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Republic of Liberia,
Liberia Medical and Dental Council    
1000 Monrovia 10, Liberia, JFK Medical Center
lmdc.lib@gmail.com
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APPLICATION FORM FOR REGISTRATION OF HEALTH FACILITY
1. Name of Health Facility:________________________________________________
2. Type of Facility_______________________________________________________
3. Proprietor’s Name: ___________________________________________________
4. Proprietor’s Phone No:
5. Proprietor’s Email:
6. Covering Doctor (CD)/Medical Director (MD) Name:________________________
7. Covering Doctor’s Signature_____________________________________________
8. Doctor’s License Number_______________________________
9. CD/MD Phone No:_____________________________________________________
10. CD/MD Email:________________________________________________________
Health Facility Locality (Fill in the spaces below)

	RURAL AREA
	URBAN AREA

	Village/Town














	Street

	[bookmark: _GoBack]County
	Town/City

	District
	District/County
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11. Health facility Category (Circle)
a. CLINIC
b. HEALTH CENTER
c. HOSPITAL
d. MOBILE CLINIC
e. OUTREACH FACILITY
f. OTHERS_________________
g. 12. Health facility ownership (Circle)   

1. Public			                                                                         d. Faith Based 
1. Private
1. NGO			                                                                          e. Concession

1. outreasch
1. 
1. Outreach facility

1. 
1. Non for-profit
		



12. Is the Health Facility
a. Outpatient Centre


13. Health facility Operation Time (Circle)
a. Outpatient Centre
b. Ambulance Service

c. In-Patient Centre (Bed Capacity_______)	

d. 		







14. Support Facilities (Circle)

1. X-Ray/CT scan	7. Immunization
2.  Radiotherapy	8. Ambulance Services
3. Dental Care	9. Laboratory diagnosis
4. Family Planning	10. Physiotherapy
5. CT Scan	11.  Orthopedics
6. Other (s)

7. Ultra sound scan















15 	Inspection recommendations

1. _____________________________________________________________________________________________________________
2. _____________________________________________________________________________________________________________
3. _____________________________________________________________________________________________________________
4. _____________________________________________________________________________________________________________
5. _____________________________________________________________________________________________________________
6. _____________________________________________________________________________________________________________
7. _____________________________________________________________________________________________________________
8. _____________________________________________________________________________________________________________
Name and Signature of Inspector:______________________________
Date:_______________________________


 Signed:______________________________________ Date_____________
                  Head of Clinical Department




Approved: _________________________________ Date: ______________________________
    Registrar General LMDC


14. Staffing
	Position
	Name
	License No.
	Date of Expiration
	Date of Birth
	Gender
	Qualification
	 Phone Number
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