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INTERNATIONAL ASSISTANCE GROUP  HOSPITAL QUESTIONNAIRE

	This questionnaire has been filled in by
	     

 FORMTEXT 



 FORMTEXT 


	Name 
	     

	Position held 
	     

	Email 
	     

	Phone number 
	     

	Date of completion of questionnaire 
	     


	Contact
 

	Ownership
	 FORMCHECKBOX 
 Public  FORMCHECKBOX 
 Private

	Hospital Name
	     

	Address (street number, street name)
	     

	Complementary address (P.O. Box,…)
	     

	ZIP Code
	     

	City
	     

	State / Province / County
	     

	Country
	     

	Telephone 1
	     

	Telephone 2
	     

	Fax
	     

	Email
	     

	Website
	     


	Contact person for Assistance Companies



	Title
	 FORMCHECKBOX 
 Dr  FORMCHECKBOX 
 Mr  FORMCHECKBOX 
 Ms

	Last Name 
	      

	First Name 
	     

	Position held 
	     

	Department 
	     

	Language spoken by the Contact Person 
	     

	Telephone 
	     

	Fax                                 
	     

	Email
	     


	Specific Ownership




 FORMCHECKBOX 
 YES 
 FORMCHECKBOX 
 NO
Please specify specific ownership:      
The hospital belongs to a partner network 



 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
 NO
 

 

The hospital is in contract with IAG Paris or with IAG Member 
 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
  NO

If YES specify  FORMCHECKBOX 
IAG PARIS

 FORMCHECKBOX 
 IAG Member

If IAG Member please specify which member:      
	General Infos



Closest Airport:      
Closest Heliport:      
Closest Hotel:      
Year of construction:       

Year of modernisation:      
Number of beds:       

Ratio "Nursing staff /Patient" in Emergency Room:      
Single bed rooms 




 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
  NO

Number:       

Open 24 hour 





 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
  NO

Are the doctors available for house or hotel visits? 
 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
  NO

Private English speaking nurses available 

 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
  NO

VIP Department available 



 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
  NO
Spoken languages:      
	Medical Records World Health Organization Coding



ICD-09 Coding  FORMCHECKBOX 
 YES

 FORMCHECKBOX 
  NO
ICD-10 Coding  FORMCHECKBOX 
 YES

 FORMCHECKBOX 
  NO
No coding 
 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
  NO
Other 

 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
  NO
If other, please specify :      
 

	Accreditation




Name of the Accreditation:        

 

Accreditation obtained on:             

Reaccredited on:                          

	Emergency Services 24 hours




ICU

 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
  NO



 
ICCU 

 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
  NO
 



Neo natal ICU 
 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
  NO


 
Paediatric ICU
 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
  NO
Burn Care Unit
 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
  NO

 

	Emergency Services 




Average Number of Emergency Room visits per month:      
Emergency Medicine Specialists on call 24hour (number):       
Full time nursing staff with emergency service training (number):      
Ambulance services available (numbers):  FORMCHECKBOX 
 YES

 FORMCHECKBOX 
  NO

	Departments




Are the following departments available in the hospital/clinic or are external specialists coming to the Clinic to practice? 
 FORMCHECKBOX 
 Departments available in the Clinic/Hospital 

 FORMCHECKBOX 
 External specialists coming to the Clinic to practice

Please tick the box if you have performed the following procedures in the last 12 months 
Please tick the box if you have the ability to manage patients with the following conditions
 FORMCHECKBOX 
Anaesthesiology 





 FORMCHECKBOX 
Cardio Thoracic Surgery
         

 FORMCHECKBOX 
Cardiology






 FORMCHECKBOX 
Dental Clinic













             FORMCHECKBOX 
 Dental Surgery





 FORMCHECKBOX 
Dermatology

       

 FORMCHECKBOX 
Ear Nose and Throat      




 FORMCHECKBOX 
Endocrinology 

                 
 FORMCHECKBOX 
Gastroenterology
          




 FORMCHECKBOX 
General Surgery

             

 FORMCHECKBOX 
Haematology





 FORMCHECKBOX 
Haemodialysis 
                       

 FORMCHECKBOX 
Hepatology






 FORMCHECKBOX 
Infectious & Tropical Diseases 
 FORMCHECKBOX 
Internal Medicine





 FORMCHECKBOX 
Neonatology

             

 FORMCHECKBOX 
Nephrology






 FORMCHECKBOX 
 Neurology   
                  
 FORMCHECKBOX 
Neurosurgery
                   



 FORMCHECKBOX 
Obstetrics and Gynaecolog              

 FORMCHECKBOX 
Oncology






 FORMCHECKBOX 
Ophthalmology 

        
 FORMCHECKBOX 
Organ transplant





 FORMCHECKBOX 
Oro-Maxillo-Facial Surgery     

 FORMCHECKBOX 
Orthopaedics surgery 




 FORMCHECKBOX 
Paediatric Ward
                  

 FORMCHECKBOX 
Plastic Surgery 





 FORMCHECKBOX 
Psychiatry    
                        
 FORMCHECKBOX 
Psychology  





 FORMCHECKBOX 
Pulmonology
 FORMCHECKBOX 
Traumatology





 FORMCHECKBOX 
Urology


 FORMCHECKBOX 
 Vascular Surgery     

Comments:      
	Clinical Laboratory




Please tick the box if you have performed the following procedures in the last 12 months 
Please tick the box if you have the ability to manage patients with the following conditions
 FORMCHECKBOX 
 Open 24 hour
 FORMCHECKBOX 
Bacteriology 





 FORMCHECKBOX 
Biochemistry


 FORMCHECKBOX 
Blood Bank 

        




 FORMCHECKBOX 
Blood gases 
 FORMCHECKBOX 
Blood screening 

           

 

 FORMCHECKBOX 
Complete Blood Count (CBC) 

 FORMCHECKBOX 
Electrolytes 





 FORMCHECKBOX 
Haematology 


Comments:      
Organ transplant

 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
  NO

	Available examinations 



Please tick the box if you have performed the following procedures in the last 12 months 
Please tick the box if you have the ability to manage patients with the following conditions
Cardio

 FORMCHECKBOX 
 Cath lab procedures




 FORMCHECKBOX 
 ECG

            

 FORMCHECKBOX 
 Cardiac Echo 





 FORMCHECKBOX 
 Holter Monitor

       

 FORMCHECKBOX 
 Stress test 

Neuro

 FORMCHECKBOX 
 EEG 






 FORMCHECKBOX 
 EMG

Other

 FORMCHECKBOX 
 Arthroscopy 





 FORMCHECKBOX 
 Bronchoscope
 FORMCHECKBOX 
 Colonoscopy





 FORMCHECKBOX 
 Cystoscopy
 FORMCHECKBOX 
 ERCP 






 FORMCHECKBOX 
 Laparoscopy
 FORMCHECKBOX 
 Lithotripsy






 FORMCHECKBOX 
 Lungs scintography
 FORMCHECKBOX 
 Oeasophagogastroduodenoscope



 FORMCHECKBOX 
 Sigmoid scope stents
 FORMCHECKBOX 
 Upper GI ensoscope




 FORMCHECKBOX 
 Lower GI endoscope
	Equipment 



 FORMCHECKBOX 
Radiology






 FORMCHECKBOX 
CT Scan 





 

 FORMCHECKBOX 
MRI  






 FORMCHECKBOX 
PET Scan 

 FORMCHECKBOX 
 Decompression Chamber              



 FORMCHECKBOX 
Defibrillator 



 FORMCHECKBOX 
Diagnosis Ultra Sound Scanner        


 FORMCHECKBOX 
Doppler 


            
 FORMCHECKBOX 
 Incubators, how many? 

           

 FORMCHECKBOX 
Ventilators, how many?

 Comments:      
	Services


 FORMCHECKBOX 
Chemotherapy 





 FORMCHECKBOX 
Out patient Clinic 
 FORMCHECKBOX 
Pharmacy 






 FORMCHECKBOX 
Physiotherapy 
 FORMCHECKBOX 
Radiotherapy 

	Ambulance Services


  FORMCHECKBOX 
 External Ambulance Company 



  FORMCHECKBOX 
 Hospital owned Ambulances 
  FORMCHECKBOX 
 Resuscitation Ambulance 

	Fees/ Average cost 


Currency






           
 FORMCHECKBOX 
 Euro (€)

 FORMCHECKBOX 
 US Dollar ($)

 FORMCHECKBOX 
 Other, please specify:      
Emergency consultation 


     

Specialist consultation 


     
ICU Stay per day 



     
Standard room per day


     
Single-bed room per day


     
E.C.G





     
E.E.G





     
Echo





     
Ultra Sound Scanner



     
CT Scan




     
MRI





     
Oxygen Therapy (full day)


     
Theatre Fee (per hour)


     
Full Blood Count



     
Biopsy





     
Angiography




     
Appendicectomy



     
Coronary Artery Bypass Graft (CABG)
     
Your Clinic/Hospital accepts payment by Credit Card: 

 FORMCHECKBOX 
 Amex 

 FORMCHECKBOX 
 Visa 

 FORMCHECKBOX 
 Mastercard 

 FORMCHECKBOX 
 Other: please specifiy:       

Your Clinic/Hospital accepts guarantee of payments 
YES    FORMCHECKBOX 
 
NO   FORMCHECKBOX 

	Bank Data 


Payment procedures

 FORMCHECKBOX 
  Wire

 FORMCHECKBOX 
  Other, please specify:      
Account holder      
Bank Name      
Bank Address      
Account number      
IBAN      
SWIFT/BIC      
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