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OUT-PATIENT CENTER QUESTIONNAIRE
NAME & LOCATION
	Country
	     

	Out-patient center name
	     

	Address (street number, street name)
	     

	Complementary address (P.O. Box, ...)
	     

	ZIP code
	     

	City
	     

	State/Province/County
	     

	Phone number 1 (include country/area codes)
	     

	Phone number 2 (include country/area codes)
	     

	Fax number  (include country/area codes)
	     

	Email Address 
	     

	Website 
	     


DETAILS

	Opening Days 
	 FORMCHECKBOX 
 Monday 

24h open :  FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO
 FORMCHECKBOX 
 Tuesday 
24h open :  FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO
 FORMCHECKBOX 
 Wednesday 

24h open :  FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO
 FORMCHECKBOX 
 Thursday 

24h open :  FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO

 FORMCHECKBOX 
 Friday 

24h open :  FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO

 FORMCHECKBOX 
 Saturday 

24h open :  FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO
 FORMCHECKBOX 
 Sunday 

24h open :  FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO

	Languages spoken 
	     

	Specialty 


	 FORMCHECKBOX 
  General Medicine
 FORMCHECKBOX 
  Specialist: which one      
 FORMCHECKBOX 
  Dentist 
 FORMCHECKBOX 
  Diagnostic Center 
 FORMCHECKBOX 
  Laboratory : types of lab tests i.e. blood/xray/cardiogram etc      

	Equipment available (i.e X Ray/CT Scan/Halter monitor etc)
	     

	Beds available 
	     

	Overnight beds available 
	 FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO

	Additional Comments
	     


	This questionnaire has been filled out by
	     

 FORMTEXT 



 FORMTEXT 


	Last Name/First Name - Position 
	     

	Email Address
	     

	Phone number (include country/area codes) 
	     

	Date questionnaire completed
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