[image: ]
Prequalification of Medical Suppliers Questionnaire

I. Business Information 
1. Name of company
a. Year established: _________________________________________
b. Form of company: ________________________________________
c. Legal status: _____________________________________________
d. TIN number: _____________________________________________
e. License/Register Number: __________________________________
(attach copy of all legal documents and certifications) 
2. Address: 
a. Physical Address: _______________________________________________
b. Mailing Address:________________________________________________
c. Telephone: ____________________________________________________
d. E-mail: ________________________________________________________
3. Please attach the company organizational chart.
4. Type of activity carried out by the company
· Manufacturer
· Wholesaler
· Branded products
· Generic products
· Medical supplies
· Laboratory reagents
· Other products (specify)
· Other products (specify) 
5. Names and addresses of international pharmaceutical companies, parent companies and/or subsidiaries and associated companies with whom there is collaboration or joint venture, if any:
	Company
	Address

	
	

	
	

	
	

	
	


6. Employees: 
a. Total: _______________________________________
b. Management: ________________________________
c. Operations (storekeeping): _______________________________________
d. Sales Administrative Others (specify): ____________
7. Do you manage the receipt and storage of goods and maintain warehouses directly?  Please provide the locations and size of the warehouses.
	Location (City and Country)
	Type of Goods Stored
	Size (square meters)

	
	
	

	
	
	

	
	
	

	
	
	



8. Capital value of the company (specify currency): ____________________________________
9. Annual sales turnover in the previous three years. 
	Year
	Annual turnover
	Domestic sales
	Exports
	Imports

	2016
	
	
	
	

	2017
	
	
	
	

	2018
	
	
	
	



II. SOURCE OF PHARMACEUTICAL PRODUCTS
1. Do you manufacture any medication that you market? 
 YES  NO
2. Do you import any medication that you market? 
 YES  NO
If “Yes” attach a list of pharmaceuticals and/or raw materials manufactured/distributed by foreign companies and marketed by you. Please give the names of the companies. (Attach a copy of all the latest import documentation and supporting reference documents)
	Foreign Partner
	Status
* manufacturer, wholesaler, distributor, other
	Address
	Contact information
	Products

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



3. Do your foreign partners have GMP certification?  Attach GMP certificates if any.
 YES  NO
4. Indicate if your foreign suppliers have other types of certification:
Attach copy of all certifications for your foreign suppliers
· ISO: type of certification:_____________________________________________________________
· Good Manufacturing Practices (GMP)
· Good Distribution Practices (GDP)
· WHO Certification Scheme
· Others (specify)

III. QUALITY INFORMATION 
1. List names of all quality certification that you have?  Attach copy of all certifications
a. _______________________________________
b. _______________________________________
c. _______________________________________
 
2. Do you maintain your own quality control laboratory? 
 YES  NO
Number of specialized personnel working in your quality control laboratory (excluding administrative personnel). 
· Pharmacists: ____________
· Chemists: ______________
· Others: ________________
3. List names and addresses of quality control laboratories used in addition to or in lieu of your own laboratory.
a. _______________________________________
b. _______________________________________
c. _______________________________________
4. Are control samples of each batch retained? 
 YES  NO
5. Do you have written procedures for cleaning, maintenance, fumigation, etc.? 
 YES  NO
6. Do you record the training of your employees according to a training program?
 YES  NO
7. Do you have a written recall procedure?
 YES  NO
8. Do you have a written procedure on how to deal with complaints?
 YES  NO
9. Provide more details on procedure on how to re-certify the batch system for quality assurance of the imported drugs?
 YES  NO
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
Name and title of the authorized person (s) responsible for batch management:
a. Name: _____________________________
b. Title: ______________________________
c. Experience in pharmaceuticals: ___ years
10. Name and qualification of the head of the Quality Control Department: 
a. Name: _____________________________
b. Title: ______________________________
c. Experience in pharmaceuticals: ___ years
11. Indicate if you perform quality tests routinely: 
 YES  NO
Provide more details:
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
Are all quality control tests performed internally?
 YES  NO
If “No,” list tests performed by external laboratories:
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 
12. Do you carry out inspections or quality audits for your foreign suppliers?
 YES  NO
13. Do you have copies of all lab certifications and inspections or quality audits of your foreign partners who are your suppliers?
 YES  NO
(attach copy of all documents and certifications)

References


Please provide at least 3 contacts to the INGOs/UN agencies (preferably) that could provide RI wit references about your company:
Reference 1:

Name ______________________________________________
Organization ________________________________________
Designation _________________________________________
Phone number ___________________________________________
E-mail address_______________________________________________

Reference 2:

Name ______________________________________________
Organization ________________________________________
Designation _________________________________________
Phone number ___________________________________________
E-mail address_______________________________________________

Reference 3:

Name ______________________________________________
Organization ________________________________________
Designation _________________________________________
Phone number ___________________________________________
E-mail address_______________________________________________
CERTIFICATION


I, the undersigned (full name of the person responsible) 

Name ______________________________________________

Designation _________________________________________
[bookmark: _GoBack]Hereby declare that all the information given above is true, and I take the full responsibility for all consequences that might arise from false or erroneous information. If required, I will cooperate with any official of MRCA and representatives of the donors in making additional personal inspection of manufacturing facilities and records. 


Name ______________________________________________

Designation _________________________________________

Signature ___________________________________________

Date_______________________________________________
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