Assessment Form for ISSR Sleep Clinic Training Centre / Accreditation

Name of the Sleep Clinic for Assessment:

Location and Address of the Clinic:

Name of the Clinic Director / Chief Sleep Physician:

ISSR Membership Number (if applicable):

Qualification:

Contact Number:

Email ID:

Name of the Assessor:

Date of Assessment:

Type of Facility:
☐ Private Hospital
☐ Multispecialty Hospital
☐ Nursing Home
☐ Standalone Sleep Clinic
☐ Institution-based Sleep Lab
Number of Beds in the Facility (if applicable):


Clinic Infrastructure and Setup
1. Is the clinic registered with local/state health authorities?
Registration Number & Date: _________________________
Since When: _________________________
2. Details of Sleep Diagnostic Equipment:
Make & Model: _________________________
Type: ☐ Level 1 (PSG) ☐ Level 2 ☐ Level 3 (HSAT)
Calibration/maintenance record available? ☐ Yes ☐ No
3. Number of Sleep Studies Conducted Annually:
Diagnostic PSG: ______
CPAP/BiPAP Titrations: ______
Home Sleep Tests: ______
4. Years of Experience in Sleep Medicine Practice:

5. Formal Training of Clinic Director & Key Staff:
Where Trained: _________________________
Certificates Available: ☐ Yes ☐ No (please attach copies)

Facility Details
6. a. Size of Sleep Recording Room: _________________________
b. Number of Beds for Sleep Study: _________________________
c. Number of Sleep Technologists: _________________________
d. Number of Candidates Trained per Year (if applicable): _________________________
e. Is there a separate control room/observation area? ☐ Yes ☐ No
f. Is a lecture hall or meeting room available (for teaching centers)? ☐ Yes ☐ No

Technical and Clinical Capability
7. Are sleep technologists trained in AASM scoring? ☐ Yes ☐ No
8. Is the clinic following AASM guidelines for scoring & reporting? ☐ Yes ☐ No
9. Does the clinic have emergency management protocols (CPR, oxygen, crash cart)? ☐ Yes ☐ No
10. Are patients provided with written consent before tests? (attach sample) ☐ Yes ☐ No
11. Is regular backup and storage of PSG data maintained? ☐ Yes ☐ No

Academic and Research Activities
12. Has the clinic participated in research/publications? ☐ Yes ☐ No
Please provide details: _________________________
13. Is the clinic willing to participate in ISSR research projects or multicenter trials? ☐ Yes ☐ No
14. Has the clinic director/faculty been part of national/state conferences or CMEs?
☐ Yes ☐ No — Details: _________________________

Final Readiness
15. Are sample reports and consent forms ready for review? ☐ Yes ☐ No
16. Is the clinic interested in hosting workshops or CMEs? ☐ Yes ☐ No

Declaration:
I confirm that the above information is true to the best of my knowledge.
Date: ___________________     Signature: ___________________
Place: ___________________     Name: ___________________

