):  Yes              No

34. Scope of Certification: 

        (Please indicate [(] discipline applicable)
	Sl. 
	Facility
	Discipline

	1.
	Medical Travel Facilitator
	1. Travel facilitation services:

· Flight Tickets 

· Local Transport  

· Visa-assistance 
2. Facilities as per need of the patients 

· Ambulance
· Wheelchair
· Stretcher   
· Local Tour & Sight Seeing
Patient Counselling Service:   
· Pre-appointment services with doctors 
· Accommodation services for the patients and attendants
· Wellness centre and Spa Facility  


35. Staff Information: Details with educational qualification and experience of all working staff  
	Sl.
	Name
	Designation
	Qualification
	Total Years of experience
	Area of Relevant Experience


	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


36. Professional Training Programme (Details of all programme that the employees has participated including name of programme):
	Sl No.
	Name of the employee
	Training programme Attended

	
	
	


37. Details of Internal Audit & Management Review: 

A. Date of last Internal Audit

: ……………………………………………………………….
B. Date of last Management review
: ……………………………………………………………….
Declaration by Medical Travel Facilitator:
I hereby declare that:
a. I am familiar with the terms and conditions of maintaining NABH certification (NABH-T&C) and shall abide by the same.
b. I agree to comply at all times with NABH criteria for the empanelment of Medical Travel Facilitator.
c. I agree to comply with relevant procedures, pay all costs for assessment, verification visit (if any), irrespective of the result.
d. I agree to co-operate with the assessment team appointed by NABH for examination of all relevant documents by them and their visits to the organization that are part of the scope of certification.
e. I hereby declare that, the entries made by me in the application form are complete and true to best of my knowledge and based on records. I have fully understood that any misrepresentation may invalidate my current application.
Date of completion of application: __________ Day __________ Month ________Year

                                                                                                 Director/ Authorized Signatory
                                                                                       Name:  ___________________________
                                                                                      Designation: ______________________

NATIONAL ACCREDITATION BOARD FOR HOSPITALS

& HEALTHCARE PROVIDERS (NABH)

Quality Council of India

5th Floor, ITPI Building; 4 A, Ring Road, IP Estate
New Delhi - 110 002, India. 

Tel: 091-11- 2332 3516-20, Fax: 091-11- 2332 3415
Website: www.nabh.co[image: image1.emf] 

 


 









