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decertiber of the preceding year, by the occupier of heslth care
wasie treatment facility (CBWTF))
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Form - IV
{See rule 13)

ANNUALREPORT

Particulanrs

every year for the period from January
facility (HCF) or common bio-medical

Particulars of the Occupier

(i) Name of the authorised person (occupicr or
operator of facility)

DD a-\q'n‘\d)x'a P

{11) Name of HCF or CBMWIF

[RDTRA T FIRGpITAL PVT LTy

(i) Address for Correspondence

S A VA~ preok , ARLHAN

(iv) Address of Facility

(vITel No, Fax. No
{v1) Esmail 1D

(vu1) URL of Website

{viut) GPS coordinates of HCF or CBMWTF

(x) Ownerchip of HCF or CBMWTF

(State Government or Private or
Sam'Govt or aury other)

{x). Status of Authorisation under the Bio-Medical
Waste (Management and Handling) Rules
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{x1). Stawus of Consents under Water Act Snd Aur
Act

Vahdq to:

“Type of Health Care Facility

T Bedded Hospital

No. of Beds:.[Q

{(i1) Non-bedded hospital

(Clinsc or Blood Bank or Clinical Laboratory or

Resemch Institute or  Veterinary Hospital or any
other)

{m1) License number and its date of expiry

R

Details of CBMWTF

{i) Number healthcarc facilites covered by
CBMWTF

(1) No of beds covered by CBMWTF
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