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THE CATHOLIC HEALTH ASSOCIATION OF INDIA

POST BOX 2126 GUNROCK ENCLAVE SECUNDERABAD 500 009 AP
Telephone: 040-27848293, 27848457, Fax: 040-27811982

                   Email directorgeneral@chai-india.org      Website: www.chai-india.org
MEMBERSHIP APPLICATION
 [Please answer the questions in English using BLOCK LETTERS]
	CHAI MEMBERSHIP NO:       


1.   Name and Address of your Institution                                    
	 Name of the Institution  :   

	C/o  (if any) : 
	House/Street No:


	 
	Post Office :

	Taluk :

	District :

	State :

	 Pin Code :

	Telephone No :
	Fax No :

	E-mail ID:
	Website:

	Name of the Contact Person:
	Designation of the Contact Person

	Mobile No. of the Contact Person:


	Nearest Railway Station


	Name of the Village \Panchayat:
	Name of the Block\Mandal:

	Nearest Referral Hospital:
	Approximate Distance from the Referral Hospital (in kilometres)

 


2.    Year of establishment                               :    ..................................................................................................

3.      (a)   Name of the Diocese                       :    …………………………......................…..................…………….


(b)   Name of the Congregation                :  ...................................................................................................

which runs the Institution         
                                                                              ............................................................................................,,....
        (c)    Name and Address of the owner       :   .................................................................................................

                [Bishop or Provincial]    
                 ...............................................................................................................................................................
         (d)     Whether registered under the                            FORMCHECKBOX 
 Yes                 FORMCHECKBOX 
  No

                  Societies Registration Act?

         If yes, please quote your                 Regn No. ........................................        Date:............................................

        (e)     Whether registered under any Local authority?   FORMCHECKBOX 
 Yes                FORMCHECKBOX 
 No:
           (Municipality/Panchayat etc)                             


                   If yes, please quote your                Regn No. .........................................       Date:............................................
(f)    Whether registered under the Foreign                  FORMCHECKBOX 
   Yes              FORMCHECKBOX 
  No

                Contribution Regulation Act (FCRA)


                If yes, please quote your                   Regn No. .........................................       Date:............................................

4.      Specify the nature/category of your institution
	S No
	Category
	· Tick 
	Exact No. of Beds

	A
	Health Centre  [0 to 10 Beds]
	 FORMCHECKBOX 

	

	    B
	Hospital [11 Beds and above]
	 FORMCHECKBOX 


	

	C
	1. School of Nursing  

2. College of Nursing              
	 FORMCHECKBOX 

 FORMCHECKBOX 


	D
	1. Diocesan Social Service Society

2. Non-Diocesan Social Service Society (owned   by Congregation etc)
	 FORMCHECKBOX 

 FORMCHECKBOX 



5.    Specify that type of your institution
	S No
	Category
	· Tick

	A
	Health Centre  (General)
	  FORMCHECKBOX 


	B
	Health  Centre, which caters only to the inmates of:
1.  School/ College/ Seminary/ Noviciate

2.  Orphanage     

3.  Home for the Aged

4.  Centre for Physically Challenged

5.  Centre for Mentally challenged       

6.  Any other  (Specify)
	1 FORMCHECKBOX 

2 FORMCHECKBOX 

3 FORMCHECKBOX 

4 FORMCHECKBOX 

5 FORMCHECKBOX 

6 FORMCHECKBOX 



	C
	Centre for Special Care for
1.  Tuberculosis 

2.  Leprosy 

3.  HIV/AIDS

4.  Cancer     

5.  Any other (Specify)
	1 FORMCHECKBOX 

2 FORMCHECKBOX 

3 FORMCHECKBOX 

4 FORMCHECKBOX 

5 FORMCHECKBOX 



	D
	Hospital [11 Beds and above]
1. General

2. Maternity
3. Special (______________________)

4. Super Speciality_________________

5. Medical College

6. Other (_______________________)
	1 FORMCHECKBOX 

2 FORMCHECKBOX 

3 FORMCHECKBOX 

4 FORMCHECKBOX 

5 FORMCHECKBOX 

6 FORMCHECKBOX 




6.     Indicate the system(s) of medicines practised in your institution:

Tick the relevant ones – (Multiple responses possible):

(a)
 FORMCHECKBOX 
   Allopathic

(b)
 FORMCHECKBOX 
  Homeopathy

(c)
 FORMCHECKBOX 

Ayurveda

(d)
 FORMCHECKBOX 
  Siddha

(e)
 FORMCHECKBOX 

Unani

(f)
 FORMCHECKBOX 
  Herbal Medicine

(g)
 FORMCHECKBOX 

Naturopathy

(h)
 FORMCHECKBOX 
  Others (specify)
7.    Location of the institution:         (a) Rural (village)   FORMCHECKBOX 
   (b) Urban (Town or City)    FORMCHECKBOX 
     (c) Tribal    FORMCHECKBOX 

8. (a)   Different Departments in  your  Hospital/Health Centre      [Tick which is applicable]
	S No
	Departments
	· Tick
	No. of patients in the previous year
	S No
	Department
	· Tick

	No. of patients in the previous year

	1.
	General Medicine
	
	
	14
	Obstetrics & Gynaecology
	
	

	2
	Ophthalmology
	
	
	15
	Surgery
	
	

	3
	Orthopaedics
	
	
	16
	Paediatrics
	
	

	4
	Dermatology
	
	
	17
	ENT
	
	

	5
	Neurology
	
	
	18
	Psychiatry
	
	

	6
	Microbiology
	
	
	19
	Anaesthesia
	
	

	7
	Radiology
	
	
	20
	Urology
	
	

	8
	Clinical Pathology
	
	
	21
	Dentistry
	
	

	9
	Cardiology
	
	
	22
	Physiotherapy
	
	

	10
	Family Planning
	
	
	23
	Geriatrics
	
	

	11.
	Pastoral Care 
	
	
	24
	Palliative Care
	
	

	  12.
	Blood Bank
	
	
	25
	Others (specify)
	
	

	  13
	Ultra Sound Scan
	
	
	
	
	
	


         (b)    Do you have Community Health Extension Centres?             FORMCHECKBOX 
 Yes             FORMCHECKBOX 
  No


       If yes, how many?     …………                      Location:      FORMCHECKBOX 
  Rural         FORMCHECKBOX 
 Urban Slum
9.  Special /Main Target of your operations  

 (a)  General             FORMCHECKBOX 
                                        (e)    Youth               FORMCHECKBOX 

(b) Women             FORMCHECKBOX 
                                        (f)     Disabled          FORMCHECKBOX 

(c) Children            FORMCHECKBOX 
                                        (g)    Tribal               FORMCHECKBOX 

(d)   Aged                FORMCHECKBOX 
                                        (h)    Dalit                FORMCHECKBOX 
    
                                                                      (i)     Any other (specify)_________________

10. Beneficiaries of your services

	Out Patients of the Health Centre/Hospital or Beneficiaries of the project 
	In Patients of the Health Centre/Hospital

	
	Category
	Total No. in the previous year
	
	Category
	Total No. in the previous year

	a
	Children (upto 12 years)
	
	a
	Children (up to 12 years)
	

	b
	Females (13 years & above)
	
	b
	Females (13 years & above)
	

	c
	Males (13 years & above)
	
	c
	Males(13 years & above)
	

	d
	Aged (60 years & above)
	
	d
	Aged (60 years & above)
	


11. Maternity Service

(a) Number of deliveries conducted in the previous year                     :

(b) Number of assisted deliveries conducted in the previous year       :
12.  Personnel working in your Institution

(a)  Hospital/Health Centre/Community Health Project 
	S No
	Category
	Full Time
	Part Time
	Total

	(a) 
	Doctors  (Graduate)
	
	
	

	(b) 
	Doctors  (Post Graduate)
	
	
	

	(c) 
	Registered Nurses:  BSc (N)
	
	
	

	(d) 
	           “                    GNM
	
	
	

	(e) 
	           “                    ANM
	
	
	

	(f) 
	Radiologists
	
	
	

	(g) 
	Lab Technicians
	
	
	

	(h) 
	Pharmacists
	
	
	

	(i) 
	Nursing Aides
	
	
	

	(j) 
	Pastoral Care
	
	
	

	(k) 
	Social Workers
	
	
	

	(l) 
	Office Staff
	
	
	

	(m) 
	Others
	
	
	

	
	
	
	
	

	
	                  Total
	
	
	


(b) Social Service Society
	S No
	Category
	Full Time
	Part Time
	Total

	(a)
	Director


	
	
	

	(b)
	Programme Officers


	
	
	

	(c)
	Field Workers (Extension Officers)


	
	
	

	(d)
	Doctors
	
	
	

	    (e) 
	Registered Nurses
	
	
	

	(f)
	ANM/Nursing Aides
	
	
	

	(g)
	Animators


	
	
	

	(h)
	Office Staff


	
	
	

	(i)
	Support  Staff


	
	
	

	(j)
	Others (specify)
	
	
	


    (c )  Medical College/School or College of Nursing
	
	Category
	Full Time
	Part Time
	Total

	(a)
	Principal
	
	
	

	(b)
	Vice Principal 
	
	
	

	(c)
	Teaching faculty (Post Graduate)
	
	
	

	(d)
	Teaching faculty (Graduate)
	
	
	

	(e)
	Teaching faculty (Others)
	
	
	

	(f)
	Office Staff
	
	
	

	(g)
	Support Staff
	
	
	

	(h)
	Others (specify)


	
	
	


13. Training Programmes offered in your institution
	S No
	Courses
	No. of seats
	Duration

	(a)
	Medicine (Graduate)
	
	

	(b)
	Medicine (Post Graduate)
	
	

	(c)
	M Sc Nursing
	
	

	(d)
	B Sc Nursing
	
	

	(e)
	General Nursing
	
	

	(f)
	Auxiliary Nursing
	
	

	(g)
	X-ray Technology
	
	

	(h)
	Physiotherapy 
	
	

	(i)
	Medical Lab Technology
	
	

	(j)
	Nursing Aides
	
	

	(k)
	Multipurpose Workers Training
	
	

	(l)
	Community Health Workers Training
	
	

	(m)
	D Pharmacy
	
	

	(n)
	B Pharmacy
	
	

	(o)
	Others (specify)
	
	

	
	
	
	


14.  Your involvement in Government/NGO supported Programmes
	S No
	Programmes
	Indicate whether Govt/

NGO supported Program
	Types of Services/components
	No. of Persons directly benefited per year

	(a)
	National Vector-borne Diseases Control Program
	
	
	

	(b)
	TB Control [RNTCP]

	
	
	

	(c)
	HIV/AIDS Prevention/Care

	
	
	

	(d)
	Reproductive Child Health [RCH]
	
	
	

	(e)
	Integrated Child Develop-ment  Scheme [ICDS]
	
	
	

	(f)
	Leprosy Eradication

	
	
	

	(g)
	Sanitation and Safe Drinking water
	
	
	

	(h)
	Women Empowerment

	
	
	

	(i)
	Immunization 

	
	
	

	(j)
	National Blindness Control Program
	
	
	

	(k)
	NRHM
	
	
	

	(l)
	Others (Specify)
	
	
	


                                                                                               ______________________
                                                                                                             Signature

                                                                                             Name  :  
       Date:                                                                             Designation:
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