Office of the Community Health Centre (CHC) _ _ _ _ _ _ _ _ _

District _ _ _ _ _ _ _ _ _ _ _ _ 














S. No.









Date: 
To,

The Regional Officer 

Rajasthan Pollution Control Board

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Subject
: 
Application for renewal of authorization under 



Bio Medical Waste (Management & Handling) Rules, 1998
With reference to your letter No _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _, dated _ _ _ _ _ _ _, the health care facility _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _(Sanctioned Beds _ _ _ _ _) is authorized under the Rules form_ _ _ _ _ _  _ _(DD/MM/YY) to _ _ _ _ _ _ _ _(DD/MM/YY). For obtaining renewal of authorization from _ _ _ _ _ _ _ (DD/MM/YY) to _ _ _ _ _ _ _ _ (DD/MM/YY) (_ _ years) as per Bio Medical Waste (Management & Handling) Rules following are being submitted
1. Application for renewal of authorization (FORM - I)

a) DD of Rs. _ _ _ _ _ _, Drawn on Bank _ _ _ _ _ _ _ _ _ _, DD No. _ _ _ _ _ _ _ Date _ _ _ _

b) Assessment Format for BMW Rules Compliance

c) Affidavit on 10/- Rupees Stamp Paper 

d) Copy of CTF Membership Certificate / Agreement with CTF (if applicable)

2. Annual Report (FORM - II)

3. Accident Reporting (FORM - III) 

Kindly issue the renewal of authorization at the earliest.
Hospital In-Charge
Hospital Seal
Copy to:

1. Additional Director-HA (Swasthya Bhawan, C-Scheme, Jaipur)
2. CM&HO, District _ _ _ _ _ _ _ _ _ _ _ _

3. DPC-RHSDP, District_ _ _ _ _ _ _ _ _ _
4. Office file
Hospital In-Charge
       Hospital Seal

(For 30 to 49 bedded CHCs)

FORM - I
APPLICATION FOR AUTHORISATION / RENEWAL OF AUTHORISATION
(To be submitted in duplicate)

To,

The Regional Officer 
Rajasthan Pollution Control Board
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

1. Particulars of Applicant

(i) Name of the Applicant  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
(In block letters & in full)

(ii) Name of the Institution     _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
Address:


_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
Telephone & Fax No.       _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
2. Activity of which Authorisation is sought :
(i) Generation

(ii) Collection

(iii) Reception

(iv) Storage

(v) Transportation

(vi) Treatment

(vii) Disposal

(viii) Any other form of handling

3. Please State whether applying for fresh authorisation or for renewal 

(In case of renewal previous authorisation number and date)

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

4. (i) Address of the institution handling bio-medical wastes:

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
(ii) Address of the place of the treatment facility:

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

(iii) Address of the place of disposal of the waste:

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

5. (i) Mode of transportation (in any) of bio-medical waste:

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

(ii) Mode (S) of treatment:

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

6. Brief description of method of treatment and disposal 

(i) Yellow Bag
: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
(ii) Red Bag

: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
(iii) Black Bag

: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
(iv) Blue Bag / PPTC
: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
7. (i) Category (see Schedule-I) of waste to be handled 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

(ii) Quantity of waste (category-wise) to be handled per month 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

8. Declaration
I do hereby declare that the statements made and information given above are true to the best of my knowledge and belief and that I have not concealed any information. 

I do also hereby undertake to provide any further information sought by the prescribed authority in relation to these rules and to fulfill any conditions stipulated by the prescribed authority. 

Date:




Signature of Hospital In-charge

Place:




       Name in Capital Letters







         (Hospital Seal)
Fee for authorization under BMW Rules
(Demand Draft is to be made in favor of “Member Secretary, RPCB”)
	S. No.
	Applicant
	Amount in Rs.

	1.
	Clinics, pathological laboratories and blood banks
	1000.00 Per Year

	2.
	Veterinary institutions, dispensaries and animal houses
	1000.00 Per Year

	3.
	Hospitals, Nursing Homes and Health Care establishments
	1000.00 Per Year up to 4 beds. Additional Rs. 100 per bed per year from fifth bed onwards

	4.
	Operator of the facility of Bio-Medical Waste
(excluding transportation)
	10000.00 Per Year

	5.
	Transporter of Bio-Medical Waste
	7500.00 Per Year


Note:
The Authorization Fee is likely to be revised from time to time

 ASSEMENT FORMAT FOR BMW RULES COMPLIANCE
	I
	General
	

	1.
	Name & Address 
	

	2.
	Name of the BMW Controller of the Hospital 
	

	2a.
	Name & Designation of the Hospital Incharge
	

	2b.
	Numbers of Beds
	

	2c.
	Date & details of previous inspections
	

	2d.
	Previous authorisation details i.e. No. & Date of issued & validity 
	

	3.
	Quantity of BMW generated (kg/day)
	

	
	Category 1
	

	
	Category 2
	

	
	Category 3
	

	
	Category 4
	

	
	Category 5
	

	
	Category 6
	

	
	Category 7
	

	
	Category 8
	

	
	Category 9
	

	
	Category 10
	

	II
	Administration
	

	1.
	Waste Management Committee formed
	Yes/No

	2
	Nodal Officer of the Committee
	Yes/No

	2a
	Period of the meeting of the committee held weekly/fortnight/monthly 
	Yes/No


	3a.
	Date of last meeting 
	

	3b.
	Meeting chaired by
	

	3c.
	Follow up action 
	Yes/No

	4
	Review of decision of the committee follow up
	Yes/No

	III
	Training
	

	
	Frequency of training
	

	
	Date of last training
	

	
	No. of Persons trained so far
	

	
	No. of Persons trained at least once
	

	
	No. of Persons not at all attended
	

	1.
	Training of Doctors 
	Yes/No

	2.
	Training of Nurses 
	Yes/No

	3.
	Training of health workers 
	Yes/No

	IV.
	Segregation & Handling
	

	1.
	Segregation 
	Yes/No

	2.
	Needle destroyer exists
	Yes/No

	3.
	Syringe cutter exists
	Yes/No

	4.
	Shredder exists
	Yes/No

	5.
	Sharp collecting system exists
	Yes/No

	6.
	Chemical disinfection in use
	Yes/No

	7.
	use of colored bags0sources of bags & quality A/B/C
	Yes/No

	8.
	Labeling of colored bags
	Yes/No

	9.
	Separate wheel barrow used or not
	Yes/No

	10.
	labeling of wheel barrow 
	Yes/No

	11.
	Storage sit exists
	Yes/No

	V.
	Personal Protective/Safety Measures
	

	1.
	Use of gloves & face masks
	Yes/No

	2.
	Disposable gloves
	Yes/No

	3.
	Latex surgical gloves
	Yes/No

	4.
	Heavy duty rubber gloves
	Yes/No

	5.
	Protective glasses
	Yes/No

	6.
	Plastic Aprons
	Yes/No

	7.
	Special footwear's e.g. gum boots
	Yes/No

	VI.
	Treatment
	

	1.
	Incinerator
	Yes/No

	2.
	Capacity
	

	3.
	Temperature of chamber I is maintained as prescribed norms
	Yes/No

	4.
	Temperature of chamber II is maintained as prescribed norms
	Yes/No

	5.
	Stack height
	Adequate/Inadequate

	6.
	Sanitation at incinerator site
	Good/Not good

	7.
	Waste water treatment at site
	Yes/No

	8.
	Log book of incinerator maintained or not
	Yes/No

	9.
	Name and address of Hospital utilized for incineration 
	

	10.
	Quantity of BMW being incinerated as shared  (kg/day)
	

	11
	Autoclaving facility exists 
	Yes/No

	12.
	Microwave exists
	Yes/No

	VII.
	Other Information
	

	1.
	Is BMW collection register maintained
	Yes/No

	2.
	Name of service provider
	

	3.
	If the BMW is being stored for 24/48/72 hours
	

	4.
	Present grading 
	A/B/C/D

	5.
	Remarks
	Yes/No

	VIII.
	Water & Air Pollution
	

	
	Water Consumption
	

	
	Waste water from utilities i.e. toilet, kitchen etc.
	

	
	A. Quantity
	

	
	B. Treatment
	

	
	C. Disposal arrangement
	

	3.
	Air Pollution 
	


	Source Name
	PCM
	Stack height
	Fuel
	Infrastructure facility provided for monitoring

	
	
	From G.L.
	Above roof
	Type
	Consumption per hour.
	

	
	
	
	
	
	
	


Signature of Hospital In-charge
Name in Capital Letters

(Hospital Seal)
Performa of Affidavit to be submitted with Application for seeking Authorization under

Bio Medical Waste (Management & Handling) Rules, 1998

AFFIDAVIT

I _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ (with name and designation) S/o _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ R/o _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ do solemnly affirm and declare as under: 

1. That I am responsible for operation the Hospital / Nursing Home / Clinic / Dispensary / Pathological lab, etc. named M/s _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ address  _ _ _ _  _ _ _ _ _ _ _ _ _ _ _ _ _, Telephone Number _ _ _ _ _ _ _ _ _, Fax Number _ _ _  _ _ _ _ _ _ _ _, Mobile Number _ _ _ _ _ _ _ _ _ _ _, Email address_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

2. That I _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ (with name and designation) am authorized to sign authorization application form and other enclosure with the application 

3. That the number of beds of hospital are _ _ _ _ _ _ _ _ _
4. That all the condition mentioned in the previous authorization for compliance of various provisions of the Bio Medical Waste (Management & Handling) Rules, 1998 have been complied
5. That the agreement with operator of CTF facility / transporter of the Bio-Medical waste has been completed (if applicable).

6. That the Bio-Medical Waste generated is managed effectively in accordance with the handling and disposal methods mentioned in Bio-Medical waste (management & Handling ) Rules, 1998

7. That in case of any change in the location or information (provided above or in form – I), a fresh application of authorization shall be submitted.

8. An application for renewal of authorization shall be submitted to RPCB one month in advance of the date of expiry the authorization by the RPCB.

9. When there is any change n name of hospital/nursing home _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _, I shall inform the Board (RPCB).

10.  That capital investment of the hospital/nursing home_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ is Rs_ _ _ _ _ _ _ _ _ _ (Rupees_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _only)
Place 
:






 
Date 
:







DEPONENT
VERIFICATION
Verified _ _ _ _ _ _ _ _ _ _ (place) on this _ _ _ _ _ _ _ _ _ _ _ _ _(day, month and year), that the above contents of this affidavit are true and correct to the best of my knowledge and belief and nothing has been concealed there from.
DEPONENT
(The affidavit must be printed on Rs. 10/- Stamp Paper, duly signed by Deponent and attested by the Notary Public) 
FORM II

ANNUAL REPORT

(To be submitted to the prescribed authority by 31 January every year)

1. Particulars of the applicant:

(i) Name of the authorized person (occupier/operator): _ _ _ _ _ _ _ _ _ _ _ _ _ _

(ii) Name of the institution :_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Address 

:
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Telephone No. 
:
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Fax No.
 
:
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Mobile No. 
:
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

2. Categories of waste generated and quantity on a monthly average basis :

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

3. Brief details of the treatment facility :

In case of off site facility:

(i) Name of the CTF operator _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

(ii) Address of the CTF facility_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Telephone & Fax No.         _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

4. Category wise quantity of waste treated :

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

5. Mode of treatment with details: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

6. Any other information : _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ 

7. Certified that the above report is for the period from _ _ _ _ _ _ _ _to _ _ _ _ _ _ _ _ _


Date:




Signature of Hospital In-charge

Place:




       Name in Capital Letters







         (Hospital Seal)
FORM - III

ACCIDENT REPORTING
1. Date and time of accident: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

2.  Sequence of events leading to accident _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
3. The waste involved in accident: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
4. Assessment of the effects of the accidents on human health and the environment

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
5. Emergency measures taken _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
6. Steps taken to alleviate the effects of accidents _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
7. Steps taken to prevent the recurrence of such an accident _ _ _ _ _ _ _ _ _ _ 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Date:




Signature of Hospital In-charge

Place:




       Name in Capital Letters







         (Hospital Seal)
