FORM 1V
\ ANNUAL REPORT

[To be submitted to the prescribed authority on or before 30th June every year for the period from
January to December of the prece(ﬁng year, by the occupier of health care facility (HCF) or
common bio-medical waste treatment facility (CBWTF)]
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(xi) Status of Consents under
Water Act and Air Act

Validupto: M agew 201\

Type of Health Care Facility
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(i) Non-bedded hospital (Clinic or
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Details of CBMWTF
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disposed in Kg per annum (on
monthly average basis)

(*Interpretation — Month wise and Total
Annual Quantity)

oAl Ket e Dase

Yellow Category: el
Red Category: %LQ\ ;(C;
White: ] \

2%, € 'k
Blue Category :

oot Nevecrmee 1020

‘\\L\ | ks

et

General Solid waste:

g\)N N\ \'Y\QN?}\L\T A.\)EQA&G;




(i) Details of incineration ash and
ETP sludge generated and
disposed during the treatment of
wastes in Kg per annum

Quantity Where
generated | disposed
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(i) Name of the Common Bio-
Medical Waste Treatment
Facility Operator through
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(iii) List of member HCF not
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(vi)  any other information)
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(iii) Remedial Action taken
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(iv)  Any Fatality occurred, details O
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11. Any other relevant information (Air Pollution Control Devices attached with
the Incinerator)
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