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PROVINCIAL WOTICE

[No. 181 of 2017}

PRIVATE HEALTH ESTABLISHMENT AMENDMENT REGULATIONS, 2017

I, B Komphela, Member of the Executive Coundl respansible for Health in the Province, in terns of
section 16;1)() of the Free State Haspital Act, 1996 (Act No. 13 of 1996}, hereby publish the Amendment
Repulanans as set aut in the Schedule.
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SCHEDULE
GENERAL EXPLANATORY NOTE:
[ ] Words in bokl mpe in square brackers indicate omissions from exisang regulacons.

Words underlined with a sohd bne indicate inseroons i existing reguiatinns.

Amendment of regulation 1

1 Repulaoon | of the Private Healdh Estublistiment Reguincons, 2014 (hereinafier referred to as the
“Regulanons”y is amended by tie insernon of the detinddon of “services™ after the deliniion of

“rebabilitation facility™

*services' means healeheare package in aceordance with licence applied {or and subsequently

tasued;™

Amendment of repulpnon 2
2. Reguludon 2 of the Repuladans s amended by —
i the subsututon of subregulatoun 1) of the fellowing subregulanon:

S Subject o regulanon |31 31 Jand subreguladon (2)], these Repulanons apply
all prvare health establishmenes in the Free Stare.™; and

the insernan of subregulanon {4) alter subrepulagon (35

g

e YWhen corsidedng wherher good yrounds exier in tenns of subregolanon {33, the

S masr make inro account the fallowing:

{a the mature and purpose of the provisiog or provsions 0 the repudatons that
the privare bealth exrablishmenr s secking cxempnon frouu

) the circumstances of the pavare healih establishment including -
! the financial positon of the private bealth establishment o comply

with the provisions in queston: and

{11} the implicanons oo the abiliry of the privare health establishinent w

prasnde health services ™,
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Amcondment of regulation 3

3. Regulaton 3 of the Repulatons is amended by the subsutution for the proviso of subregulaton (1)
of the following proviso:

“unless, such person's application in terms of subregulatons {(ay, (b or o) has been approved and
registered in the Register for Private Health Fsrablishments as contemplated 1in regulagons 1604
and 17{7; [and a licence has been issued in werms of regulation 21(3)].".

Amendment of regulation 4

4. Regulation 4 of the Reguladons is amended by -

{2} the substnetion for the heading of the following heading:

“Application for registration [of licence]”; and

=}
ol

the substrunon for subregulaton {15 of the following subregulation:

i1 A person who wishes to obuin the registration of a prvate health esablishmene
[and the concomitant licence] or the amendment chercof contemplated by
regulaton 3, must submue to the Head of Deparmment an applicanon on the
appropriate form presenbed in Annexgre A7 topether with the presenbed
supporang documents.”.

Amendment of regulation 6

5. Regulation 6 of the Regulanons is amended by the substmudon for subregulagon {1} of the
following subregulanon -

“i1;  The applicant must within 30 days prior to submission |of an] jts applicaton for [a license]
registranon, pubbish notficadon in 5 sccdon of a daily newspaper crculadng in the area
where the service exwsrs or is @0 be provided or the project exists or is to be located.”,

Amendment of regulation 14

G. Regulanon [+ of the Regulagons is amended by the substrugon for the infroducrory senrence in
subregulation (1) of the following introductory senience:

"1y When considenng an applicadon for regsreaton, varanon of a licence or alreration to a
health establishment [in order] ro dewesmine whether there is a need for the proposed
prvare health esablishment, the comumttee may take into acconnt the following:™.
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Amendment of Annexure A

7. Annevure A of the Repalations b= amended by the subsambon for Annesure A of the atsched
Annesure A

Amendment of Annexure C

&, Annexuce O of the Regulanons 15 amended by the subsutuson tor Annexure O af the arached

Snnesure O
Shor title

49, These Begulauons are culled the Pavare Health Fsablishment vmendien: Regolarions, 2017
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TRLL STATE PROVINGE

ANNEXURE A
DEPARTMENT OF HEALTH: PROVINCE OF THE FREE STATE

APPLICATION FOR REGISTRATION / VARIATION OF LICENCE

ICHANGE OF SITE OF PRIVATE HEALTH ESTABLISHMENT IN

TERMS OF PRIVATE FACILITIES LICENCING REGULATION OF
2014

THE HEAD OF DEPARTMENT
PO BOX 227
BLOEMFONTEIN

9300¢

Application is hereby made for registration of the following private heatth
establishment, detalls of which are supplied below for the year ending
31 December 20... ...

FORM 1

PART A

APPLICATIONS FOR:
- NEW ACUTE AND SUB- ACUTE PRIVATE HEALTH ESTABLISHMENTS
- VARIATION OF A LICENCE
-CHANGE OF SITE OF ACUTE AND SUB-ACUTE PRIVATE HEALTH

ESTABLISHMENT
{This section is compulsory and must be completed by all applicants)

{ Mame of proposed private health establishment / health establishment applying far
variation of change of site

2 In which area will the private health establishment be built (Town and Suburh)?

3 Has the =ile already been acquired for the said establishment (Provide Erf Number}?



5

If 2 site has not been acquired. full details of the site must be provided to the Depanment
immediately when such a site is acquired.

Will there be any other buildings and/er activities on the site other than the private health
estabhshment? If 50, provide details.

PPE Venture

Is the applicant willing g enter inta partnership with the Depariment for future ventures?

List of Board of Directors and B-BBEE status

Provide applicable details of apphcant.

Title: initials: Surname:

Company: Trust/CC:

Postal Address:

Office FPhono: Fax:

E-mail; Emergency Phone:

How many ofher private health establishment registrations do  you  or
CC'sfTrusts/Company/entity ta whom you are affiliated hold nationally? Provide details of
other registered establishment, such as (a) when the registration / licence was granted,
{b} when the registration / license expires, {c) composition of licenses e.g. number of
beds and theatfres sic . (d) localion.




10.

11

12,

(Use separate sheet if necessary)

Name, address and contacl details of developer.

Thtle: initials: ) Surname:

Company: TrustfCC:

Poxstal Address:

Office Phone: Fax:

E-mail: Emergency Fhone:

Registration nurrber of company / close comporation / trust

Name, address and conlact details of service pravider (if differant to applicant).

Titte: Initials: Surname;

Company: Trust/CC:

Fostal Address:

Office Phone: Fax:

E-mail: Emergency Phone;

What are the clinical disciplines to be practised in the heallh establishmant?

(Use separate sheel if necessary)
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FORM 1

PART B
ACUTE PRIVATE HEALTH ESTABLISHMENTS

{This section must only be completed by applicants applying for an Acute
Establishment Registration / Variation of Licence / change of site)

Number of beds/treatment stations applied Aicenced for.

Adult: i Medical
i) Surgical
). Day
Maternity: 1 Chbstelrics
il). fabies
Intensive care: Iy Adult
fi}. Pediatric
i} MNeonatal
High Care: 1. Adult
iy Pediatric
i) MNeonatal
Paediatric 1. Medcal
i}, Surgical
i), Day
isolation beds: I} Adult
H). Pediatric
fii} Neonatal

Other Specialized Beds:

TOTAL BEDS APPLIED FOR
Number of theatresitreatmant roams appiied for
Mingr  theatre

Major theatre
Cardiac Theatre

Cardiac Catheterization Labaratary



General "rocedure room's

First stage rooms

Delivery rooms

Cther Specialized Units/Suites:
{i.e. Emergency, Endascopy ete)

Linit Name:
(1} Room Nama: Total
{2} Room Name: Total
{3} Room Name: Tatal
(4) Raom Name: Total
(5 Room Name Total
(B) RoomMName ____ Totak _
{7 Room Name: Total.
(B} Room Name: Total:
{9} Room Name: Total:
(10} Room Name’ Tatal
15 Number of medical staff to be employed.
. MEDICAL DENTAL SPECIALISTS
} {Specity area of
, : speciality]
FULL TIME |
PART TIME +
— i
18 Number of nursing staff employed.
' Registered | Student | Enrolled Enrolied Enrofted ; Entclled
' papil assistant pupil
l , . - _ assistant
| FULL TIME
" PART TIME i e
W : _ ! _ ,
17, Other full-time registered staff employed i any, specify.




18 Other part-time registered staff emplayed If any, specify

1o Do you intend to do nursing training in basic and post basic courses? I yes, specify
details of professional organization accreditation (e g. SANC, HPC eig)

20 Supplementary haalth services personnel
i}. Adminigirative personnel
). Management
fit}. General assistant/s
v} Maintenance staff
21 Frovide a map indicating the drainage ares as well as an indication of all other health

care establishments {public and private) in the drainage area.

{Use separate sheet and attach as addendurm to this application)

22 Provide a capy of your feasibility study. If a copy has nol been provided, give reasans for
this,
23 Provide detailed reasons in accordance with the criteria as set out in Regulation 14{1} [i)

to {x} as to why this application should be approved

{Use separate sheet and attach as addendum 1o this application)



24, Any other nformation deemed necessary for this application.

(Use separate sheet if necessary)

| hereby certify that the zbove particulars are true and correct.

Place

Date

Office/Position heid

Signature
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FORM 1
PART C

SUB-ACUTE PRIVATE HEALTH ESTABLISHMENTS
{This section must only be completed by applicants applying for a Sub-Acute
Establishment Registration / variation of licence / change of site}

State what type of establishment is applied for / regstered / or licenced for {i.e step-
down. sub-acule, rehabilitabion. long-teem, hospice. convalescent)

Da you belong to a quality assurance group? if so, provide details

Co you have any managed care or similar arrangement with any health funder/employer?

Mumber of bedsireatment stations applisd for / vaned / will be relocated.
Adult: gy Medical

i). Surgical

iii). Day
Paediatnc B Medical

i} Surgical

fiiy. Day

Other Specialized Beds.




TOTAL BEDS AFPLIED / LICENCED FOR

29 Number of treatment roams applied for:
General Procedure room/s

Emergency Room/ Resuscitation Room

3o Will you provide any outpatient services?
31 Number of medical staff 10 be empioyed.
MEDICAL ' DENTAL SPECIALISTS
(Specity area of
. - ) speciality) .
FULL TIME
'PART TIME ) - ~
a2 Number of nursing staff employed
~ T Registered = Student | Enrofled ' Enrotied ] " Enrolled | Enrolied
pupit assistant | pupil
l, h - assistant
l FULL TiME j
" PARTTIME | I

33 Other full-time registered staff employed. i any, specify

34 Other part-time registered staff employed If any, specify

35 Do youw intend to do nursing training in basic and post basic courses? If yes, specify
details of professional organization accreditation {e.g. SANC, HPC etc)




aA. Supplemantary health services parsonnal

1. Adminisirative personnel
). Management
Wiy General assistant/s
i Maintenance staff
37 Provide a map indicaling the drainage area as well as an indication of att other health

care establishments (public and private} in the drainage area.

{Use separate sheet and attach as addendum ta this application)

38 Provide a capy of your feasibility study. f 2 copy has not been pravided, give reazons for
this
39 Provide detailed reasons in accordance with the critena as set oul in Regulation 14 {1) {i)

to (x} as lo why this application should be approved

(Use separate shest and atiach as addendum o this application)

44 Any other infermation deemed necessary for this application.

{Use separaie sheet if necessary)

| hereby certify that the above particulars are true and correct.

Place

Date

Office/Position held

Signature

10



FORM 2
PART B

APPLICATIONS FOR VARIATION OR EXTENSIONS TO EXISTING
ACUTE AND SUB-ACUTE PRIVATE HEALTH ESTABLISHMENTS

{Te be completed by applicants applying for variation to their registered private heaith

establishment)
13 Name of private health establishment
2. Physical oddress
3 Erf no:
4. Provide applicable details of applicant.
Title: Initials: Surname:
Company: TrustiCC:
FPostal Address:
Office Phone: Fax:
E-mait: Emergency Phane;
5 Registration number of campany or close corporation.

"



¥

Applicable details of service provider

Title: initials: Surname:
Company: Trust/CC:

Postal Address;

Office Phone: Fax:

E-mazil: Emergency Phone:

12



ACUTE PRIVATE HEALTH ESTABLISHMENTS
{This section must only be completed by applicants applying for a variation /
extension to an Acute Establishment Registration)

7. Attach & copy of the exishing licenses cenlificate as an addendum Lo Lhis application:

FORM 2

PART B

Number of beds/reatmant stalions applied for

" Type of beds,
theatres, units,
moms

Existing services

New services

Variznce

Adult medical beds

Adult surgical beds

Ohstetric beds '

" Adult ICU beds

Neonatal (CU beds

Adult High Care beds

Pedialnc beds

Day beds

BEDS

TOTAL NUMBER OF |

‘Mmnor theatres

[ "Major theatres

First stage rooms

| Delivery rooms

_Emrgency_ units

Resuscitation reoms

Lazer units

Cath iabs

Haemadialysis unit

r"]f’racedur\e rooms

13



Mumber of theatresitreatment rcoms applied for
Minor theatre

Major theatre

Cardiac Theatre

Cardiac Catheterizatian Labaratory

General Procedure racm/s

First stage rooms

Oelivery rooms

Other Specialized Units/Suites:
{i.e. Emergency, Endoscopy etc.)

Unit Name

{1 Raom Name Tatal.
2} Roam Name Total
{3 Room Name Total:
{4} Room Name: Tatal:
(5} Room Name: Total:
{8) Room Name: Total:
{7) Raoom Name: Tatal:
{8) Roam Name Total:
{9 Room Name; | Total:
{10} Room Name: Total:

Provide detailed reasans in accordance with the criteria as set out in Regulation 14 {1) (i}
ta (x} as to why this application shouid be approved.

{Use saparate sheet and attach as addendum to this application}
Have there been any structural and/or functional changes in patient accommodation
during the current year?

{Use separate sheet if required and attach as addendum to this application)

14



11, Number of nursing staff employed at the date of application.

T Registered | Student | Enrolled = Enrolled ' Enrofled | Enrolied
pupil assistant - pupll
o R . assistant |
FULL TIME
" PART TIME ) ‘
i -
12 Number of medical practitioners employed at the time of application
T MEDICAL DENTAL SPECIALISTS |
(Specify area of
_ ) - | o speciality} ‘
" FLILL TIME
PART TIME -

13 Cther existing full-time registered staff employed. if any specify.

14 Other part-time registered staff employed, if any specily

¥ hereby certify that the above particulars are true and correct.

Place

Date

Office/Position held

T

Signature

15
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148

17

18

19.

FORM 2
PART C

SUB- ACUTE EXISTING PRIVATE HEALTH ESTABLISHMENTS
(This section must only be completed by applicants applying for variation /
extensions to Sub -Acute Establishment Registration)

State what service you wish to varylextend (12 step-down. sub-acute, rehabilitation,
lang- term, hospice, convalescent)

Do you belong to a guality assurance group? If so, pravide details

Do you have any managed care or similar arrangement with any health funderfemplayer?

Number of bedsfreatment stations apphed for

Adult 1 Medwcal
i Surgrcal
iii] Day

Paediatric b Medical
i1 Surgical
i) Day

Other Specialized Beds:

TOTAL BEDS APPLIED FOR

Mumber of reatment rooms applied for:

General Procedure room/s

186



Ermergancy Room! Resuscitation Room

19 Will you provide any cutpatient services?
20, Number of medical staff to be employed
MEDICAL DENTAL T SPECIALISTS
{Specify area of
, ~ : speciality)
CFULL TIME
[ PART TIME I
L ! ~
22 Number of nursing staff employed
Registered | Student ['7'§rl—rc§led Enrolled | Enrolled Enrolled
pupll | assistant pugpli
] B - assistant
FULL TIME ' i i
¢ PART TIME I R i ;
. L , L _ l

23 Other full-time registered staff employed If any specify

24 Other parl-time registered stalt employad. It any specify

25 Do you intend to do nursing training in basic and post basic courses? If yes, specify
detsils of professiongl organization gecraditation (8. g SANC. HPC elc)

26 Supplementary health services personnel
i) Adminisirative personnel
i}, Management
i, General assistant/s
). Mainlenance slall

17
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29

34

3

Provide @ map indicating the drainage area as well as an indication of all other health
care estahlishments (public and private) in the drainage area.

Use separale sheet and attach as addendum {o fhis application)

Provide a copy of your feasbility study. If 2 copy has nat been provided, give reasons for
this.

Frovide detailed reasons in accardance with the criteriz as set out in Regulation 14 {1} {i}
{o {x} (2} as lo why this application should be approved.

(Use seperate sheet and atlach as addendum to this application)

Whal was the average bed occupancy rate and average length of stay for the previous
calendar year?

What proportion (%) of patients were discharged from the establishment in the last
calendar year?

1 Less than one week

H). Maore than three days but less than one week
iii}. One to three manths

). Mare than three manihs

vl Mo potential for discharge

What proportion (%) of admissions were re admissions within:

{a} 3 months
(b} 6 months
{c) 1-yaar

What proportion (%) of patients admitted over the last calendar year wers.

il. Post-surgical {requiring traction, drainage,
or wound care?)

Hy. Fast-medicai illness (e.g. stroke) or
requiring low-grade medical interventions
{rehydration. IV, antibiotics, oxygen)

fir. Chronically disabled {mental. physical —
a.g Dementia. hemiplegic)

. Terrminally ill (end stage)

W), For respite care

vi). Other general rehabilitation

wii}. Fatients admitted instead of acute

hospitalisation for an acute fliness, injury or

i8



exacerbation of a disease process

wiii}, Patients requiring nursing care of low intensity
wha are likely to remain for a iong period of ime
ix}. Othar

34 Of patients discharged aver the last calendar ygar, what proportion (%) were discharged:
{not to be filled In by hospicas)

i Directly home
i), Other community-based facility
i}, To a haspice
fiv) Other
35. number of fulltime and part-time nurses at the establishment at the time of application.
[ Category of staff | No. of personnel Full-time | Part-time
{a) Professional Nurse
; (b) ENA _T - - -

{c) Enrolled nurses

{d} Care warkers

*Care workers are workers who deliver basic support and assistance and who assist with
activilies of daly living and who are not registered wilh the SANC.

386 Does the establishment provide services rendered by other professionals?

Mark FIT, PIT, SESSIONAL

Doctars (spe fspemfy)

Physm!herapnsts

|
b
L Ocr.:upat"onal therap!sis -

‘Speech and heanng therapists

-

t ¥-Ray Services (specify)

' Arrangemenis for a lat_ruramry seivicas for pathology services

| (specify) _
Medical specialists (e. g. orthopaedic surgeon, psychiatrists)

" Social Worker

Phamacist l

" Dietician

| Others (specify)

—

18




Ly
st |

(Tick the mest appropriate category)

Malf haurly

Hourly )

Betwean 1 and 4 hourly

Between 4 and 8 hourly

Between B and 24 hourly

‘Once daily

Between once daily and once weekly

Less than once weekly

ki

“'Oral antihiotics on prescrption

Intravenous medication

Urnary catherisation

Blood pressure monitonng

On average how often are your patienls assessed?

_Oxygen supply and suction

Are the following treatments provided at the establishmants?

YiN

“Ambubag

Electrocardiograph

Intubatian

" Defibrillation

’ Naso-gasliric feeding

k1Y

Of your last 100 admissions, what % were referred by

| ]

|

A private hospital

A private medical practitioner

A private practitioner other than a private medical pracﬁmioner

A public hospital

A residential facilty such as an old age home

" A welfare institution other than a residential facility

" A traditional healer

Directly by the farmy
rﬁveferred by self

Case manager {e.g. OA Care)

| Others (specify)

20



40. Do you provide any out- patient services?

Place

Date

Office/Positicn held

Signature

21



ANNEXURE A

FORM 3

CHECK-LIST OF DOCUMENTS THAT SHOULD BE SUBMITTED WITH THE

APPLICATION FORMS

DOCUMENTS
Mativational letter

peer -

Proof of payment

- Proof that the applicant has advertised in the relevant local paper -‘
the intention to build the private facility

Proaf of community endorsement of the project

A letter from the Municipality stating that the desired land has |
been granted and is suitable for the intended business

Feasibility study

" Business Plan

Proof of financial \}Via’b‘iﬁyg o

Human resource recruitment plan

B-BBEEF certificate and list of shareholders

" Community Involvement/social responsibility plan |

]




FORM 2
PART D
ACUTE AND SUB- ACUTE EXISTING PRIVATE HEALTH ESTABLISHMENTS

{This section must only be completed by applicants applying for
alterations/refurbishment to Acute and Sub-Acute Establishment Licenses)

1 Name of private haalth establishment

2 Physical addrecss

3 E«l no:

4 Provide applicable details of applicant
Title: Initials: Surname:
Company: , TrustCC:

Postal Address:

Office Phone: Fax:

E-mail: ___ Emergency Phane:
5 Is the facility currently licensed with DOH: Yes No___
53 H yes, provide current ficense number:

23



T Diescribe the proposal to alter/refurkish the building

f Stale what area you wish to alterf refurbish {i.e inside, outside, roof flcor, and lifts)
9 Indicate with X units/depatments that require alterationsirefurbishment.

I Medical

ii. Surgical

Hi. Paediatric

V. Maternity

v Thaatre

Vi, icu

wii. Casualty

wiil. Pharmacy

ix. Kitchen

X Laundry

Xi. Others

I hereby certify that the above particulars are true and correct

Place

Date

Name Signature



ANNEXURE A
FORM 4
DEPARTMENT OF HEALTH: PROVINCE OF THE FREE STATE

APPLICATION FOR REGISTRATION AS A PRIVATE HEALTH
ESTABLISHMENT IN TERMS OF PROVINCIAL PRIVATE FACILITIES
LICENCING REGULATION OF 2014

The Head of Health
Private Bag 227
BLOEMFONTEIN
9300

Application iz hereby made for the registration of the following “private hospital / unaltached

Operating-theatre unit, details of which are supplied below for the year ending 31 December

{d) Name of privale hospilalfunatlached operaling-theatre
amdt. .

2 Siluation of premises {street, locality, town} . . L
3 Name and postal address of registered owner of the property (premises) ... ... ... ...

4 Name and addrass of praprietar (in the case of a company or association, its nominea)
who will be conducting the *prvate hospital/unattached pperating-theatre unit.. . .

5 Mame and address of the medical practitianer or registered nurse and midwife who will
be incharge . ... s e

6 {if 3 medical practitioner will be in charge, name and qualifications of the registered
nurse and midwife who will be in charge of the nursing servlees . ... . ..

7 Name and alizcation of beds available for patienta (5e2 notes below) .

T

‘ - ) Gen&ral_ ) Méimimy [ Infectious | Others Total
. f |'  diseases | {specify) i
White....... . I ' 3 -
Non- ' [
 white___.. ; 1
B Mumber of
{e) Operating theatrBS . o

(b)Y DRIVERY TOOMS ... it i e e

25




8 Changes in the patient accommodation/beds available during the current year, if any
(specify} .

10 Numbers of registered staff *employed at date of application/to be empicyed at date of
new registration appled for

. P ey

! o Practiticners Murses
o N _. Medical _ Dental Registered  Student
!_Fuﬂ-téme,,, Whte. .. o ]
f B Non-white . | - i L _
| Pari-time.... . . White _ . ; j B L .
| Non-white f o J B .
) Number of full-time enrolled nurses *employed at the date of application / to be
employed at date of new registration applied for:
| Enrolled I Enrolled Enrolled T Enrollad pupil |
‘ MNurses studdent nursing nursing 1
. o nurses assistants ' assistants
Full-time TWhite,, .. T | .
| Nonwhite. | j o T _

{q} Other full-time registered staif employed {if any) (spacify)
13 Other part-time registarad staff employed (f any) (specify) .

14_ if the khospital is ecognized by the South African Nursing Council as an approved
traimng schoof for nurses, midwives or enrolled nurses or enralled nursing assistants
{a}

| General nurses Midwives Enrolled nurses . Envolled nursing
} _assistants

o |
I l

a

] L
|- % -+
| | |
z -
| ! |

{b) If the hospital is  ecognized As an approved training school for one e mere of the
categories of nursing staff referred to in subsection {a), the following infermation
should also be given:

,;'Ea[e;g—lzzw ' Number of registration or Date of issur
enrolment certificate issued by
the SANC

{1} Student general

_Urses... .. .. S
{i1) Student

midwives... ..
{iiiy Pupil ) ' ,
NUrses. ... .
(iv) Pupil nursing

28



| assistants. . ..

Registraticn with the SA Nursing Councli {specity):

Number of
original

certificate |

Cate of issue

Annual registration

Receipt number | Dale

| Cther trained staff, excluding person in controf:
{i) Registered nurses/midwives:

MName

Guoalifications

Number of
original
certificate

Date of issue

Annual registration

+ Receipt

Date
number

|
[

iy Enrclled nurses . L

Total

{iiry Enrolled nursing assistant .

Total.

15, Arrangements for the training and teaching of each of the fallowing categories, as

applicabie:

th} Student nurses .. ...

(i} Student midwives .. . .

(iit) Pupil nurses... ... .,

{iv} Pupil nursing assistants

27




| heraby certify that the above particulars are true and correct

Signature of proprietor

N.B -if available space is insufficient, attached separate scheduls.
Naotes:

{a) "Words designated by an asterisk to be deleted f not applicable

(b This farm is to be used for the first and every subsequent application for registration
| Hlem 7 The numbers of beds, cribsfeots actually available for accommodating patients
are {o be stated, but these exclude -

= all trolleys.

= all waiting. preparation, first stage and labour rcom beds and cots in maternity

uniis;

« the recovery trolieys and recovery beds of an operating-theatre unit of a private
hospital, but not those of an unattached operating-theatre unit.

ANNEXURE A

FORM 5



CHECK-LIST OF DOCUMENTS THAT SHOULD BE SUBMITTED WITH THE
APPLICATION FORMS FOR RENEWAL OF LICENSES

| DOCUMENTS TICKS

Proof of payment for renewal of license

Spreadsheei of monthly bed occupancy and theatre utilization
(time) data of previous financial year

Proof of Registration with relevant statutory bodies for all health
care professionals employed by the hospital e nurses,
pharmacists and therapists

Proof of registration with relevant statutory bodies for health care
professionals not employed by the hospital i.e. doctors and
therapists

'B-BBEE Cerificate

 Liability insurance
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Annexure C Assessment tool

Subgriterln  [Subedteria) Adjudlestlon | Criteria |Togad score for
Criteria Subs eriteria emre weight SLOFE wniﬂ!t_t___ criterla Explanatory notes on welghting Adudicatlon rotes
1.1 Arcessible 10 the omadvavtage 4= Beds « nats o proemce an:d dine 3 deds
. < NI N proinice only 3= Bets = aoem (o the | Assess 1o what entent secvices aro
rommunities and chenges 12 poasriates ) o K
rror e equtt Jble serlenies through provinge but « aormde desteict & Tawn }*Beds avallable against the pravineial
attdressing rzcial, gender, sconom t any =R N prakiiee B Distrie bl < noemoin alfardabile plan with wicghts towards
] . inwn OxBeds = nerno meessieee, diviney & peripheral distribution - Use 105a) beds
geoyraph 't based heslth inegualilies )
1: Ceniribute 1o equitalde distrition ef hyeaith N i o) 1 R Tuwn inline with NHI approach
B0 zppruved and impfemenied, 3¢ 100 Evaluale the poteatial of a¢ed to support
1.2 Aelative arca develapment and growth approved and novse o vss ol belng private facllitlos by lopking at the
patential hetplemeated, &= 101 availzble but not appgved Intergeited Development Plan
2 4 10 Vaiplerneniteed, O IDP not availalle 111
5z applied keds <rasm o the preovinge fare
1.4 Target popwlabians to bie seneed {age, adults, chilaren and materntiy, 3 Applicd beds PEniure sulficient acuve beds lor adutes,
taompositlen, geades, totioronmnemic < rarer for gither aduls s childien or materniy, [ohlldrens and pregnant women as well a5
conditlans b= Applird brds » noem [or aculic, ehnideen or [beds for 18, sental heaith rehab and old
2 5 1a MuIlErmity age available
1.4 Later bo underserved tivaith needs in L . Applicant stioutd show how will they
b Ploito oeatg aceess & aa plain 1o e reate treate dceeis for the calchment
1he area - 3 4 14 deLkEY prop lation
B 5 1 3135 i
Frsure an apprapriate mie of beds for
2. Promiate balanced distribuilon of hospital 2.1 AN ppiopdate mix ol pueliz and Sz privale beds < 20%, & = prwvate beds < 258 |Insured and wninsured paiulation with
types in planned areas private hralth care servizes, 3 private beds < 30%, 1= grivate bads <3%9%. 1= emphasls on providing equity to aooess
L h ] private beds © 0%, 0 private hods » 40K of servlees
Sz Total puklic & orivate beds per hopitabyype | Evaluate IF progossl weuld allow for
< provinoat nomod s 1p2al pubho & privete in |sufficient services by using the 1otal heds
2 3 Prurnuie aptimal use ol spare Lapatity e disteict « prowineigl narm 4 ozl putdiz & [available In the pravineeddistriet
Ter rasin tlal hewlgoessablishmens priwate bedy In sukdintrizy < provincial aseen
0= ioiaf pubhc B private beds insubdistrice =
H 9 1 provincial posm
= Nanility 1ype in geographic died acring  |Eair distribution ol Lhe propesed facllity
UQH kealth plin 3= Faclhty type lacking in te |1g relation te existing same hospital
distriey, s sulthizisnt dacllyy tyze 0 the distriet |graup or another hospital
13 Promote the approptiate or apticndl lpublie/Privatey. - Enyisaped faciity ot
mix ol heds distribubion. the area where there |5 need for more
faclililes acconding o the ROH plan,
appilcant muit scare masimum paint af
— . 1 i 4 5 _
2.4 Tale dintribution of e proposed Higher welghling yu proposed Facilities In
facility in redation 3o eaisting same the mofe renate areas- have (0 balance
ltua;;):.ul group or anpkher I‘EIISEIE,:’]L &= 1 kmar nase, 4 Gll-99kh, 1=30- Gkm, against service demand and Fificlongy
) 1 4 5 221570k, Y= 10 1R%m, O= Less thar 10 km
) " 1 50 o
1 ﬂu[deznru{ diseae | n-p'mﬁmlnlnglcnlj & 5= pzlizd verace gap existin distire: 3= Measure if propasal will clowe an eeisting
3: Service (s} demand demographic chazacteristiry o the Applivd Lerdos EIR Bxist in prowiace 0= No service pap
poeulation e be seovend 3 5 -

service yapt ot apphed service




[beds In the catchment populadion.

A2 Burreint beds and vwe willirasiun of

S Average Bed wtilisation rte of exisiting
putthe & private danilities » 50%, 3s dverageo
BUS of existing pubdic & private facifinies 10-
BO%, O~ Average BUR in public & private

Qs wtlllsatlon In 2 sopulation indlcats
demand lor beds wher under ukillsation
Indicate that there 1+ a gwer supply of
beds

7 5 10 Facititees <T%,
b= apalied seraces will aswstn reduction of
3.3 Murbidee wimd sanaling pan wl soe natronal priarity mortakily ates 3= Applied Application must also address mornrality
capulation in the rathment area LErwgns vill Jgu[ in redechon af bacal ans morlidity rate n the catchment
idantied prioriy moriality sates 0= appfied area
1 5 B services will not decrease mortabity rates
v 5
S~ Disinc admission rate »>50% dews than
praviacial norm 4 Distng admissign cale
4: Promote high quality services which are 4.4 Srrvice dekvery values >.!0‘)f. less than provisgial norm 3= d;-.xn:.': impact of apglicationan existing
acorssiie, cost efective and sale R admissitin rate < provinclal e 2= district poputation admissiar rates.
adimissigr rate oo than 109 highar than
grovincat norm 0 district adrmission are > 1086
| — 2 4 na fgher than pravic il ngrm
3= comprehenseve plan inckiding trands
4.2 15 therse a clindcal governance plan Jna&sh. fratent @EW managerent and jEnsure that there 8 2n anticipated
Quality wilh progosed climcat govermnee gavernanee phin
1 3 5 strugiuee
4.3 Informazion mansement gln monthiy data 1o OHYS 0= ra inferemsian Ensure thal there is 3 system of
1 4 B sysemplan supptying Infotmation the the DHIS
4 & Comgrehensive plan o carply with 3 tamprehensive plan aiteched how 1o A practive plan how the ansicipated
Nt mal case st andards cutipty wihth Netional core standards 0-No glan| facifity wauld comply with nosms and
i 1 5 4 hiaw 1o comply with Kotional core srandards | standards by the GHSE
_IS a5
5 Sed-to population ratlox and public-19- B
wrivate bed ratios In establishmants feeder % 1 A pubtlic-privete partnership |PPP| & pfanintfuded 1o partier to peovide serace -q!'ll!! preparedness of Faclity o pariner
ateas. and fn the surrounding health distrial, wenture to under served areas, f= Mo plar to address :"" DDT In providing rare 10 the
wreghor ard province e 1 4 5 ungerserviced areas e
it 5.3 srore 0 the weight In thh @tegory = O 4F
nod, wLore 5= Frowipcial and diskrics beds < Ensura Uhat there is sallicient capacity to
5.2 Application wil xlte s Bed to | provinnil narm, 4= Provinolal beds < 10% manage health noeds in firme with rhe
| pogulatian ratia in e pravinge abowe rpowinoal parms and Disinct bed < NHI or as an katetim measwre $o assist
provinclal notrn, 2=Provinild and District beds | the DOK to provids care required of
within 104 of proeircidl norms, = Proyincial | Eommunities
] ] 3 5 15 and District beds > 10% above proesiocia b nomms
% 3 applicstion will address bed to 5= provingial Insured beds < provingial nati 4= -
|wepitation gap i private sectar Dinstict insured bods < provencial narm, 3 Ensure that the bed need of insured
District iraeed hed < 10% above provincial patlents are met within the province/
ngirn = Provineial insured beds > 20% above  [distrlet with peomtios of district
provirelal netm 0= prownclal insured bed » distribution
- ? 5 n 3% above provind alnorm
L 150




G Transiormation gosls to promate of aduance
persans or Categaties of persoas deslgnated n
tenns of Employment Eyully Act, Broad Based
eronwic pmpawermant and other
transformation policles

.1 Shareholding hased avi prewiausly
ditadeantaged (POY groups

~Application will be seored according vo
thee fnstruenent in terms of Emplogment

— . 7 Y % G w50, 3= 30155 Oac LK Equity,
& 2reprewatation of FO e the - and
istdle manzgement S o0, 3. 10-ih%
A rew pntrank inip The e kel B 13 GETTw TR . O oLw uling
Y- sbrudiured angeng 2ccredite d bealth
7 Cantribution rawards National/Pravincial 7.1 Tralning, research and develapmant worker train g :’:'P‘:n_.m — -Applicstion must indlcate 2 broader
. Jweith o viene to the impeavensent of kealts ) ' straiegy In Huniis Resnoree Hoalth
piioritigs N . prepsed Hi glan Izplanned HR In-servloe
EL AW PR Y . o [HRHN plan and dewrlnpment.
1 5 & 1_r.xalnll1;, plar 0= ra training plan
A2 retearch and dewelogrieng witl g view S Planred jetearch unigfighnratory 3z -Application mosl indleate colabaration
Lo e frgzrovermen] of healih sevie Planmed sesistance 10 revearch 0~ no with tertlary Institutlon in resesrch and
dativory 1 4 5 snsicizated research drveloprient.
5= Planned scoial resg vmihility/onmmunicy
7.2 Social respe nsit:ilte Cammu ity activltias mfines waih national/gravinziil
Fragprrs | Prood of planmnd projecs b priorimes 3= Mlanaed socigh responsibi ity Flavned projeets mpst be in Bre with
suppet the commumity] Jrommunisy aglesities ather than nanonad aational/grovincial priacliles
proseaging 0 Ao planwed vocial raspons iy
i 5 Y community pevvities
14 15
8: remunstration of availability of human 8.1 Clear shills recrvitrrent plan Tor haalth “Applicatinn must provide 3 clrar
eerources and tralaing of health persannat piofessicnels > reciuliment plan provided 0=t reciultment, retention and skill
Pl ] 11 eeCruLimen) prlan davelopment plan
B2 List of decorsdspecialists and other ’ Ust of doctars fypecialist shgyld be
indegendeat bmallh praciitions L 5 "a S List praviced D= Mo bt orovided subisriltted
3.2 remeranuim of urderilanding aos ’
apgnint health woikers form Jha Applicant must rat Jolively ragrail
gragraphic areas working n the puphc personnel from piblic Yaciliiles within
sertor within & yeats lioin insurd aliconce two years perigd al belog lorsed.
A practicy N 5 B[\ = MO prowdad Qzo KAL)
% I




4. Flnanclal sustalnability

S= aueHe repanl of business plan submitted 0=

Budlied ininkanes plan from an
accredized company would assist n
ensurlng that the propased prodecy b

? i 10 Ho it sepert submitied Peaxable and sustalnable.
- _ 1 1 10 -
ToTAL ABIUBICATIGN SCIRE N iMaviTiam 4D0) 447
40
B Critezia 1 <3k 360

Sebminimum repchians

creterid S« 90

Total svur e <300

REQUIRED INFCRMATION

Srares 030 requres ;!;nng motivation by adwisony comemttee 13 the Heed af Department

Papulation per tows, subdistnet and
Higrie

Approved pravincaal health care norms
Insuied popndations per town, subdisirics,
chisteien

e divtribution by type and serdice
Drstanee fram ferilities

Inpatient admisions by seevizefbed,
Ao wilication

B BBEEE s1atus

Gther infotrmating

Stats 5N Population census midyear adjusimenss
Privaine il sy rwire ransiarmation plan

staty 5A Fopulatlan o fnsuy midyesr adjustrents
Pravncial facility database

App_ication form

Disirict healtn informatian system®

Distnict health inforrmation syslem®

M BBZEE sialus corificate

&5 per application

* Mlputdic & preate Tacilities musi
pravide monthly informatian as
pre eribed By the prav-noal head: Heahl






