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APPLICATION FOR ACCREDITATION 

OF

BLOOD STORAGE CENTRES 

Issue No.: 01 

Issue Date: October 2012
NATIONAL ACCREDITATION BOARD FOR HOSPITALS & HEALTHCARE PROVIDERS


NATIONAL ACCREDITATION BOARD FOR HOSPITALS & HEALTHCARE PROVIDERS

Assessment criteria and Fee structure

	
	Assessment Criteria
	Accreditation Fee

	
	Assessment
	Surveillance
	Application Fee
	Annual Fee

	Storage Centre
	One man day
	One man day
	Rs. 5,000/-
	Rs. 15,000/-


Service Tax: A service tax of 12.36% 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. Two copies of Application Form to be submitted along with fees and 2 copies of Quality Manual as per NABH Standards for Blood Storage Centres.

2. Fees to be paid through Demand Draft/ local cheque in favour of ‘Quality Council of India’ payable at New Delhi.

3. The accreditation fee does not include expenses on travel, lodging/ boarding of assessors, which will be born by the blood storage centre on actual basis.

4. The application fee includes charges for quality manual adequacy.

5. The accreditation, once granted will be valid for three years, after which blood storage centre may apply for renewal as per NABH policy.

6. The first annual fee is payable before assessment visit.

7. NABH may call for un-announced visit, based on any concern or any serious incident reported upon by any individual or organization or media.

Application Form for Accreditation of Blood Storage Centre
	
	First Accreditation
	
	
	
	Renewal of Accreditation


1. Name of the Blood Storage Centre: 

_______________________________________________________________________

2. Address: _______________________________________________________________
_______________________________________________________________________

_______________________________________________________________________

3. License number & validity: ________________________________________________
(please attach a copy)
4. Name of Parent Organization: _____________________________________________
(name of hospital to which it is attached)

Telephone No. _____________________ Fax No. __________________ e-mail ______________________
5. Legal Status and date of establishment: _____________________________________
            (Registration No. and authority who granted the registration)

_______________________________________________________________________

6. Contact person(s): 

(Please indicate [(] with whom correspondence be made)

· Chief Executive Officer: (or equivalent)  

Mr./Ms./Dr. ___________________________________________________________

Designation: __________________________________________________________

Tel: ___________________________ Mobile: _______________________________

Fax: _________________________________________________________________

E-mail: _______________________________________________________________


· Accreditation Coordinator:

Mr./Ms./Dr. ___________________________________________________________

Designation: __________________________________________________________

Tel: ___________________________ Mobile: _______________________________

Fax: _________________________________________________________________

E-mail: _______________________________________________________________

7. Type of Blood Storage Centre: 

(Please indicate [(] with whom correspondence be made)

	
	Whole Blood:  

	
	

	
	Component Issuance:  

	
	


8. Type of Blood Storage Centre: 

	
	
	

	
	
	1. Government

	
	
	

	
	
	2. Indian Red Cross (IRC)

	
	
	

	
	
	3. Voluntary/ Charitable

	
	
	

	
	
	4. Others


9. Other Accreditations: ___________________________________________________
10. Scope of Accreditation: 
	Sl. 
	Facility
	Services

	1.
	Blood Storage Centre having whole blood facility only
	a. Whole blood

b. Whole blood (irradiated) 

	2.
	Blood Storage Centre having component issuance facility (also whole blood)
	a. Whole blood

b. Whole blood (irradiated)

c. Red blood cells

d. Deglycerolized RBCs

e. Frozen RBCs  40% Glycerol

f. RBCs Irradiated

g. RBC Leukocytes Reduced

h. Rejuvenated RBCs

i. Deglycerolised Rejuvenated RBC

j. Frozen Rejuvenated RBCs
k. Washed RBCs

l. Apheresis  RBCs
m. Apheresis RBCs Leukocytes Reduced

n. Platelets

o. Platelets Irradiated

p. Platelets Leukocytes Reduced




	
	Blood Storage Centre having component facility (also whole blood)
	q. Apheresis Platelets

r. Apheresis Platelets Leukocytes reduced

s. Apheresis Platelets Irradiated

t. Apheresis  Granulocytes

u. Apheresis  Granulocytes Irradiated

v. Stem cell (PBSC) apheresis

w. Cryoprecipitated AHF

x. Fresh Frozen Plasma (FFP)

y.    Plasma Cryoprecipitate Reduced (CPP)

z.    Liquid Plasma
a1.  Molecular tested (NAT testing) 

b1.  HLA (typing & matching)


11. Organization Chart: Provide organization chart with all its facilities
12. Staff Information: Details with educational qualification and experience of all working staff  
	Sl.
	Name
	Designation
	Qualification
	Experience in Blood Bank 

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


13. Equipment: Details of all equipments in the Blood Storage Centre
	Sl.
	Name of Equipment
	Make/ Model
	Calibration status
	Traceability

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


14. Proficiency Testing Programme: Details of all proficiency testing programme that the centre has participated 
15. Details of Internal Audit & Management Review: 

Date of last Internal Audit  __________________________________________________

Date of last Management review _____________________________________________

16. Declaration by Blood Storage Centre:

We hereby declare that:

We are familiar with the terms and conditions of maintaining NABH accreditation              (NABH-T&C)

We agree to comply fully with NABH Standards for the accreditation of Blood Storage Centre 

We agree to comply with accreditation procedures, pay all costs for assessment, verification visit (if any), surveillance and reassessment irrespective of the result

We agree to co-operate with the assessment team appointed by NABH for  examination of all relevant documents by them and their visits to those parts of the blood storage centre that are part of the scope of accreditation

17. Date of completion of application: __________ Day __________ Month ________Year

                                                                                                             Medical Director/ Authorized Signatory
                                                                                                       Name: ___________________________

                                                                                      Designation: ______________________

