Office of Principal ,Guru Gobind Singh Medical College, Faridkot.

No 2024/, JEG./...... DateBl./l../Q.y.{ ™ ot

Guru Gobind Singh Medicat «...cy, . Faiidkot

To Principal ~_ AR.JOffice Supdt. e

_ _ . Dae Branch S—
Environmental Engineer, i - ‘

Punjab Pollution Control Board, Dla.’)( P inciamicoenn Vtary Date_,_,_.__,«
Faridkot. ' o

Subject: Regarding Submission of Annual Report under Bio Medical Waste Management Rules, 2016
for the Period of Jan-Dec 2023.

Please find enclosed herewith annual report performa for the period ofjan-dec 2023 for your kind
information and necessary action please.

Encls:

1 Annual report performa (2 pages)
2 Attendence Sheet of training (46 pages)

3 Minutes of meeting (3pages) ' /
4 Accidental Report (1page) ’ /&) h\)x :

Principal
GGSMC,Faridkot
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[To be submitted to the prescribed authorit

From -IV

(See rule 13)
Annual Report

y on or before 30" June every year for the period from January to December of

the preceding year, by the Occupier of Health Care Facility (HCF) or common bio-medical waste treatment facility (CBWTF)]

SI.No [ Particulars - ]
1. Particulars of the Occupier ) ?oj_ L
| () Name of the authorized person (occupier DS “‘a}-@\ E%»wb
| or operator of facility) s AN . ,
L (i) _Name of HCF or CBMWTF C.G.5 M.C.¢ Ho»
;_g@ _Address for Correspondence C.6. 8. M.C2
L () Address of Facility (¢ ¢ M.C. ¢ Halia
| (i) Tel. No. Fax. No. _ O\bra-25i1
L (V) E-mailID s 6 amMeri@vabno. Corm ————
‘i | () URL of Website o.a.3 MCuo —
|_(i)__ GPS coordinates of HCF of CBMWTF 2. 6B A0 T MTEE.
l; | (i) Ownership of HCF of CBMWTF (State Government of Private or Semi Go)v({. or ir;y 0;’;;’; 53k
i | (iv) Status of Authorization under the Bio- Authorization No. &MW/JO‘-M/ FPK]3033]
3 ? Medical Waste (Management and
{
? | Handing) Rules. Valid up to....%x\,\k&}.?.’:.-i ........ 2 | )
(v) Status of Consents under Water Act and Valid up to: p y desh— ll 2120
l‘. Air Act. A 31 \n\2oru W —
2 | Type of Health Care Facility
; | () Bedded Hospital No.ofBeds \o6AAS
s \ 1 (i) Non-Bedded Hospital
| (Clinic or Blood Bank or Clinical Laboratory or
i | Research Institute or Veterinary Hospital or
| | any other)
\ (i) License number and its date of expiry.
[ 3. | Details if CBMWTF NA
'\ ()  Number healthcare facilities covered by N/A
‘ CBMWTF :
1 | (i) No. of beds covered by CBMWTF NJA o
; (i) Installed treatment and disposal capacity g per day
; {, of CBMWTF NIA e
: (iv) Quantity of biomedical waste treated or INYE ay
o ‘, disposal by CBMWTF g
Quantity of waste generated or disposed in Kg Yellow category: \4 3 s6 - &5 ; 4G
per annum (on monthly average basis) ! 23224924
Red Category? WWbhoR 035
- White: N\A-£19
Couwid\a- 2032929 Blue Category: no32 B 4
General Solid waste

Details of the Storage , treatment, transportation, processing

51 i&aﬂg&
and Disposal Facility

(i) Details of the on-site storage facility

Sze * 30fF -yginchesx 19 pF Usimcher

Capacity: ~NA

| : i

Provision of on-site storage : (cold storage or any other
provision) -4
(i) Disposal Facilities Type of treatment No  Capacity Quantity 1
Equipment of Kg/day treated or i
Units disposed |
In Kg per §
Incinerators Nh - |
Plasma Paralysi ouwtauhce w
Autoclaves - W :
Microwave M)S waed wwﬂ&‘w 7
Hydroclave | pf ot
Shredder
Needle tip cutter or ahdh annd \PARN
destroyer * o
Sharps

encapsulation or
concrete pit
Deep Burial pits:
Chemical
disinfection: a—

Any other treatment NN

——

NA

equipment;
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authorized regyclers aftey/e‘e;ﬁ;ne;?i\;] ké . "NV valsyuly WinG piasuy, yiass G,
per annum
b ‘ .
(iv) No of vehl.cles used for collection and
transportation of biomedical waste. W TMLJ
(V) Details of incineration ash ang BiP Quantity Generated Where disposal
sludge generated and disposal during
the treatment of wastes in Kg per Incineration A
annum) Ash N
. ETP Sludge i
(vi)  Name of the Common Bio-Medical | : A e2jpa % MAOJ
\
Waste Treatment Facility Operator 2 k s for X LXD
through which wastes are disposed of ™S Mek Shore g0l Q; ,
A gdowal Ten \ddagkalAt
_ UA%& o R ey v e
(vii)  List of member HCF not handed over | - '
bio-medical waste. N A
Do you have bio-medical waste management | :
committee? If yes, attach minutes of the Yeli Q_;_-kad'ui
: meetings held during the reporting period.
1. Detail trainings conducted on BMW
i (i) Number of training conducted on BMW ' \« ¢
Management. .
(i) Number of personnel trained : A33
r (iii) Number of personnel trained at the time 'S Q
of induction :
i (iv) Number of personnel not undergone
any training so far. —
] (v)  Whether standard manual for training is ‘
available ? o Yk
\ (vi)  Any other information)  MNA
Details of the accident occurred during the |
year
0) Number of Accidents occurred

(i) Number of the persons affected

b Mo o) AeCdod R,

(iii) Remedial Action taken (Please attach
details if any)

(iv) Any Fatality occurred, details.

el
9. Are you meeting the standards of air Pollution

4 from the incinerator?. How many times in last - NR
year could not met the standards?
Details of Continuous online

emission 7 PR et N G
monitoring systems installed

10. Liquid waste generated and treatment 5 Sourbe W wary, |
methods in place. How many times you have i ‘ Tak o :
J_not met the standards in a year. TP (Sorsesp qopotmert ot 3
1. It the disinfection method or sterilization R R e O L
’ meeting the log 4 standards? How many times A '
you have not met the standards in a year?
12. Any other relevant information

| (Air Pollution Control Device attached with the incinerator.)
Certified that the above report is for the period from '

Date: .3\\\\3_.5;\4 Name and Signature of the Head of the Institution | i
Place: \;NC\LW

]
-

m

el P e
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FORM -1
| (See rule 4(o0),
S(i) and 15 (2)]
ACCIDENT

REPORTING
e Date and time of accident :

*  Type of Accident :
e Scquence of events leading to accident :

e Has the Authority been informed immediately :

* The type of waste involved in accident :

* Assessment of the effects of the
accidents on human health and the environment:

e Emergency measures taken :
e Steps taken to alleviate the effects of accidents :
*  Steps taken to prevent the recurrence of such an accident :

* Does you facility has an Emergency Control policy? If yes

give details:

PO L 0§ (ks -Signature

‘h
......................... w

Place: QQ\Q\;\&M S

Designation

----------------------
.
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