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	Relevance of the Protocol:

Visceral leishmaniasis (VL) / Kala-azar (KA) is a major public health problem in 34 out 64 districts of Bangladesh. About 10,000 new cases of KA are diagnosed annually with a mortality rate about 10%. This figure is a gross under estimation of real number of cases, because recent studies with active KA case detection indicated that the incidence rate of KA is many times higher than that has been reported by the ongoing passive surveillance, which has been carried out by the Directorate General of Health Services, Bangladesh.  Other factors, which may influence the KA case detection are; lower level of awareness about KA in the community and health care providers, and lack of specific diagnostic tool for KA in the local public health centre. 
In our previous study we have found that there is a lag of 4-8 weeks between onsets of disease symptoms and starting of treatment. During this time period the patient is a potential source for spreading the disease to others. Delay in diagnosis and treatment also may be associated with the out come of the treatment and with eventual complications of the disease. Introduce of active case detection by the local public health workers and by increasing awareness about KA in the community may improve this situation. 

KA treatment has been facing problems in Bangladesh. The only available drug for KA case management is Sodium Antimony Gluconate (SAG). In India 60% resistant to SAG treatment has been reported. Resistant to SAG has not been studied yet in Bangladesh although risk factors for SAG resistant such as treatment interruption and inadequate knowledge for SAG dose and duration of treatment among health care providers already have been documented in our previous study. Active case detection and management may facilitate to study the rate of resistant to SAG treatment, complications of the disease and treatment.
Introduction of active case surveillance by the local public health workers may decrease the direct and indirect cost to the patient, but it also may increase the program cost due to specific diagnostic reagents as well as due to increased percentage time of the health providers.

Successful completion of the present study will underneath the feasibility, favorable factors and constraints of active KA case detection and management empowered by the local public health personnel and community. If the improved diagnostic and treatment strategies as proposed in this study are found efficient and cost-effective, then it can be proposed for practice to the health policy planners of eventual Kala-azar Elimination Program.
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	Project Summary
Describe in concise terms, the hypothesis, objectives, and the relevant background of the project. Also describe concisely the experimental design and research methods for achieving the objectives. This description will serve as a succinct and precise and accurate description of the proposed research is required. This summary must be understandable and interpretable when removed from the main application. 


	Principal Investigator(s): Dr. Dinesh Mondal


	Research Protocol Title: Validation of an improved diagnostic and treatment strategy for Visceral Leishmaniasis  / Post Kala-azar Dermal leishmaniasis

	Total Budget US$: 25,000                    Beginning Date : 01/10/2007                     Ending Date: 30/09/2008

	Since the early eighties Kala-azar reappeared in Bangladesh after weaning the effect of DDT Spray. Lack of kala-azar vector control and neglected attitude to the PKDL cases over the years make KA one of the major public health problems in 34 out 63 districts of Bangladesh. Current passive KA and PKDL case detection and management is not sufficient to control the disease.  In our earlier study we found that the incidence of KA is many times higher than that reported by the passive surveillance, diagnosis and treatment is usually delayed by several weeks, treatment interruption is common, real burden of PKDL is unknown, community knowledge and practice is low about KA. So there is a need of an improved diagnostics and treatment strategy for KA and PKDL case detection and management to control Leismaniasis in Bangladesh. 
In the present research proposal we will validate an improved diagnostic and treatment strategy for KA and PKDL case detection and management. The study will be carried out in the two KA endemic unions in Mymensingh with similar incidence of KA according to the data of Directorate General of Health Services, Government of Bangladesh (DGHS). One union named Kanthal will be intervention area and another union named Mashakhali will be the control area. Two types of activities will be done in the intervention area: program activities and research activities. Program activities will include training of the health workers from the public health sub-centre for detection of suspected KA and PKDL patients by household visit, training of the respected persons such as Imams from each village in KA and PKDL awareness, and training of the Health assistant supervisor in performing rK39 dipstick test.  Suspected KA case will be defined by fever more than two weeks duarion with splenomegaly; suspected KA cases with positive rK39 dipstick test will be taken as probable KA cases; probable KA cases if undergo spleenic or bone marrow examination in the hospital and become positive for L. donovani parsite or are positive for L. donovani parsite DNA in peripheral blood buffy coat will be defined as Confirmed KA cases. PKDL will be confirmed by Slit Skin Examination with the participation of an expert from BSMMU, Dhaka. Program activities such as sensitization of the community and local public health system and active KA and PKDL case detection will not be done in the control area. Research activities will be carried out with the patients from both control and intervention areas in the Thana Health Complex. Trained Field Research assistant (FRA) will collect socio-economic data of the patients, disease history of the patients, direct and indirect cost to the patients and information regarding pharmacovigillance during patient’s treatment in the hospitals. All patients will be followed up to six months for eventual relapse of the disease. Major out come variables are; favorable factors and constraints of active KA and PKDL case detection and management; case detection rates in the both areas; lag time for diagnosis and treatment; direct and indirect cost to the patients; program cost; and pharmacovigilance (monitoring adverse reactions of drugs). 
Successful completion of the study will underneath feasibility, favorable factors and constraints of the proposed improved diagnostic and treatment strategy for KA and PKDL case management and may help to the health policy planners to design KA elimination program in Bangladesh. 
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Description of the Research Project
Hypothesis to be tested:


Concisely list in order, the hypothesis to be tested and the Specific Aims of the proposed study. Provide the scientific basis of the hypothesis, critically examining the observations leading to the formulation of the hypothesis.


Kala-azar / PKDL case detection with the involvement of the local public health personnel and the community people is feasible and may improve Kala-azar /PKDL case detection and management. 
Specific Aims:
Describe the specific aims of the proposed study. State the specific parameters, biological functions/ rates/ processes that will be assessed by specific methods.


1. To test the effectiveness of an improved strategy for VL and PKDL diagnosis and management in terms of better identification of VL and PKDL cases and greater compliance with treatment

a. To test the effectiveness and operational feasibility of active VL case finding with the involvement of the community and local public health system.

b.  To test the effectiveness and operational feasibility of identifying and treating PKDL cases with the involvement of the community and local public health system.
2. To analyze patient and program costs for implementing the improved strategies for VL  and PKDL diagnosis and management

Background of the Project including Preliminary Observations 



Describe the relevant background of the proposed study. Discuss the previous related works on the subject by citing specific references. Describe logically how the present hypothesis is supported by the relevant background observations including any preliminary results that may be available. Critically analyze available knowledge in the field of the proposed study and discuss the questions and gaps in the knowledge that need to be fulfilled to achieve the proposed goals. Provide scientific validity of the hypothesis on the basis of background information. If there is no sufficient information on the subject, indicate the need to develop new knowledge. Also include the significance and rationale of the proposed work by specifically discussing how these accomplishments will bring benefit to human health in relation to biomedical, social, and environmental perspectives.


Epidemiology of Kala-azar (KA) and Post Kala-azar Dermal  Leishmaniasis (PKDL) in Bangladesh:  Irregular epidemics waves had swept through the territory of present India and Bangladesh since 1800s. Major epidemic outbreaks occurred in 1824, 1873 and 1943. Epidemic in Jessore in 1824 killed more than 75000 people. The disease was noted in Dhaka in 1862, Rangpur in 1872. There was an epidemic peak in Sylhet in 1902. The All-Bengal Kala-azar Conference mapped “dispensary kala-azar fever” for 1921-1924. At that time, the most affected districts included Rajshahi, Dinajpur, Jessore, Noakhali and Chittagong of present Bangladesh and 3% of fever death was attributed by KA (Sengupta 1947, Birley 1993).

Gramiccia and Sacca carried out a community based epidemiological survey in children less than 15 years old in Iswarganj Thana of  Mymensingh district of present Bangaldesh in the course of a malaria control demonstration campaign by WHO in 1950. A total of 6108 children were screened and 510 (8.35%) were found positive for KA by aldehyde test (Gramicci and Sacca 1953). They also noted that 41% of the families had more than one person infected. Same authors carried out a second survey and found that KA transmission did not occurred in areas where DDT was sprayed more than one times. Indeed, effective malaria control program in the 1950s and 1960s was accompanied by almost complete eradication of KA from Bangladesh. However, from the early seventies there is no well functioning vector control program in Bangladesh when large-scale use of DDT ceased by the most of the countries in the world.

 
After weaning the residual effect of DDT kala-azar reappeared in Bangladesh. It was in 1977 when Khan et al reported 10 cases with post kala-azar dermal leishmaniasis (PKDL) (a sequel of KA with chronic dermal granulomatous changes). In the following years eight more cases of PKDL also were reported by (Chowdhury et al 1988). Several outbreaks of KA took place in Shahazadpur, Narayanganj and Keraniganj, Barishal, Thakurgaon and Kalihati in 1980, 1982, 1982-83 and 1990 respectively (Chowdhury et al. 1988, Islam and Rahman 1983, Masum et al 1990a, Hossain and Rashid 1987, Masum et al 1990b Ahmed and Ahmed 1993). Resurgence of KA in Bangladesh further was confirmed by the study of Rahman and Islam, who studied 218 case of suspected for KA and 41 patients suspected for PKDL during the periods of 1968 to 1970 and 1973 to 1980 (Islam and Rahman 1983). They confirmed KA in 59 of 218 suspected for KA patients and PKDL in 6 out of 41. 


In the following years increased awareness for KA epidemics in Bangladesh among researchers leaded several hospitals and community based epidemiological studies.   Chowdhury et al described the clinical profiles of 273 parasite proven KA patients (Chowdhury et al 1990). According to their study the mortality rate was 5.9%. Chowdhury et al and Sarker et al reported clinical features of KA respectively in 100 children and 81 adults with confirmed KA (Chowdhury et al 1991, Haq et al 1996). Among the infectious causes of prolonged pyrexia 9.43% accounted for KA in Dhaka (Serker  et al 2003). Study of Masum et al in 1995 found KA in 257 out of 480 (53.3%) patients suspected for KA due to prolonged fever, hepatosplenomegaly, weight loss and lack of response to antibiotics and anti-malarial drugs (Masum  et al 1996). 

Chowdhury et al carried out a cross-sectional community survey for kala-azar in Mymensingh district during the period of1987-1988. They screened 476000 populations by house-house survey and found 1273 patients with kala-azar and 45 patients with PKDL (Chowdhury et al 1991). Based on these data the estimated prevalence of kala-azar was 26.7/10000 populations and that of PKDL was 1/10000 population. Twelve years later Bern et al reported even higher KA disease burden in Bangladesh (Bern et al 2005).

Based on the above mention studies it can be concluded that KA has become a major public health problem in some districts of Bangladesh and there is a need to set up a good disease surveillance activities to monitor and control KA.

Present KA case detection:
Since 1994 passive surveillance for KA by district civil surgeon office have been carried out in Bangladesh. Results showed the increasing tendency of KA incidence in Bangladesh. Annual KA case totals ranged from 3956 in 1994 to 8505 in 2005. Total number of kala-azar cases exceeded 1000 in 11 districts. From 2000 to 2005 Mymensingh district accounted for more than 50% of the total cases of KA in Bangladesh. Taking into account that 50% of reported KA cases are from Mymenshing district, which population is about 4500000, the calculated KA incidence will be 11 per 10,000 populations. But the practical situation is different.  Bern et al (2006) reported three times higher incidence of KA in Mymenshing by active case finding.  Passive surveillance is helpful to monitor the disease trend, but it does not present the real situation of KA, as it does not include KA patients treated elsewhere. For example, our phase I study found KA incidence 27/10,000 population in Godagari upazila, Rajshahi,, whereas an incidence rate of 5/10000 was reported by passive surveillance in 2005. So KA case detection needs to be improved by active KA case detection, which can be empowered by the involvement of the health personnel from local public health sectors and by the participation of the people from different layers of the society.  Community awareness and participation act as the fulcrum in the success and sustainability of any control program. Our phase I study revealed poor knowledge and practice of the community on KA transmission and vector habitats. So community awareness rising by local public health workers, village/community leaders and honorable local religious persons also may improve active case detection.

Post kala-azar dermal leishmaniasis (PKDL) in Bangladesh:  It is believed that PKDL cases are the only reservoir of kala-azar in Indian sub-continent. Without control over PKDL kala-azar elimination is not possible. This is why actual PKDL burden needs to be investigated. Unfortunately till now there is no study for systemic surveillance of PKDL or research to study PKDL burden in Bangladesh. Since1977 there have been several case reports of PKDL in Bangladesh (Khan 1977, Chowdhury et al 1988, Islam and Rahman 1983, Masum et al1990b, Chowdhury et al 1991). Social stigma related to macular and nodular skin lesions of PKDL (resembling leprosy) prevails in many communities, leads to poor detection and incomplete treatment of such cases. So it is necessary to increase community awareness about this complete treatable condition, which may ease PKDL case detection and may improve treatment compliance.   

Diagnosis of KA in Bangladesh:  Currently Bangladesh is facing challenges in kala-azar diagnosis. For diagnosis of kala-azar aldehyde test has been used in Thana Health Complex. Unfortunately Aldehyde test is not specific for kala-azar. Highly sensitive and specific test for diagnosis of kala-azar are Direct Agglutination Test (DAT) and ELISA, which are being perfomed in some laboratories in Bangladesh routinely, but currently they are not available in Thana Health Complex. Most reliable and easy to perform rK39 dipstick test is not available in Bangladesh. rK39 dipstick is about 95% sensitive and 98% specific for KA diagnosis in the Indian Subcontinent (Chappuis F et al, 2006).  The overall sensirivity of rK39 dipstick test is 92.6% in patients with PKDL and it is higher in polymorphic PKDL patients 95.6% (Sing R et al, 2005). Our phase 1 study validated rK39 dipstick test as a reliable diagnostic tool for kala-azar case detection at field level. However, rK39dipstick test was known by less than 10% of the health care providers in our phase I study area.  So if rK39 dipstick test is available at endemic public health sub-centre and healthcare providers become aware about the usefulness of this test for diagnosis of kala-azar / PKDL, case detection may improve further. 

Treatment of Kala-azar in Bangladesh: The only drug available for treatment of kala-azar in Bangladesh is Sodium Antimony Gluconate (SAG). The drug is not available in the private sector and is not produced locally. At present SAG is provided by WHO and is given to the kala-azar / PKDL patients at Public Sub-district/District/Medical College Hospitals at no cost. Studies in India showed that more than 60% of patients did not respond to SAG (Rosenthal and Marty 2003, Sundar et al  2000, Jha et al 1998, Herwaldt and Berman 1992).  From Bangladesh Chowdhury et al reported that they failed to treat 11/1273 (0.86%) kala-azar patients with SAG for 60 days. So SAG resistant may be an issue also for Bangladesh, because in phase I study we found that interruption of treatment was frequent and lack of adequate updated knowledge about dose and duration of SAG among the health care providers in endemic areas was common. Therefore, risk factors for drug resisting are there and there is a need to investigate SAG resistant.  All 11 patients as reported by Chowdhury et al responded to Pentadamidin treatment (Chowdhury et al 1991). However, Pentamidin is toxic and associated with poor compliance due to long duration of treatment and painful nature of the drug (Sudar et al 1994, Sundar 2004). Miltefosine, the first effective oral drug is not available in Bangladesh yet. A phase IV trial has been going on (personal communication with Prof. Mahmudur Rahman). Liposomal Amphotericine B, a parenterally administered highly effective drug, is a major breakthrough in the treatment of VL (Berman et al 1998), but its use is prohibitively expensive for the poor people who are affected the most by kala-azar (Marty and Rosenthal 2002, Sundar 2001, Sundar et al 2004). In phase I of the study we found that there was a lag of 4-8 weeks between onsets of the disease symptoms and the start of VL treatment. We also found that treatment interruption was also frequent. Perhaps active case finding and management may improve this situation. 

Cost related to Kala-azar / PKDL case management: 
Poverty impact of KA on households can perhaps be attributed most to the current care seeking patterns and to diagnostic and treatment policies. As mentioned earlier that there is a lag of 4-8 weeks between onsets of the disease symptoms and the start of VL treatment.  This delay in diagnosis and treatment not only impacts current rates illness and household wellbeing, it also has implication for prevention of future disease. Rijal et al from Nepal reported that the total cost incurred per episode of KA was above the median annual per capita income. KA affected households from Bangladesh reported that 5-30 thousand taka (USD 85-500) was necessary for diagnosis and treatment of KA patients and they managed these amount of money by selling or leasing land and animals, leaving household destitute (Ahluwalia et al , 2003). In our previous study we found that usually KA patients first visited a variety of local providers and were treated nonspecifically. Active surveillance will facilitate early KA case detection, thus may reduce unnecessary cost related to non-specific health care by local providers. However, active surveillance may be associated with increased cost related to local public health personnel time and efforts as well as cost related to new specific diagnostic supplies. So there is a need to measure the costs associated with active KA surveillance, which is important for eventual KA elimination program.
In conclusion for successful kala-azr elimination program an effective case management (KA/PKDL case detection and treatment) system with the involvement of public health sector and community need to be developed, which if effective may be changed into practice in future. However, feasibility and cost of such a system needs to be studied first by implementation research. 

During a protocol development workshop held from 29-31 March 2007 in Varanasi, India a conceptual framework for VL/PKDL diagnosis and treatment was developed that describes the main steps for improvement in diagnosis and treatment of VL / PKDL (Fig 1). The study is designed to be a multi-centre study with the participation of investigators from Bangladesh, India and Nepal. In Fig. 2 the general objectives of the study for all sites are shown.

Fig.1 Conceptual Framework


[image: image1]
Research Design and Methods


Describe in detail the methods and procedures that will be used to accomplish the objectives and specific aims of the project. Discuss the alternative methods that are available and justify the use of the method proposed in the study. Justify the scientific validity of the methodological approach (biomedical, social, or environmental) as an investigation tool to achieve the specific aims. Discuss the limitations and difficulties of the proposed procedures and sufficiently justify the use of them. Discuss the ethical issues related to biomedical and social research for employing special procedures, such as invasive procedures in sick children, use of isotopes or any other hazardous materials, or social questionnaires relating to individual privacy. Point out safety procedures to be observed for protection of individuals during any situations or materials that may be injurious to human health. The methodology section should be sufficiently descriptive to allow the reviewers to make valid and unambiguous assessment of the project.  

Study area and population: Present study will be carried out in two endemic unions of Trishal and Gaffogaon sub-districts. Two unions are Kanthal under Trishal and Mashakali under Gafforgaon. Kanthal will be the intervention area and Mashakhali will be the control one. 

According to the 2001 population census, Government of Bangladesh, total population in Kanthal and Mashakhali are 26234 and 28997 respectively. Total households number is 5823 in Kanthal and about 6000 in Mashakhali. In 2006 incidence of kala-azar was 9.5/10000 in Kanthal and 10/10000 in Mashakhali (Civil Surgeon Office, Mymensingh). No intervention, both public and private, for kala-azar control has been carried out till now in both unions. Kanthal union belongs to the Trishal sub-district hospital and Mashakhali union belongs to Gofforgaon sub-district hospital.

Kanthal public health and family welfare centre consists of one Medical assistant, one sanitary supervisor and three health assistants (HA) / Family planning health worker (FPHW). There are 15 villages in Kanthal union. Kanthal public health sub-centre provides both primary health care and family planning related activities. Facilities in the Mashakhali are almost similar like the facilities in Kanthal union. There are medical officer (one), medical assistant (one), pharmacist (one) and four health workers, one SECMO and six family planning and welfare health workers.
Study design:

Present study has 2 study arms –improved VL and PKDL case identification and case management strategies (intervention arm - Kanthal) will be compared with existing VL case identification and management strategies (control arm - Mashakhali). VL and PKDL patients detected by active case finding strategies in Kanthal will be compared with those detected through passive reporting in Mashakhali. 

Intervention activities in the intervention area “Kanthal Union”:
1. Afetr ERC, ICDDR, B approval of the protocol, a request for permission of intervention and research activities in Kanthal and Mashakhali will be made to Director General, Directorate General of Health Srvices, Government of Bangladesh through ICDDR, B. Then official letters from DGHS for cooperation will be sent to Civil Surgeon, Mymensingh and Upazila Health and Family Planning Officer (UHFPO), Mymensingh. Cooperation from Trishal and Gafforgaon Upazila Hospital and from Kanthal Health Sub-centre will be seeked through Civil Surgeon and UHFPO, Mymensingh.
2. A workshop will be arranged by the research team with the local health personnel of Kanthal Union (Medical officer 1, Medical assistant 1, Sanitary supervisor 1, Health worker 3, Family Planning Health Worker 9). In this workshop the objectives and activities of the study, as well as what will be their participation in the study will be explained in details. Finally written informed consent will be taken from the local health personnel of Kanthal Union for their eventual participation in the study.
3. Health workers will conduct at least one screening round of a house to house survey during their routine household visit for individual with fever more than two weeks and past kala-azar patient with skin lesion fron second to six month of the study period. Person with fever more than two weeks and person with past history of kala-azar with skin lesion will be referred by health worker with a case referrel form to the Kanthal health sub-centre for physical examination and rK39 dipstick test. Case referral form will be develop by the research team and will be ready for the health workers before household survey. Field research assistant will supervise randomly health worker activities and will also provide assistants in need.
4. Health worker will aware villagers about VL and PKDL during their routine EPI activities and will request villagers to send persons with fever more than two weeks and past VL patient with skin lesion to the Kanthal sub-centre for physical examination and rK39 dipstick test. Promotional materials for awareness of villagers (leaflets) will be develop by the research team following and will be ready for distribution before household survey.
5. Field research assistant will make a list of religious persons from each village (mostly Imams) and a workshop will be carried out with them on VL and PKDL. They will be requested to participate in VL and PKDL case detection by aware the people during weekly religious meeting on Friday or by periodic announcement on mosque loud speaker. Informed written consent will be taken from Immams for their participation to the study. FRA also will make a list of the quakes and local chemist in Kanthal. A workshop will be done with them on VL and PKDL. Similarly like Imams, a request will be made for their participation in the study in active VL and PKDL case detection. Informed written consent also will be taken form the quakes and local chemist.
6. At Kanthal health sub-centre Medical officer or Medical assistant will examine the referred individuals with fever more than two weeks and past VL patient with skin lesion for spleenomegaly. Persons with fever more than two weeks and spleenomegaly (suspected VL case) will be tested by rK39 dipstick test. This test will be done in all referred past VL patients with skin lesion irrespectively with or without spleenomegaly. The rK39 test will be done by the sanitary supervisor at Kanthal sub-centre and the kits will be provided by the research team at no cost. Individuals with fever more than two weeks, spleenomegaly and positive rK39 dipstick test will be considered as “probable VL case” will be referred to the Trishal Thana Health Complex with case referral form for further diagnosis and treatment. Past VL patients with skin lesion and positive rK39 dipstick test will be taken as “probable PKDL case”. Probable PKDL cases will be grouped and will be visited by a trained in PKDL diagnosis physician from BSMMU, Dhaka every two weeks of the study period. He/she will perform the slit skin examination at Kanthal sub-centre for diagnosis of PKDL. Confirmed PKDL cases will be referred to the Trishal Thana Health Complex with case referral form for further management. All negative rK39 dipstick test individuals will be managed by the Medical officer or Medical assistant at Kanthal sub-centre.
7. If probable VL cases after arrival at Trishal Thana Health Complex are considered as VL patients and are admitted to the hospital for VL treatment as per country VL treatment guideline then patients will be enrolled in the research activities of the present study. Similarly refrred PKDL cases after admission to the Trishal Thana Health Complex for treatment will be enrolled for research activities. Five ml blood will be collected at enrollment for LD DNA PCR for confirmation of diagnosis, but the result of the test will not influence on the current diagnostic and treatment strategies for kala-azar and PKDL patients in the thana health complex. This will be done to defined patient as a confirmed case. In addition LD DNA PCR test results will be taken into account for treatment strategies, because rK39 dipstick test is not 100% sensitive and 100% specific. Cases negative by rK39 and positive by LD Ln PCR will be treated. The treatment of the cases, positive by rK39 and negative by LD Ln PCR will be re-evaluated.
Activities in the control arm

No intervention activities for active case detection as in Kanthal will be done in the control area Mashakhali. VL and PKDL cases admitted to the Gafforgaon Thana Health Complex from control area (Mashakhali) will be passively detected and will be enrolled for research activities during the study period.
Research Activities
a) Research Data Collection from VL and PKDL patients from intervention and control areas admitted for treatment in Trishal and Gafforgaon Thana Health Complex respectively

1. After recruitment field research assistants will be trained in patient interview with structured questionnaire, in collecting cost data, in collecting information for pharmacovigillance and in taking open interview of health personnel from Kanthal sub-centre and from Imams.

2. FRAs will work in Trishal and Gafforgaon Thana Health Complex. They will enroll admitted VL and PKDL patients for the study after taking informed written consent from the patients. FRA will interview patient/qurdian with structured questionnaire to collect illness related information. They will follow the patient during entire treatment process and will collect treatment related information with structed forms. For pharmacovigillance only rigor/chills, diarrhea, vomiting and jaundice will be looked for actively by the FRA by asking the patients and physician upto completetion of treatment. Other adverse reactions also will be documented.
3. Five ml venous blood from forearm vein of the admitted VL and PKDL patients will be collected by the hospital medical technician and will be send to the ICDDR, B parasitology laboratory for L. donovani DNA examination.

4. Health worker will visit the patient at six month after initial cure for eventual recurrence of fever or spleenomegaly. Patients from control area will be visited by FRA at six month of initial cure.
b) Cost analysis

Patient costs in both the intervention and control areas will be captured through measurements of:

1) Patient’s Direct costs from feeling ill to the start of VL treatment (Provider cost, Diagnostic cost, Drugs, Travel, Foods etc.).

2) Hospitalization costs (Government cost: # of bed days, Medicine; Patient cost: Travel and attendant cost).

3) Treatment monitoring cost in case of patient with Miltefosine teatment (if any) (Medicine and Lab cost, Travel and food cost). 

4) Indirect costs in terms of wage loss before, during and after KA illness in conjunction of patient data collected on length of illness etc.

5) Intervention cost at sub-centre level (Health personnel percent time, rK39 kits, workshops, Travel cost).

Percent time of local health personnel will be tracked by time motion analysis through direct observation by the trained FRA: Ten observation for physical examination and for performing rK39 dispstick test, Ten observation for each health worker during his/her routine household visit and four observation for every health worker during his/her routine EPI activities).
Trained FRA will collect cost information from patient/guardian for patient direct and indirect cost through cost data collection qestionnaire at the end of initial cure (please see below).

Sample size calculation

Sample size for screening
Assuming that as a result of the program activities more VL cases will be identified in the intervention area, which will make the VL incidence in the intervention area at least 0.25 % with precision 0.05, alpha 0.05 and power 80% at least a total of 1000 individuals will need to be screened.

Sample size for comparison

To detect a difference of 2 weeks reduction in delay from feeling ill to strat of the VL treatment in intervention area with 90% power and 5% significance level assuming that the lag time from feeling ill to start of VL treatment is 4 weeks in the control group at least 18 patients from each area need to be identified. 

Assuming that the average cost to the patient in the control arm is 100 USD and 50% reduction in patient’s cost is predicted in the intervention area with group SD 30, then at least 7 patients from each group need to be compared to detect this difference with 5% significance level and 80% power.

Clinical definitions
Case definition for kala-azar: A person from endemic area with fever more than two weeks, spleenomegaly, rK39 dipstick test positive result, clinically diagnosed and admitted for treatment to  the Thana Health Complex by the thana health complex  physician as a kala-azar patient. 

In addition to the above definition of kala-azar following definition also will be used to define patients:
Suspected VL case: A person with fever of more than 2 weeks duration and spleenomegaly

Probable VL case: A person with fever of more than 2 weeks duration and spleenomegaly and rk39 positive

Confirmed VL case: A person with fever more than 2 weeks with spleenomegaly, rk39 positive and spleenic or bone marrow aspiration positive for L.donovani parasites or peripheral blood buffy coat PCR positive for L. donovani DNA.

VL Cure: 
Initial cure: Cure case of VL will be determined based on clinical resolution of signs and symptoms at the end of therapy. 

Definitive cure: Initial cure patient with no recurrence of fever and enlargement spleen at six months follow-up.

PKDL case

Suspected case: A person with past history of KA presenting with maculopapular or nodular lesion.

Probable case: Suspected PKDL case positive for rK39 dipstick test 

Confirmed case: A PKDL probable case with LD bodies by slits skin smear or LD DNA in peripheral buffy coat examination.
PKDL Cure:  Complete recovery of the patient from skin lesions after treatment.
Activities flow chart:

	Activities
	Executor
	Time
	Location

	 
	 
	 
	 

	Recruitment of staff, 
	 
	
	Dhaka

	Training of FRA, 
	Investigators,
	First month
	Mymensingh

	Obtaining DGHS permission, 
	RPDS, ICDDR, B
	
	Kanthal

	Field office set up 
	 
	
	 

	 
	 
	 
	 

	Intervention
	 
	
	 

	Workshop on VL and PKDL with
	Investigators
	Second month
	Kanthal

	Kanthal sub-centre health personnel
	 
	
	 

	 
	 
	 
	 

	Listing of village Imams and local chemist / quacks, workshop on VL and PKDL, Interview
	FRA
	Second month
	Kanthal

	
	 
	
	 

	 
	 
	 
	 

	Active VL and PKDL case detection,
	Sub-centre health
	Second to six month
	Kanthal

	physical examination, rK39 test, slit skin 
	personnel
	
	 

	examinationand and case referral to
	Trained physician
	
	 

	thana health complex
	from BSMMU
	
	 

	 
	 
	 
	 

	Patient enrollment, interview, 5 ml venous blood collection for  PCR,  treatment data, adverse reaction monitoring  
	FRA, Thana health complex lab technician
	Second to six month
	Trishal and Gafforgaon

	and cost data collection
	 
	
	Thana Health Complex

	
	 
	
	 

	 
	 
	 
	 

	Follow up visit
	Health worker (Kanthal)
	At six month of initial
	Kanthal and Mashakhali

	 
	FRA (Mashakhali)
	cure from VL
	 


Facilities Available

Describe the availability of physical facilities at the place where the study will be carried out. For clinical and laboratory-based studies, indicate the provision of hospital and other types of patient’s care facilities and adequate laboratory support. Point out the laboratory facilities and major equipment that will be required for the study. For field studies, describe the field area including its size, population, and means of communications.  


Present study will be carried out in the two endemic unions of Trishal and Mashakhali sub-districts under district Mymenaingh. There are two Thana Health Complex, where kala-azar/PKDL patients have been treated. Two unions under two different Thana Health Complex, which will facilitate conducting of the study in the intervention and control arms without diffusion. The minimum number of patients required for the study will be easily detected, because in the both arms the population size is sufficient. rK39 is a very simple test, which can be conducted even by a trained field research assistant at field house level, so health inspector/health worker supervisor can easily be trained to perform this test at health sub-centre. However for diagnosis of PKDL the study will require help from specialized clinician, which will be provided by the expert from BSMMU (personal communication with Dr. A. A. Saleh, Associate Professor, Department of Microbiology, BSMMU, Dhaka).    
Data Safety Monitoring Plan (DSMP)


All clinical investigations (biomedical and behavioural intervention research protocols) should include the Data and Safety Monitoring Plan (DSMP) to provide the overall framework for the research protocol’s data and safety monitoring. It is not necessary that the DSMP covers all possible aspects of each elements. When designing an appropriate DSMP, the following should be kept in mind.

a) All investigations require monitoring;

b) The benefits of the investigation should outweigh the risks;

c) The monitoring plan should commensurate with risk; and

d) Monitoring should be with the size and complexity of the investigation.

Safety monitoring is defined as any process during clinical trails that involves the review of accumulated outcome data for groups of patients to determine if any treatment procedure practiced should be altered or not.


N/A
Data Analysis


Describe plans for data analysis. Indicate whether data will be analyzed by the investigators themselves or by other professionals. Specify what statistical software packages will be used and if the study is blinded, when the code will be opened. For clinical trials, indicate if interim data analysis will be required to monitor further progress of the study. 

All collected information will be checked for consistency, and then will be computerized by EpiInfo3.2.2 program. Difference between means will be compared by parametric and non-parametric methods depending on distribution of the variables. Differences between proportions will be compared by Chi-squire test. SPSS version 10 will be used for data analysis.

Incidence rate of VL and PKDL in intervention area will be calculated by dividing the total number of VL and PKDL case detected actively in Kanthal with total population of Kanthal and then multiply the result with 10,000. Similarly incidence rate of VL and PKDL in control area will be calculated by dividing the number of new VL and PKDL cases from Mashakhali detected passively in Gafforgaon Thana Health Complex with the population of Mashakhali and then multiply the resul with 10,000. The two rates will be compared by appropriate test (rate ratio comparison).
Average time in days from feeling ill to start of VL and PKDL treatment will be calculated for the patients from intervention and control areas and will be compared by t-test or M-U Test. Similarly average patient’s direct and indirect cost from feeling ill to the start of treatment will be calculated for intervention and control areas and will be compared. In addition intervention cost for each additionally detected VL and PKDL case in the intervention area will be calculated. This will be done by dividing the total intervention cost with the total number of additional patients found in the intervention area. 
Ethical Assurance for Protection of Human Rights


Describe in the space provided the justifications for conducting this research in human subjects. If the study needs observations on sick individuals, provide sufficient reasons for using them. Indicate how subject’s rights are protected and if there is any benefit or risk to each subject of the study.


Before the start of the project, the protocol will be submitted to Institutional Ethical Committee for clearance. The Committee decides the issues related to ethical consideration. All related consent forms are usually checked by the committee, and if requires, their suggestions are incorporated in the consent forms. After clearance from the committee in black and white, the project will be taken up.

Use of Animals


Describe in the space provided the type and species of animals that will be used in the study. Justify with reasons the use of particular animal species in the experiment and the compliance of the animal ethical guidelines for conducting the proposed procedures.


N/A
Quality check:

The investigators will do quality check of activities and collected information.
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Dissemination and Use of Findings


Describe explicitly the plans for disseminating the accomplished results. Describe what type of publication is anticipated: working papers, internal (institutional) publication, international publications, international conferences and agencies, workshops etc. Mention if the project is linked to the Government of the People’s Republic of Bangladesh through a training programme.


Findings of the study will be disseminated as follows:

1. Presentation(s) at national and international scientific forum to disseminate results among the national and international scientists.

2. Publication(s) in peer-reviewed international medical journal.

Collaborative Arrangements

Describe briefly if this study involves any scientific, administrative, fiscal, or programmatic arrangements with other national or international organizations or individuals. Indicate the nature and extent of collaboration and include a letter of agreement between the applicant or his/her organization and the collaborating organization. 

N/A

Biography of the Investigators 

Give biographical data in the following table for key personnel including the Principal Investigator. Use a photocopy of this page for each investigator.

(Note: Biography of the external Investigators may, however, be submitted in the format as convenient to them)

1    Name: Dr. Dinesh Mondal

2    Present Position: Assistant Scientist

Ph.D (Pediatrics Gastroenterology) 1998

MD (Pediatrics) 1992

MBBS 1988

3    Educational background:
 

4.0 List of ongoing research protocols  

       (start and end dates; and percentage of time)

4.1. As Principal Investigator

	Protocol Number
	Starting date
	End date
	Percentage of time

	2006-023
	01/09/2006
	31/08/2006
	20

	2006-049
	01/10/2006
	30/09/2007
	20


4.2. As Co-Principal Investigator

	Protocol Number
	Starting date
	End date
	Percentage of time

	2003-022
	01/10/2003
	30/03/2008
	40


4.3.   As Co-Investigator  


	Protocol Number
	Starting date
	End date
	Percentage of time

	2003-010
	01/07/2003
	31/12/2007
	10

	2003-021
	02/07/2003
	01/07/2008
	   10  


5   Publications 
	Types of publications
	Numbers

	a. Original scientific papers in peer-review journals                               
	24

	b.   Peer reviewed articles and book chapters                                                               
	2

	c. Papers in conference proceedings
	18

	d. Letters, editorials, annotations, and abstracts in peer-reviewed journals  
	0

	e. Working papers
	0

	f. Monographs
	0


6    Five recent publications including publications relevant to the present research protocol

1) Dinesh Mondal, William A. Petri Jr., R. Bradley Sack , Rashidul Haque. Entamoeba histolytica - associated diarrheal illness is negatively associated with the growth of preschool children: Evidence from a prospective study. Trans Roy Soc Trop Med Hyg. 2006: 100 (11); 1032-8. 

2) Haque R, Roy S, Siddique A, Mondal U, Rahman SM, Mondal D, Houpt E, Petri WA. Multiplex real-time PCR assay for detection of entamoeba histolytica, giardia intestinalis, and cryptosporidium spp. Am J Trop Med Hyg. 2007. 76; 4: 713-717. 

3) Haque R, Mondal D, Shu J, Roy S, Kabir M, Andrea N. D., Duggal P, Petri WA Jr. IFN-γ production by peripheral mononuclear cells correlates with childhood malnutrition and susceptibility to amebiasis. Am J Trop Med Hyg. 2007: 76: 430-344. 

4) Leo M, Haque R, Kabir M, Roy S, Lahlou RM, Mondal D, Tannich E, Petri WA Jr. Evaluation of Entamoeba histolytica antigen and antibody point-of-care tests. J Clin Microbiol. 2006 Oct 11. 

5) Rashidul Haque, Dinesh Mondal, M.D., Priya Duggal,Mamun Kabir, Shantanu Roy, Barry M. Farr, R. Bradley Sack, and William A. Petri Jr. Entamoebahistolytica Infection in Children and Protection from Subsequent Amebiasis. Infect Immun. 2006 Feb; 74(2): 904-9. 

Biography of the Investigators

Give biographical data in the following table for key personnel including the Principal Investigator. Use a photocopy of this page for each investigator.

1    Name: Dr. Rashidul Haque

2    Present Position: Sceintist & Head, Parasitology Laboratory, Laboratory Sciences Division, ICDDR,B

3    Educational background: (last degree and diploma & training  relevant to the present research proposal)

MBBS – Sofia Medica Academy, Sofia, Bulgaria, 1985

Ph. D. – Institute of Parasitology, Bulgarian Academy of Science, Sofia, Bulgaria, 1988

Certificate Course on Laboratory Diagnostics of Parasitic Diseases, London School of Hygiene of Tropical Medicine, London, 1991

4.0 List of ongoing research protocols  

       (start and end dates; and percentage of time)

       4.1 As Principal Investigator

	Protocol Number
	Starting date
	End date
	Percentage of time

	2003-010
	01/07/03
	31/12/07
	15

	2003-022
	01/10/03
	30/03/08
	20

	2003-021
	02/07/03
	01/07/08
	10

	2004-021
	01/09/04
	01/08/09
	5


4.2   As Co-Investigator  


	Protocol Number
	Starting date
	End date
	Percentage of time

	2006-027
	01/10/06
	31/03/09
	5

	2006-023
	09/05/06
	09/04/07
	10

	2006-049
	01/10/06
	30/09/07
	5


5   Publications 
	Types of publications
	Numbers

	g. Original scientific papers in peer-review journals 
	56

	h.   Peer reviewed articles and book chapters 
	   4  

	i. Papers in conference proceedings
	   25  

	j. Letters, editorials, annotations, and abstracts in peer-reviewed journals 
	    5 

	k. Working papers
	    0 

	l. Monographs
	    0 


6    Five recent publications including publications relevant to the present research protocol

        1)
Haque R, Roy S, Kabir M et al. Giardia Assemblage A infection and diarrhea in Bangladesh. J Inf Dis. 2005; 192: 2171-2173. 

        2)
Haque R, Mondal D, Duggal P et al. Entamoeba histolytica infection in children and protection from subsequent amebiasis. Infect Immun. 2006; 74: 904-909. 

        3)
Thriemer K, Haque R, Wagatsuma Y et al. Therapeutic efficacy of qunine plus Sulfadoxine-pyremethamine for the treatment of uncomplicated falciparum malaria in Bangladesh. Am J Trop Med Hyg. 2006; 75: 645-649. 

        4)
Haque R, Roy S, Siddique A et al. Multiplex real-time PCR assay for detection of Entamoeba histolytica, Giardia intestinalis, and Cryptosporidium spp. Am J Trop Med and Hyg. 2007; 76: 713-717. 

       5)   Haque R, Thriemer K, Wang Z et al. Therapeutic efficacy of artemether-lumefantrine for the treatment of uncomplicated Plasmodium falciparum malaria in Bangladesh. Am J Trop Med Hyg. 2007; 76: 39-41.    

Biography of the Investigators

Give biographical data in the following table for key personnel including the Principal Investigator. Use a photocopy of this page for each investigator.

1    Name: Mohammad Shafiul Alam

2    Present Position: Research Investigator

3    Educational background:
 



MS in Zoology (Parasitology), University of Dhaka, Bangladesh, 2002




B. Sc in Zoology, University of Dhaka, Bangladesh, 2001
Three months training course on Medical entomology (on going), IEDCR, 2007 

4.0 List of ongoing research protocols  

       (start and end dates; and percentage of time)

4.4. As Principal Investigator

	Protocol Number
	Starting date
	End date
	Percentage of time

	2006-24
	01/10/2006
	31/03/2009
	40

	     
	     
	     
	     


4.5. As Co-Principal Investigator: None
4.6.   As Co-Investigator : None 


5   Publications 
	Types of publications
	Numbers

	m. Original scientific papers in peer-review journals
	5

	n.   Peer reviewed articles and book chapters 
	0

	o. Papers in conference proceedings
	4

	p. Letters, editorials, annotations, and abstracts in peer-reviewed journals
	   0  

	q. Working papers
	   0  

	r. Monographs
	   0  


6    Five recent publications including publications relevant to the present research protocol

1. Alam MS, Khanum H, Nessa Z. 2002. Rat pinworm Syphacia muris Yamaguti, 1941 from laboratory rat in Bangladesh. Univ. J. Zool. Rajshahi Univ.          21: 95-96.
2. Alam MS, Khanum , Nessa Z. 2003. Helminth infection in laboratory rat strain, long-evans (Rattus norvegicus Barkenhout, 1769). Bangladesh J. Zool. 31(2): 221-25.
3. Alam MS, Khanum H. 2005.  Infection of Ascaris lumbricoides and Trichuris trichura among the children of two slum areas in Dhaka city. Accepted for published at   Bangladesh J. Zool. 33(1): 89-94.
4. Alam MS, Khanum H. 2005. Educational status of mother as a factor for roundworm infection in children.  Dhaka Univ J Biol Sci 14(2): 199-201.
5. Wagatsuma Y, Dhar I, Alam MS, Khanum H, Washed M.A. and Haque R. 2006. Neem oil as biological control against Phlebotomine sandfly, Tropical Medicine and Health; 34(1):53.

Biography of the Investigators

1    Name: Dr. Shamima Akhter 

2    Present Position: Research Investigator 

Health Systems and Economics Unit,

Health Systems and Infectious Diseases Division, 

ICDD,B, Dhaka, Bangladesh
3    Educational background: MSc in Health Economics, University of Dhaka, 2003

4.0 List of ongoing research protocols  

       (start and end dates; and percentage of time)

4.7. As Principal Investigator

	Protocol Number
	Starting date
	End date
	Percentage of time

	2006-036
	01/01/2006
	31/08/2009
	50


4.8. As Co-Principal Investigator: None
4.9.   As Co-Investigator:  


	Protocol Number
	Starting date
	End date
	Percentage of time

	2003-023
	01/04/2006
	30/09/2007
	50

	     
	     
	     
	     


5   Publications 
	Types of publications
	Numbers

	s. Original scientific papers in peer-review journals                               
	0

	t.   Peer reviewed articles and book chapters                                                               
	0

	u. Papers in conference proceedings
	0

	v. Letters, editorials, annotations, and abstracts in peer-reviewed journals  
	0

	w. Working papers
	0

	x. Monographs
	0


6    Five recent publications including publications relevant to the present research protocol

None
Biography of the Investigators

Give biographical data in the following table for key personnel including the Principal Investigator. Use a photocopy of this page for each investigator.

1    Name: Prof. Dr. Moazzem Hossain
2    Present Position: Director Disease Control, Directoriate General of Health Services

3    Educational background: MBBS, M.Phil (Microbiology)
 

4.0 List of ongoing research protocols  

       (start and end dates; and percentage of time)

4.10. As Principal Investigator

	Protocol Number
	Starting date
	End date
	Percentage of time

	
	
	
	


4.11. As Co-Principal Investigator

	Protocol Number
	Starting date
	End date
	Percentage of time

	     
	     
	     
	     


4.12.   As Co-Investigator  


	Protocol Number
	Starting date
	End date
	Percentage of time

	     
	     
	     
	     


5   Publications 
	Types of publications
	Numbers

	y. Original scientific papers in peer-review journals
	79

	z.   Peer reviewed articles and book chapters 
	0

	aa. Papers in conference proceedings
	33

	ab. Letters, editorials, annotations, and abstracts in peer-reviewed journals
	   0  

	ac. Working papers
	   0  

	ad. Monographs
	   0  


6    Five recent publications including publications relevant to the present research protocol

1.  J. Horton, C. Witt, EA. Ottesen, JK. Lazdins, DG. Addiss, K Awadzi, MJ Beach, VY Belizario, SK Dunyo, M Espine, JO Gyapong, M Hossain, MM Ismail, R C Jayakody, PJ  Lammie, W Makunde, D Richard-Lenoble, PE  Simonsen, RK Shenoy, B Selve, N Wamae & MV. Weerasooriya . An analysis of the safety of the single dose, two drug regimens used in Programmes to Eliminate Lymphatic Filariasis. Parasitology 121 Supplement 2000 S147-160.

2.  Hossain M  and Rahman KM. Study on drug resistance and R+ factors in faecal Esch. coli isolated from patients before  and after hospitalisation. Bangladesh Med Res Counc Bull 1988; 14(i): 9-14. 

3.  Hossain M and Rahman KM. Molecular characterisatiion of transferable R-factors in faecal Esch. coli in Bangladesh. Bangladesh J Pathol 1988; 3(i) : 14-20.

4.  Hossain M  and Rahman KM. Auto-transferable R-factors in faecal Esch. Coli among children in Bangladesh.Bangladesh J of Child Health 1988; 12 : 81-83.

5.  Amin II, Hossain M, Miah RA and Rahman KM. Review article- Plesiomonas Shigelloides : A new enteric pathogen.-J of IPGMR 1990; 5(i) : 21-30.
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Give biographical data in the following table for key personnel including the Principal Investigator. Use a photocopy of this page for each investigator.

1    Name: Prof. Dr. Ahmed Abu Saleh

2    Present Position: Associate Professor, Department of Microbiology and Immunology, Bangabandhu Sheikh Mujib Medical University (BSMMU), Dhaka

3    Educational background: MBBS, M.Phil (Microbiology)
 

4.0 List of ongoing research protocols  

       (start and end dates; and percentage of time)

4.13. As Principal Investigator

	Protocol Number
	Starting date
	End date
	Percentage of time

	
	
	
	

	     
	     
	     
	     


4.14. As Co-Principal Investigator

	Protocol Number
	Starting date
	End date
	Percentage of time

	     
	     
	     
	     


4.15.   As Co-Investigator  


	Protocol Number
	Starting date
	End date
	Percentage of time

	     
	     
	     
	     

	     
	     
	     
	     


5   Publications 
	Types of publications
	Numbers

	ae. Original scientific papers in peer-review journals
	15

	af.   Peer reviewed articles and book chapters 
	0

	ag. Papers in conference proceedings
	0

	ah. Letters, editorials, annotations, and abstracts in peer-reviewed journals
	   0  

	ai. Working papers
	   0  

	aj. Mannual
	3


6    Five recent publications including publications relevant to the present research protocol

1. Tarafder S, Miah RA, Saleh AA et al. Fungal agents associated with otomycosis in Dhaka. Bangladesh J Pathol. 2004 17(1), 6– 10.

2. Kabir H, Miah MRA, MQH Jaigirdar, Saleh AA, Rahman M and Ahmed SS . Fungal infection of Skin and Nail with special emphasis on Dermaotophytoses, Bangladesh J Pathol ; 2004; 19(2), 11 – 14.

3. Satter ANI, Rashid R, Hassan ATMI, Ahmed S, Saleh AA, Satter H, Miah MRA, Evaluation of serological test for the diagnosis Tuberculosis using the (38kDa + 16kDa) antigen. Bangladesh J Medicine, 2006; 17: 13-17

4. Satter ANI, Rashid R, Hassan ATMI, Ahmed S, Saleh AA, Satter H, Miah MRA, Improved method of direct microscopy for detection of Acid Fast Bacilli in Sputum, Bangladesh J Medicine 2006; 17: 18-22

5. Saleh AA and Miah MRA. Laboratory diagnosis of Visceral leishmaniasis : An overview. Jalabad Medical Journal,2006; 01, 32-39

Budget Justifications

​​
Please provide one page statement justifying the budgeted amount for each major item.  Justify use of human resources, major equipment, and laboratory services.

Dr. Rashidul Haque, Mr. Shafiul Alam and Dr. Shamima Akhter are co-investigators of the study. Together with the Principal Investigator they participated in the proposal design and writing. Dr. Haque and Mr. Alam will help PI to supervise all project activities; will participate in data analysis and manuscript writing. Dr. S. Akhter will also supervise project activities particularly cost related data collection and analysis.Her percent time will be supported by the ongoing KALANET project. Field research assistants will supervise activities of health workers, collect information from patients in the hospitals, maintain liaison between thana health complex and Medical College etc. Data management assistant will check collected information for consistency, design program for data entry, and will compute collected information. 
Kala-azar / PKDL patients are treated at no cost to patient at Government Hospitals in Bangladesh. Some lab reagents related to PCR diagnostics will be required and sufficient budget is allocated for this purpose. 
Budget under local travels will be used for Dhaka-Mymensingh travel of the research team, everyday field transports of FRA and health workers. International travel will be need to attend the annual regional TDR meeting and for the dissemination of the study results in the international conference / seminar.

Cost related to honorarium of the external co-investigators, questionnaire printing, local public health percentage time, and honorarium of anthropologist is reflected in budget line “Others”.   
Other Support: N/A
Describe sources, amount, duration, and grant number of all other research funding currently granted to PI or under consideration. 
Annex: I Research Instruments

INTERNATIONAL CENTRE FOR DIARRHOEAL DISEASE RESEARCH< BANGLADESH

Project title: Validation of an improved diagnostic and treatment strategy for Visceral Leishmaniasis / Post Kala-azar Dermal leishmaniasis

Household Screening Form

District: ___________________     

Upazila_________________________________  

Union:________

Ward: ___________________________ 


Village:_______________      

House hold No:______________

Name of Head of Household:___________________________________________________________

Screening for VL

	No:
	Name
	Age

(Month)
	Sex

M/F
	Pat kala-azar 

1-Yes, 2-no
	Currently with fever > 2 weeks 

1-yes, 2-no
	Skin lesion like PKDL

1=yes

2=no

	1.
	
	
	
	
	
	

	2.
	
	
	
	
	
	

	3.
	
	
	
	
	
	

	4.
	
	
	
	
	
	

	5.
	
	
	
	
	
	

	6.
	
	
	
	
	
	

	7
	
	
	
	
	
	

	8.
	
	
	
	
	
	

	9.
	
	
	
	
	
	

	10.
	
	
	
	
	
	

	11.
	
	
	
	
	
	


Name of the Health assistant/FPHW:________________________ Signature:_________

Date: 

Annex II 

INTERNATIONAL CENTRE FOR DIARRHOEAL DISEASE RESEARCH< BANGLADESH

Project title: Validation of an improved diagnostic and treatment strategy for Visceral Leishmaniasis  / Post Kala-azar Dermal leishmaniasis

Suspected Kala-azar / PKDL Case Referral Form 

District: ___________________     

Upazila: ______________________  


Union:________

Ward: _________________________ 


Village:_______________      

House hold No:______________

Name of Head of Household:________________________________________________________

Patient ID: _____________________

Fever > 2weeks: /____/ 1=yes, 2=No

Past history of kala-azar: /____/ 1=yes, 2=No

Skin lesion, suspected for PKDL: /____/ 1=yes, 2=No

Referred by:

Name: _________________
Signature: __________________ Date: _______________

Physical examination Of Suspected Patient at Sub-centre

	S.N
	Name and ID of patient
	Splenomegaly

(1=yes, 2=no)
	rk39 test

(1=positive, 2= Negative)

	
	
	
	

	
	
	
	


Annex III. INTERNATIONAL CENTRE FOR DIARRHOEAL DISEASE RESEARCH< BANGLADESH

Project title: Validation of an improved diagnostic and treatment strategy for Visceral Leishmaniasis  / Post Kala-azar Dermal leishmaniasis

 Kala-azar / PKDL Case Referral Form

From:

Name of the sub-centre:__________________________

Name of the doctor:_____________________________

Physical examination and rK39 results Sheet Of Patient

	S.N
	Name and ID of patient
	Splenomegaly

(1=yes, 2=no)
	rk39 test

(1=positive, 2= Negative)

	
	
	
	

	
	
	
	


To:

Name of referral hospital:________________________________________

Referred by: Name___________________________



Designation: __________________

Signature:________________

Date:_________________

Annex IVa:  INTERNATIONAL CENTRE FOR DIARRHOEAL DISEASE RESEARCH, BANGLADESH

Project title: Validation of an improved diagnostic and treatment strategy for Visceral Leishmaniasis  / Post Kala-azar Dermal leishmaniasis

Kala-azar Patient Treatment Record Form

Name of the patient:

Age:

Sex:

Name of the household head:

Patient ID:

Address: VDC/Municipality:……………………..

Ward No:…………Village:……………….

	Drug used for treatment
	Treatment start date
	Dose
	Treatment follow-up
	Treatment status 
	Date of treatment halt/switch over
	Reason for treatment stop
	Side effects

	Miltefosine (currently not applicable for Bdesh)
	
	
	1st week

2nd Week 

3rd week 

4 th week
	Treatment continue

Treatment stop 

Treatment switch over 
	
	
	GI  disorder

Liver toxicity

Others

	Amphotericin B (currently not applicable for Bdesh)
	
	
	1st week

2nd Week 

3rd week 

4 th week
	Treatment continue

Treatment stop 

Treatment switch over
	
	
	GI  disorder

Liver toxicity

Others

	Sodium antimony gluconate (SAG)
	
	
	1st week

2nd Week 

3rd week 

4 th week
	Treatment continue

Treatment stop 

Treatment switch over
	
	
	GI  disorder

Liver toxicity

Others


Annexure IV b

Clinical parameter to assess the patient compliance and outcome (for 2nd and 4th week follow up during treatment and at 6 months post-treatment)
	  Parameters
	1st  week start  
	2nd week follow up
	3rd week follow-up 
	4th week follow up

	Clinical status
	
	
	
	

	Size of spleen
	
	
	
	

	Anemia status (clinical)
	
	
	
	

	Body weight
	
	
	
	

	Haemoglobin
	
	
	 
	


 (Separate sheet for each patient)

Annex V: Patient interview schedule

(Note: The following questions have to be asked individually for each patient and a copy of this page of the questionnaire has to be provided)

For the following questions the interviewer needs a local calendar; help interviewees to recall theses time periods. Spend some time with the interviewees to get realistic time assessments

Name of the patient:

Age:

Sex:

Address: VDC/Municipality:…………………………………….Ward No.:……………..Village:……………

1. How many days did it take between feeling ill and seeking a health care provider (local term)?_____days

2. How many days did it take between going to the health care provider and receiving the diagnosis? ___days 

3. How many days did it take between receiving the diagnosis and starting the treatment? ________days 

4. Where did you go for the first consultation?

(read the different options of health care providers and then tick where they went: then tick the main treatment for each provider)

a. Indigenous healer

b. Local chemist

c. Local health care provider (AHW, HA, ANM, SN)



d. Private qualified doctor

e. Government doctor

f. No where (Directly came to this hospital)

6. Which treatment did you receive (drugs or injections)? (Interviewer help; if possible see the drugs patients receives)

a. Antimonials(SAG, Sodium, Desi Sui)

b. AmphotericineB/Fungizone (Videshi Sui)

c. Miltefosine 

 7. Was there any interruption in your treatment? /__/  (1=Yes  2=No)

 If Yes, for how long

            /__/ (1= < 1 week, 2= 1-2 weeks, 3= 2-3 weeks, 4= more than 3 weeks)

8. Why did you interrupt your treatment? (Multiple response tick respective response)

1= Side effects

2= Personal problems

3= No money for pay for the treatment

4= No money for pay for the transport

5= No drugs available

6= Migration 

6= Others (specify)………………………………………..

9.  Who referred you for treatment in this hospital?

a. Self referral

b. Local health workers

c. FCHV

d. Family member/neighbour 

e. Private practitioner 

Hospital diagnosis of patient /__/  1) Parasite Pos     2) Parasite Negative    9) Do not know

Name of interviewer ………………………………………Date …………………………

Verified by     …………………

Annex VI: Cost Data Collection Tools

[image: image2.wmf]Patient Name 

ID Number

_______________

Local Provider Costs

Type of provider

Distant Provider Costs

Type

Fee

Medicine Cost

Travel cost

Food Costs

Other Costs

Type

Cost of test

Food Costs

Other Costs

Visit #

Medical Costs

Food Costs

Other Costs

Was hospitalization required for the patient ?

Yes

No

Hospital Stay Costs

Type

# of Days

Hospital Cost

Travel cost

Food Costs

Other Costs





Total Visit Cost

Diagnostics Test Costs









Follow up Costs

Travel cost

Travel cost






























[image: image3.wmf]Patient Name 

ID Number

What is the average household annual income?

Patient Occupation 

Is  KA patient wage earner?

Yes

No

Type: Wage Earner

Type : Non wage earner

Monthly Wages (before illness)

Student

# of Workdays lost per month

Housewife

Before KA

Elderly

Days Lost during early phase 

(symptom to diagnosis)

Days lost

During KA (diagnosis to completion 

of treatment)

(Symptoms to Cure)

After KA

Care-giver time loss (wage earner)

Monthly wages:      _________________

# of work days lost     _________________

Days lost

Coping: How were expenditures related to KA managed? 

Categories

Yes / No

If yes how much

1. Used Savings

2. Sold/pawned assets

3. Borrow/ loan money

4.HH member migrated

5. Donation or Charity





Care-giver time loss (non wage 

earner)


[image: image4.wmf]Provider Name

ID Number

Training Costs

(from Sites)

Training Cost for Health workers, Physicians, Religious leaders

Materials

Labor

Facilities

Others

Surveillance Costs

Costs incurred for household survey

Additional costs for program activity

Total costs if exclusive to KA activity

Transport

Labor (time costs/wages, per diem, incentives)

Others

Diagnostics Costs

Diagnostics tests at referral centers

rk 39

Clinical splenomegaly

Parasitology

Splenic / bone marrow aspiration 

Skin scrapings / biopsy 

Labor

Materials

Others

Or Charges of these tests

Treatment Costs

Costs for providing medicines

Miltefosine

hospital stay, follow up  visits

Amphotericin B

hospital stay, follow up visits

SAG

hospital stay, follow up visits

Pharmacovigilance

Costs for monitoring side effects

Additional costs for program activity

Total costs if exclusive to KA activity

Follow up visits, Renal and Liver function tests

 - Cost for pre/post tests

 - cost of drugs

 - Cost for pre/post tests

 - cost of drugs

 - Cost for pre/post tests

 - cost of drugs


Data collection tool for time motion analysis:

	Date
	Name
	Designation
	Time for physical examination
	Time for rK39 test
	Time for community awareness during EPI activities
	Time for active case detection during routine HH visit

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Annex VII

International Centre for Diarrhoeal Disease Research, Bangladesh

Consent Form for Sub-centre Health Personnel

Title of the Research Project: Validation of an improved diagnostic and treatment strategy for Visceral Leishmaniasis and Post Kala-azar Dermal leishmaniasis.

Principal Investigator: Dr. Dinesh Mondal

-----------------------------------------------------------------------------------------------------------------------------------------------

Before recruiting into the study, the study subject must be informed about the objectives, procedures, and potential benefits and risks involved in the study. Details of all procedures must be provided including their risks, utility, duration, frequencies, and severity. All questions of the subject must be answered to his/ her satisfaction, indicating that the participation is purely voluntary. For children, consents must be obtained from their parents or legal guardians. The subject must indicate his/ her acceptance of participation by signing or thumb printing on this form.

------------------------------------------------------------------------------------------------------------

Information sheet for local health worker, participating in the research entitled 

“Validation of an improved diagnostic and treatment strategy for Visceral Leishmaniasis and Post Kala-azar Dermal leishmaniasis.”  (Version: English)

I am ..................................... and I work at the International Centre For Diarrhoeal Disease Research, Dhaka, Bangladesh under the kala-azar project entitled “Validation of an improved diagnostic and treatment strategy for Visceral Leishmaniasis and Post Kala-azar Dermal leishmaniasis”

Purpose of the research:  

Kala-azar is an important cause of illness in some districts of Bangladesh including this region. The disease is fatal if left untreated and even 10% of the kala-azar patient dies in spite of treatment. In a small percentage of treated kala-azar patients due to unknown reason a skin disease called Post Kala-azar Dermal Leishmaniasis (PKDL) may develop after many months to years of initial treatment. Like kala-azar patient individuals with PKDL may spread kala-azar to others. So it is important to find out kala-azar/PKDL cases in the community and to manage them properly. These two conditions are curable so their identification and treatment in time will reduce kala-azar/PKDL transmission in the society. It has been shown that kala-azar and PKDL patients delay to seek health care due to lack of kala-azar awareness and financial support and their treatment is interrupted by the availability of drugs. So there is a need of improved system of kala-azar and PKDL case detection and management. It may possible that kala-azar and PKDL case detection and management can be improved by the involvement of the people from local public health system like you and community participation in case detection and management. We researchers from ICDDR, B together with the investigators of World Health Organization have undertaken these research activities.  

Reasons for being selected for the interview
You are being requested by your senior local health authorities to participate in the study. In addition you are the person who most closely related to the villagers. So your participation will be very helpful to conduct the present study in your service area.

Procedures

If you agree to participate in the study and you are a health worker, then we will be requested to perform the followings:

1. You will be requested to inform us about your weekly official work activities and your time allocation for these activities.

2. You will be invited to participate in a workshop on kala-azar and PKDL, organized by our research team

3. You will be requested to sensitize the villagers for participation in VL and PKDL case detection by distributing the leaflets during EPI activities. 

4. You will be requested to participate in active VL and PKDL case detection during your routine household visit. We will train you about this during the above mentioned workshop.

5. You will be requested to participate in an interview related your experiences about active VL and PKDL case detection activities at the end of the study. The interview will be conducted by one of our research team. The interview will take part at a place convenient to you and no one else except investigators will be present during there (if you wish so). The information will be recorded in a file and will be considered confidential, and no one else except the researchers will have access to the records. The records will be kept at ICDDR, B, Dhaka. The expected duration of the interview will be about 60 minutes.

If you agree to participate in the study and you are a Medical officer / Medical assistant, then you will be requested to perform the followings:

1. You will be requested to inform us about your weekly official work activities and your time allocation for these activities.

2. You will be invited to participate in a workshop on kala-azar and PKDL, organized by our research team. 
3. You will be requested to perform the physical examination of the individuals with fever more than two weeks and of the person with past kala-azar history and skin lesion. They will be sent to you by the health worker / quakes / imam.
4. You will be requested to refere probable VL and PKDL patients to the Trishal Thana Health Complex with a case referral form, which will be provided by us.
If you agree to participate in the study and you are a sanitary inspector, then you will be requested to perform the followings:

1. You will be requested to inform us about your weekly official work activities and your time allocation for these activities.
2. You will be invited to participate in a workshop on kala-azar and PKDL, organized by our research team.
3. You will be requested to perform rK39 dipstick test on suspected VL and PKDL cases. We will provide you with the kits and other antiseptic materials.
4. You will be requested to participate in an interview related your experiences about active VL and PKDL case detection activities at the end of the study. The interview will be conducted by one of our research team. The interview will take part at a place convenient to you and no one else except investigators will be present during there (if you wish so). The information will be recorded in a file and will be considered confidential, and no one else except the researchers will have access to the records. The records will be kept at ICDDR, B, Dhaka. The expected duration of the interview will be about 60 minutes.

Risks and Discomforts:

There is a chance that you may feel some difficulties for performing some of the above mentioned activities. Our research team will provide you technical supports to overcome the difficulties if there any. There is a chance that you may feel uncomfortable talking about some of the topics during interviews. However, we do not wish this to happen, and you may refuse to answer any question, if you feel they are personal or if talking about them makes you uncomfortable. 

Benefits: 

There will be no direct benefit to you. But your participation is likely to help us find out kala-azar and PKDL patients. This is will help to control kala-azar and PKDL in your village and society will be benefited as a whole. 
Incentives:

You will not be provided any incentive to take part in the research.

Confidentiality: 


  The information that we collect from this research project will be kept confidential. Information about you that will be collected from the study will be stored in a file which will not have your name on it, but a number assigned to it. Which number belongs to which name will be kept under lock and key, and will not be divulged to anyone except the researchers, research sponsors, and ERC board.

Right to refuse or withdraw:

You do not have to take part in this research if you do not wish to do so, and there will be no action to be taken officially against you. You will still have all the benefits that you would otherwise have.You may stop participating in the interview at any time that you wish to, without losing any of your rights. 

Who to contact:

 This proposal has been reviewed and approved by Research Review Committee and Ethical Review Committee at ICDDR, B, Dhaka, Bangladesh whose task is to make sure that research participants are protected from harm. If you have any query or want to know about your rights and benefits as a participant, you are requested to contact with Mr. MA Salam Khan, Committee Coordination Secretariat, RPSD, ICDDR,B, Dhaka, ext. 3206.
If you have any questions you may ask those now or later. If you wish to ask questions later, you may contact any of the following:  Dr. Dinesh Mondal / Dr. Rashidul Haque, Parasitology Laboratory, LSD, ICDDR, B, Dhaka-1212, Phone: 02-8860532-32, ext. 2411.

   I have read / has been read to me the foregoing information.  I have had the opportunity to ask questions about it and any questions I have asked have been answered to my satisfaction.  I consent voluntarily to participate as a participant in this study and understand that I have the right to withdraw from the interview at any time without in any way affecting me and my family as a health care seeker. 

Participant’s name:
_______________________________





Participant’s designation: ______________________
Particiapnt’s signature: _______________________
        Date: ___ ___/___ ___/___ ___

Investigator/ Representative Name:
__________________________________



Signature: ______________________                               Date: ___ ___/___ ___/___ ___

Witness Name: _______________________






Signature: _______________________
  
    Date:  ___ ___/___ ___/___ ___
International Centre for Diarrhoeal Disease Research, Bangladesh

Consent Form for Imam

Title of the Research Project: Validation of an improved diagnostic and treatment strategy for Visceral Leishmaniasis and Post Kala-azar Dermal leishmaniasis.

Principal Investigator: Dr. Dinesh Mondal

---------------------------------------------------------------------------------------------------------------------------------------------

Before recruiting into the study, the study subject must be informed about the objectives, procedures, and potential benefits and risks involved in the study. Details of all procedures must be provided including their risks, utility, duration, frequencies, and severity. All questions of the subject must be answered to his/ her satisfaction, indicating that the participation is purely voluntary. For children, consents must be obtained from their parents or legal guardians. The subject must indicate his/ her acceptance of participation by signing or thumb printing on this form.

-----------------------------------------------------------------------------------------------------------

Information sheet for Imam, participating in the research entitled “Validation of an improved diagnostic and treatment strategy for Visceral Leishmaniasis and Post Kala-azar Dermal leishmaniasis.”  (Version: English)

I am ..................................... and I work at the International Centre For Diarrhoeal Disease Research, Dhaka, Bangladesh under the kala-azar project entitled Validation of an improved diagnostic and treatment strategy for Visceral Leishmaniasis and Post Kala-azar Dermal leishmaniasis.

Purpose of the research:  

Kala-azar is an important cause of illness in some districts of Bangladesh including this region. The disease is fatal if left untreated and even 10% of the kala-azar patient dies in spite of treatment. In a small percentage of treated kala-azar patients due to unknown reason a skin disease called Post Kala-azar Dermal Leishmaniasis (PKDL) may develop after many months to years of initial treatment. Like kala-azar patient individuals with PKDL may spread kala-azar to others. So it is important to find out kala-azar/PKDL cases in the community and to manage them properly. These two conditions are curable so their identification and treatment in time will reduce kala-azar/PKDL transmission in the society. It has been shown that kala-azar and PKDL patients delay to seek health care due to lack of kala-azar awareness and financial support and their treatment is interrupted by the availability of drugs. So there is a need of improved system of kala-azar and PKDL case detection and management. It may possible that kala-azar and PKDL case detection and management can be improved by the involvement of the people from local public health system like you and community participation in case detection and management. We researchers from ICDDR, B together with the investigators of World Health Organization have undertaken these research activities.  

Reasons for being selected for the interview
You are being requested to participate in the study because you are one of the respected persons of your village. Kala-azar is a health problem in your area including your village. Being an Imam you have the prevaledge to influence the villagers for the wellbeing of your village. You can help us in kala-azar and PKDL case detection by your participation in our study. This is why we are inviting you to participate in our study.
Procedures

If you accept, you will request you for the followings:

1. To participate in a workshop on VL and PKDL, where other Imams from different villages from your union are expected to participate. 

2. You will be requested to aware the people about VL and PKDL and to request them to send the people with fever more than two weeks and past kala-azar patient with skin lesion to your health sub-centre. 

3. You will be requested to participate in an interview related your experiences about active VL and PKDL case detection activities at the end of the study. The interview will be conducted by one of our research team. The interview will take part at a place convenient to you and no one else except investigators will be present during there (if you wish so). The information will be recorded in a file and will be considered confidential, and no one else except the researchers will have access to the records. The records will be kept at ICDDR, B, Dhaka. The expected duration of the interview will be about 60 minutes.

Risks and Discomforts:

Your participation does not carry any risk for you. Nevertheless, if you feel that it is uncomfortable for you, then you can refuse your participation at any time.

Benefits: 

There will be no direct benefit to you. But your participation is likely to help us find out kala-azar and PKDL patients. This is will help to control kala-azar and PKDL in your village and society will be benefited as a whole. 
Incentives:

You will not be provided any incentive to take part in the research. 

Confidentiality: 


  The information that we collect from this research project will be kept confidential. Information about you that will be collected from the study will be stored in a file which will not have your name on it, but a number assigned to it. Which number belongs to which name will be kept under lock and key, and will not be divulged to anyone except the researchers, research sponsors, and ERC board.

Right to refuse or withdraw:

You do not have to take part in this research if you do not wish to do so, and this will not affect the future treatment of your family at any hospitals. You will still have all the benefits that you would otherwise have. You may stop participating in the interview at any time that you wish to. 

Who to contact:

 This proposal has been reviewed and approved by Research Review Committee and Ethical Review Committee at ICDDR, B, Dhaka, Bangladesh whose task is to make sure that research participants are protected from harm. If you have any query or want to know about your rights and benefits as a participant, you are requested to contact with Mr. MA Salam Khan, Committee Coordination Secretariat, RPSD, ICDDR,B, Dhaka, ext. 3206.
If you have any questions you may ask those now or later. If you wish to ask questions later, you may contact any of the following:  Dr. Dinesh Mondal / Dr. Rashidul Haque, Parasitology Laboratory, LSD, ICDDR, B, Dhaka-1212, Phone: 02-8860532-32, ext. 2411.

   I have read / has been read to me the foregoing information.  I have had the opportunity to ask questions about it and any questions I have asked have been answered to my satisfaction.  I consent voluntarily to participate as a participant in this study and understand that I have the right to withdraw from the interview at any time without in any way affecting me and my family as a health care seeker. 

Participant’s name:
_______________________________





Particiapnt’s signature/impression of left thumb: _______________________
        

Date: ___ ___/___ ___/___ ___

Investigator/ Representative Name:
__________________________________



Signature: ______________________                               Date: ___ ___/___ ___/___ ___

Witness Name: _______________________






Signature: _______________________
  
    Date:  ___ ___/___ ___/___ ___
International Centre for Diarrhoeal Disease Research, Bangladesh

Consent Form for Informal doctor

Title of the Research Project: Validation of an improved diagnostic and treatment strategy for Visceral Leishmaniasis and Post Kala-azar Dermal leishmaniasis.

Principal Investigator: Dr. Dinesh Mondal

---------------------------------------------------------------------------------------------------------------------------------------------

Before recruiting into the study, the study subject must be informed about the objectives, procedures, and potential benefits and risks involved in the study. Details of all procedures must be provided including their risks, utility, duration, frequencies, and severity. All questions of the subject must be answered to his/ her satisfaction, indicating that the participation is purely voluntary. For children, consents must be obtained from their parents or legal guardians. The subject must indicate his/ her acceptance of participation by signing or thumb printing on this form.

-----------------------------------------------------------------------------------------------------------

Information sheet for Imam, participating in the research entitled “Validation of an improved diagnostic and treatment strategy for Visceral Leishmaniasis and Post Kala-azar Dermal leishmaniasis.”  (Version: English)

I am ..................................... and I work at the International Centre For Diarrhoeal Disease Research, Dhaka, Bangladesh under the kala-azar project entitled Validation of an improved diagnostic and treatment strategy for Visceral Leishmaniasis and Post Kala-azar Dermal leishmaniasis.

Purpose of the research:  

Kala-azar is an important cause of illness in some districts of Bangladesh including this region. The disease is fatal if left untreated and even 10% of the kala-azar patient dies in spite of treatment. In a small percentage of treated kala-azar patients due to unknown reason a skin disease called Post Kala-azar Dermal Leishmaniasis (PKDL) may develop after many months to years of initial treatment. Like kala-azar patient individuals with PKDL may spread kala-azar to others. So it is important to find out kala-azar/PKDL cases in the community and to manage them properly. These two conditions are curable so their identification and treatment in time will reduce kala-azar/PKDL transmission in the society. It has been shown that kala-azar and PKDL patients delay to seek health care due to lack of kala-azar awareness and financial support and their treatment is interrupted by the availability of drugs. So there is a need of improved system of kala-azar and PKDL case detection and management. It may possible that kala-azar and PKDL case detection and management can be improved by the involvement of the people from local public health system like you and community participation in case detection and management. We researchers from ICDDR, B together with the investigators of World Health Organization have undertaken these research activities.  

Reasons for being selected for the interview
You are being requested to participate in the study because you are one of the respected persons of your village. Kala-azar is a health problem in your area including your village. Being a health care provider you have the prevaledge to influence the villagers for the wellbeing of your village. People usually seek advice from you when they are sick. Thus, you can help us in kala-azar and PKDL case detection by your participation in our study. This is why we are inviting you to participate in our study.
Procedures

If you accept, you will request you for the followings:

1. To participate in a workshop on VL and PKDL, where other doctor like you from different villages from your union are expected to participate. 

2. You will be requested to aware the people about VL and PKDL and to request them to send the people with fever more than two weeks and past kala-azar patient with skin lesion to your health sub-centre. 

3. If you find any body with fever more than two weeks and any past kala-azar patient with skin lesion, then you will be requested to refere them to your health sub-centre with a case referral form, which will be provided by us.

3. You will be requested to participate in an interview related your experiences about active VL and PKDL case detection activities at the end of the study. The interview will be conducted by one of our research team. The interview will take part at a place convenient to you and no one else except investigators will be present during there (if you wish so). The information will be recorded in a file and will be considered confidential, and no one else except the researchers will have access to the records. The records will be kept at ICDDR, B, Dhaka. The expected duration of the interview will be about 60 minutes.

Risks and Discomforts:

Your participation does not carry any risk for you. Nevertheless, if you feel that it is uncomfortable for you, then you can refuse your participation at any time.

Benefits: 

There will be no direct benefit to you. But your participation is likely to help us find out kala-azar and PKDL patients. This is will help to control kala-azar and PKDL in your village and society will be benefited as a whole. 
Incentives:

You will not be provided any incentive to take part in the research. 

Confidentiality: 


  The information that we collect from this research project will be kept confidential. Information about you that will be collected from the study will be stored in a file which will not have your name on it, but a number assigned to it. Which number belongs to which name will be kept under lock and key, and will not be divulged to anyone except the researchers, research sponsors, and ERC board.

Right to refuse or withdraw:

You do not have to take part in this research if you do not wish to do so, and this will not affect the future treatment of your family at any hospitals. You will still have all the benefits that you would otherwise have.

You may stop participating in the interview at any time that you wish to, without losing any of your rights as a patient or otherwise. 

Who to contact:

 This proposal has been reviewed and approved by Research Review Committee and Ethical Review Committee at ICDDR, B, Dhaka, Bangladesh whose task is to make sure that research participants are protected from harm. If you have any query or want to know about your rights and benefits as a participant, you are requested to contact Mr. MA Salam Khan, Committee Coordination Secretariat, RPSD, ICDDR,B, Dhaka, ext. 3206.
If you have any questions you may ask those now or later. If you wish to ask questions later, you may contact any of the following:  Dr. Dinesh Mondal / Dr. Rashidul Haque, Parasitology Laboratory, LSD, ICDDR, B, Dhaka-1212, Phone: 02-8860532-32, ext. 2411.

   I have read / has been read to me the foregoing information.  I have had the opportunity to ask questions about it and any questions I have asked have been answered to my satisfaction.  I consent voluntarily to participate as a participant in this study and understand that I have the right to withdraw from the interview at any time without in any way affecting me and my family as a health care seeker. 

Participant’s name:
_______________________________





Particiapnt’s signature/impression of left thumb: _______________________
        

Date: ___ ___/___ ___/___ ___

Investigator/ Representative Name:
__________________________________



Signature: ______________________                               Date: ___ ___/___ ___/___ ___

Witness Name: _______________________






Signature: _______________________
  
    Date:  ___ ___/___ ___/___ ___
INTERNATIONAL CENTRE FOR DIARRHOEAL DISEASE RESEARCH BANGLADESH

Consent Form

-------------------------------------------------------------------------------------------------------------------------------------------------------

Before recruiting into the study, the study subject must be informed about the objectives, procedures, and potential benefits and risks involved in the study. Details of all procedures must be provided including their risks, utility, duration, frequencies, and severity. All questions of the subject must be answered to his/ her satisfaction, indicating that the participation is purely voluntary. For children, consents must be obtained from their parents or legal guardians. The subject must indicate his/ her acceptance of participation by signing or thumb printing on this form.

-----------------------------------------------------------------------------------------------------------------

Title of the Research Project: Validation of an improved diagnostic and treatment strategy for Visceral Leishmaniasis and Post Kala-azar Dermal leishmaniasis

Principal Investigator: Dr. Dinesh Mondal

Information sheet for the participant / guardian of the child aged less than 8 years, participating in the research entitled 

“Validation of an improved diagnostic and treatment strategy for Visceral Leishmaniasis / Post Kala-azar Dermal leishmaniasis”

 (Version: English)
I am ..................................... and I work at the ICDDR, B, Dhaka, Bangladesh under the kala-azar project entitled “Validation of an improved diagnostic and treatment strategy for Visceral Leishmaniasis and Post Kala-azar Dermal leishmaniasis”

Purpose of the research:  

 Kala-azar is an important cause of illness in some districts of Bangladesh including this region. The disease is fatal if left untreated and even 10% of the kala-azar patient dies in spite of treatment. In a small percentage of treated kala-azar patients due to unknown reason a skin disease called Post Kala-azar Dermal Leishmaniasis (PKDL) may develop after many months to years of initial treatment. Like kala-azar patient individuals with PKDL may spread kala-azar to others. So it is important to find out kala-azar/PKDL cases in the community and to manage them properly. These two conditions are curable so their identification and treatment in time will reduce kala-azar and PKDL transmission in the society. It has been shown that kala-azar and PKDL patients delay to seek health care due to lack of kala-azar awareness and financial support and their treatment is interrupted by the availability of drugs. So there is a need of improved system of kala-azar and PKDL case detection and management. It may possible that kala-azar and PKDL case detection and management can be improved by the involvement of the local public health system and community participation in KA and PKDL case detection and management. We researchers from ICDDR, B together with the investigators of World Health Organization have undertaken these research activities.  

Reasons for being selected for the interview:  We are requesting you/your child to participate in the study, because you/your child have been suffering from kala-azar / PKDL and your / your’s child have been admitted to the hospital for treatment. We are looking for such individual to participate in ou study. 

Procedures 

If you/your child agree to participate to the study we will carry out followings with you/your child:

1) We will ask you some questions about your socio-economic condition.

2) We will ask about your / your child’s illness history particularly beginning of the disease, treatment that you / your child received before coming to the hospital, money that you have spent for you / your child illness.

3) We will collect 5 ml venous blood from you / your child fore arm vein for testing it for Leishmania donovani DNA.

4) We will collect all treatment related information from you/your child during your/your child’s stay at thana health complex.

5) After your/your child’s discharge from the hospital our study personnel will visit your house to collect you/your child health related information monthly for six months. 

Risks and Discomforts:

There is a chance that you may feel uncomfortable about talking about some of the topics. However, we do not wish this to happen, and you may refuse to answer any question, if you feel they are personal or if talking about them makes you uncomfortable. You/your child may feel some pain during vein prick and there is a chance of some local or systemic infection. We will take all necessary care to minimize these risks, and if complication arises we will mange them properly. 

Benefits: 

Your/your child may be directly benefited by participation to the study, because we will take care about your/your child treatment in case of any chance of treatment interruption due to unavailability of drugs. 

Incentives:

You will not be provided any incentive to take part in the research. 

Confidentiality: 


  The information that we collect from this research project will be kept confidential. Information about you that will be collected from the study will be stored in a file which will not have your name on it, but a number assigned to it. Which number belongs to which name will be kept under lock and key, and will not be divulged to anyone except the researchers, research sponsors, and ERC board.

Right to refuse or withdraw:

You do not have to take part in this research if you do not wish to do so, and this will not affect the future treatment of your family at any hospitals. You will still have all the benefits that you would otherwise have.

You may stop participating in the interview at any time that you wish to, without losing any of your rights as a patient or otherwise. 

Who to contact:

This proposal has been reviewed and approved by Research Review Committee and Ethical Review Committee at ICDDR, B, Dhaka, Bangladesh whose task is to make sure that research participants are protected from harm. If you have any query or want to know about your rights and benefits as a participant, you are requested to contact Mr. MA Salam Khan, Committee Coordination Secretariat, RPSD, ICDDR,B, Dhaka, ext. 3206.
If you have any questions you may ask those now or later. If you wish to ask questions later, you may contact any of the following:  Dr. Dinesh Mondal / Dr. Rashidul Haque, Parasitology Laboratory, LSD, ICDDR, B, Dhaka-1212, Phone: 02-8860532-32, ext. 2411.

   I have read / has been read to me the foregoing information.  I have had the opportunity to ask questions about it and any questions I have asked have been answered to my satisfaction.  I consent voluntarily to participate as a participant in this study and understand that I have the right to withdraw from the interview at any time without in any way affecting me and my family as a health care seeker. 

Participant’s name:
_______________________________





Particiapnt’s signature/impression of left thumb: _______________________
        

Date: ___ ___/___ ___/___ ___

Parent’s / guardian’s name:_____________________________________

Parent’s / guardian signature/impression of left thumb: _______________________
Date: ___ ___/___ ___/___ ___

Investigator/ Representative Name:
__________________________________



Signature: ______________________                               Date: ___ ___/___ ___/___ ___

Witness Name: _______________________






Signature: _______________________
  
    Date:  ___ ___/___ ___/___ ___
INTERNATIONAL CENTRE FOR DIARRHOEAL DISEASE RESEARCH BANGLADESH

Assent Form (8-17 years old)
-------------------------------------------------------------------------------------------------------------------------------------------------------

Before recruiting into the study, the study subject must be informed about the objectives, procedures, and potential benefits and risks involved in the study. Details of all procedures must be provided including their risks, utility, duration, frequencies, and severity. All questions of the subject must be answered to his/ her satisfaction, indicating that the participation is purely voluntary. For children, consents must be obtained from their parents or legal guardians. The subject must indicate his/ her acceptance of participation by signing or thumb printing on this form.

-----------------------------------------------------------------------------------------------------------------

Title of the Research Project: Validation of an improved diagnostic and treatment strategy for Visceral Leishmaniasis and Post Kala-azar Dermal leishmaniasis

Principal Investigator: Dr. Dinesh Mondal

Information sheet for the participant aged 8-17 years old, participating in the research entitled 

“Validation of an improved diagnostic and treatment strategy for Visceral Leishmaniasis / Post Kala-azar Dermal leishmaniasis”

 (Version: English)
I am ..................................... and I work at the ICDDR, B, Dhaka, Bangladesh under the kala-azar project entitled “Validation of an improved diagnostic and treatment strategy for Visceral Leishmaniasis and Post Kala-azar Dermal leishmaniasis”

Purpose of the research:  

 Kala-azar is an important cause of illness in some districts of Bangladesh including this region. The disease is fatal if left untreated and even 10% of the kala-azar patient dies in spite of treatment. In a small percentage of treated kala-azar patients due to unknown reason a skin disease called Post Kala-azar Dermal Leishmaniasis (PKDL) may develop after many months to years of initial treatment. Like kala-azar patient individuals with PKDL may spread kala-azar to others. So it is important to find out kala-azar/PKDL cases in the community and to manage them properly. These two conditions are curable so their identification and treatment in time will reduce kala-azar and PKDL transmission in the society. It has been shown that kala-azar and PKDL patients delay to seek health care due to lack of kala-azar awareness and financial support and their treatment is interrupted by the availability of drugs. So there is a need of improved system of kala-azar and PKDL case detection and management. It may possible that kala-azar and PKDL case detection and management can be improved by the involvement of the local public health system and community participation in KA and PKDL case detection and management. We researchers from ICDDR, B together with the investigators of World Health Organization have undertaken these research activities.  

Reasons for being selected for the interview:  We are requesting you to participate in the study, because you have been suffering from kala-azar / PKDL and your have been admitted to the hospital for treatment. We are looking for such individual to participate in ou study. 

Procedures 

If you agree to participate to the study we will carry out followings with you:

6) We will ask you / your guardian some questions about your socio-economic condition.

7) We will ask you / your guardian about your illness history particularly beginning of the disease, treatment that you received before coming to the hospital, money that you / your quardian have spent for your illness.

8) We will collect 5 ml venous blood from your fore arm vein for testing it for Leishmania donovani DNA.

9) We will collect all treatment related information from you/your quradian during your stay at thana health complex.

10) After your discharge from the hospital our study personnel will visit your house to collect your child health related information at six month after initial cure. 

Risks and Discomforts:

There is a chance that you / your guardian may feel uncomfortable about talking about some of the topics. However, we do not wish this to happen, and you may refuse to answer any question, if you feel they are personal or if talking about them makes you uncomfortable. You may feel some pain during vein prick and there is a chance of some local or systemic infection. We will take all necessary care to minimize these risks, and if complication arises we will mange them properly. 

Benefits: 

You / your guardian may be directly benefited by your participation to the study, because we will take care about your treatment in case of any chance of treatment interruption due to unavailability of drugs. 

Incentives:

You / your guardian will not be provided any incentive to take part in the research. 

Confidentiality: 


  The information that we collect from this research project will be kept confidential. Information about you that will be collected from the study will be stored in a file which will not have your name on it, but a number assigned to it. Which number belongs to which name will be kept under lock and key, and will not be divulged to anyone except the researchers, research sponsors, and ERC board.

Right to refuse or withdraw:

You do not have to take part in this research if you do not wish to do so, and this will not affect the future treatment of your family at any hospitals. You will still have all the benefits that you would otherwise have.

You may stop participating in the interview at any time that you wish to, without losing any of your rights as a patient or otherwise. 

Who to contact:

This proposal has been reviewed and approved by Research Review Committee and Ethical Review Committee at ICDDR, B, Dhaka, Bangladesh whose task is to make sure that research participants are protected from harm. If you have any query or want to know about your rights and benefits as a participant, you are requested to contact Mr. MA Salam Khan, Committee Coordination Secretariat, RPSD, ICDDR,B, Dhaka, ext. 3206.
If you have any questions you may ask those now or later. If you wish to ask questions later, you may contact any of the following:  Dr. Dinesh Mondal / Dr. Rashidul Haque, Parasitology Laboratory, LSD, ICDDR, B, Dhaka-1212, Phone: 02-8860532-32, ext. 2411.

   I have read / has been read to me the foregoing information.  I have had the opportunity to ask questions about it and any questions I have asked have been answered to my satisfaction.  I consent voluntarily to participate as a participant in this study and understand that I have the right to withdraw from the interview at any time without in any way affecting me and my family as a health care seeker. 

Participant’s name:
_______________________________





Particiapnt’s signature/impression of left thumb: _______________________
        

Parent’s / guardian’s name:_____________________________________

Parent’s / guardian signature/impression of left thumb: _______________________
Date: ___ ___/___ ___/___ ___

Investigator/ Representative Name:
__________________________________



Signature: ______________________                               Date: ___ ___/___ ___/___ ___

Witness Name: _______________________






Signature: _______________________
  
    Date:  ___ ___/___ ___/___ ___
cwiwkó: 1 
Avš—R©vwZK D`ivgq M‡elYv †K›`ª, evsjv‡`k
M‡elYvi wk‡ivbvg:  f¨vwj‡Wkb Ae G¨vb BgcÖ“fW WvqvMbwóK GÛ wUªU‡g›U ÷ªv‡UwR di wfwmi¨vj wjkwgwbqvwmm/†cvó KvjvR¡i Wvg©vj wjkwgwbqvwmm
evwowfwËK  evQvB dig 
‡Rjv: ___________________     

Dc‡Rjv:_________________________________  

BDwbqb:___________

IqvW©: ___________________________ 


MÖvg:_______________      

evwoi bs:______________

M„nKZ©vi bvg: _________________________________________________________

KvjvR¡‡ii Rb¨ evQvB dig 

	bs
	bvg
	eqm

(gv‡m)
	wj½

1=gwnjv 2=cyi“l
	cÖv³b KvjvR¡i †ivMx 

1= n¨vu

2= bv
	eZ©gv‡b 2 mßv‡ni †ekx R¡i

1= n¨vu

2= bv 
	wc‡KwWGj Gi gZ Z¡‡K DcmM©  1= n¨vu

2= bv

	1.
	
	
	
	
	
	

	2.
	
	
	
	
	
	

	3.
	
	
	
	
	
	

	4.
	
	
	
	
	
	

	5.
	
	
	
	
	
	

	6.
	
	
	
	
	
	

	7
	
	
	
	
	
	

	8.
	
	
	
	
	
	

	9.
	
	
	
	
	
	

	10.
	
	
	
	
	
	

	11.
	
	
	
	
	
	


¯^v¯’¨/cwievi Kj¨vY Kg©xi bvg:________________________             ¯^v¶i_____________

ZvwiL: _____________
cwiwkó: 2
Avš—R©vwZK D`ivgq M‡elYv †K›`ª, evsjv‡`k
M‡elYvi wk‡ivbvg:  f¨vwj‡Wkb Ae G¨vb BgcÖ“fW WvqvMbwóK GÛ wUªU‡g›U ÷ªv‡UwR di wfwmi¨vj wjkwgwbqvwmm/†cvó KvjvR¡i Wvg©vj wjkwgwbqvwmm
m‡›`nRbK KvjvR¡i/wc‡KwWGj †ivMx †cÖi‡Yi dig
‡Rjv: ____________________________     

Dc‡Rjv:__________________________
 

BDwbqb:___________

IqvW©: ___________________________ 


MÖvg:_______________      

evwoi bs:______________

M„nKZ©vi bvg: _________________________________________________________

‡ivMxi AvBwW: _____________________

2 mßv‡ni AwaK R¡i: /____/ 1= n¨vu, 2= bv

c~e©eZ©x KvjvR¡i †ivMx: /____/ 1= n¨vu, 2= bv

wc‡KwWGj Gi Rb¨ m‡›`nRbK Z¡‡Ki DcmM©:  /____/ 1= n¨vu, 2= bv

†cÖiYKvix:

bvg: _________________
¯^v¶i: __________________ ZvwiL: _______________

¯^v¯’¨ Dc‡K‡›`ª m‡›`nfvRb †ivMxi kvixwiK cix¶v
	µwgK bs
	 †ivMxi bvg I AvBwW
	ewa©Z c­xnv

1= n¨vu

2= bv
	Avi †K 39 †Uó

1= abvZ¥K,

2= FbvZ¥K

	
	
	
	

	
	
	
	


cwiwkó: 3
Avš—R©vwZK D`ivgq M‡elYv †K›`ª, evsjv‡`k
M‡elYvi wk‡ivbvg:  f¨vwj‡Wkb Ae G¨vb BgcÖ“fW WvqvMbwóK GÛ wUªU‡g›U ÷ªv‡UwR di wfwmi¨vj wjkwgwbqvwmm/†cvó KvjvR¡i Wvg©vj wjkwgwbqvwmm
KvjvR¡i/wc‡KwWGj †ivMx †cÖi‡Yi dig

n‡Z:

¯^v¯’¨ Dc‡K‡›`ªi bvg: __________________________

Wv³v‡ii bvg:    _____________________________

‡ivMxi kvixwiK/Avi †K 39  cix¶vi djvcj:

	µwgK bs
	 †ivMxi bvg I AvBwW
	ewa©Z c­xnv

(1= n¨vu,

2= bv)
	Avi †K 39 †Uó

(1= abvZ¥K,

2= FbvZ¥K)

	
	
	
	

	
	
	
	


eivei:

†cÖwiZ ¯^v¯’¨ ‡K‡›`ªi bvg:________________________________________

†cÖiYKvix:
bvg: ___________________________



c`ex: __________________________

¯^v¶i:__________________________

 ZvwiL: _________________________

cwiwkó: 4K
Avš—R©vwZK D`ivgq M‡elYv †K›`ª, evsjv‡`k
M‡elYvi wk‡ivbvg:  f¨vwj‡Wkb Ae G¨vb BgcÖ“fW WvqvMbwóK GÛ wUªU‡g›U ÷ªv‡UwR di wfwmi¨vj wjkwgwbqvwmm/†cvó KvjvR¡i Wvg©vj wjkwgwbqvwmm
KvjvR¡i †ivMxi wPwKrmv †iKW©

‡ivMxi bvg: ______________________________
eqm: ____________
wj½:_____________
M„nKZ©vi bvg: ______________________________
‡ivMxi AvBwW: __________________
wVKvbv: BDwbqb: ____________________________
IqvW© bs: ____________MÖvg: __________________
	e¨eüZ Jl‡ai bvg
	wPwKrmv ïi“i ZvwiL
	‡WvR
	d‡jvAvc
	wPwKrmvi Ae¯’v
	wPwKrmv eÜ/ cwieZ©‡bi ZvwiL
	wPwKrmv eÜ Kievi KviY
	cvk¦© cÖwZwµqv

	wgwë‡dvwmb
	
	
	1g mßvn

2q mßvn  3q mßvn
4_© mßvn
	Pj‡Q

eÜ  

cwiewZ©Z 
	
	
	cwicvKZ‡š¿

mgm¨v / hK…‡Z wel³Zv/
Ab¨vb¨

	G¨v‡çv‡Uvwiwmb-we
	
	
	1g mßvn

2q mßvn  3q mßvn
4_© mßvn
	Pj‡Q

eÜ  

cwiewZ©Z
	
	
	cwicvKZ‡š¿

mgm¨v/ hK…‡Z wel³Zv/
Ab¨vb¨

	‡mvwWqvg ÷z‡evM­y‡Kv‡bU Gm G wR
	
	
	1g mßvn

2q mßvn  3q mßvn
4_© mßvn
	Pj‡Q

eÜ  

cwiewZ©Z
	
	
	cwicvKZ‡š¿

mgm¨v/ hK…‡Z wel³Zv/
Ab¨vb¨


cwiwkó: 4L
Avš—R©vwZK D`ivgq M‡elYv †K›`ª, evsjv‡`k
M‡elYvi wk‡ivbvg:  f¨vwj‡Wkb Ae G¨vb BgcÖ“fW WvqvMbwóK GÛ wUªU‡g›U ÷ªv‡UwR di wfwmi¨vj wjkwgwbqvwmm/†cvó KvjvR¡i Wvg©vj wjkwgwbqvwmm
†ivMxi my¯’ nevi DcmvwM©K cwigvcK

(wPwKrmv MÖn‡Yi 2q I 4_© mßv‡n Ges wPwKrmv mgv‡ßi 6 gvm c‡i)

	cwigvcK
	1g mßvn ïi“ 
	2q mßvn d‡jvAvc
	3q mßvn d‡jvAvc
	4_© mßvn d‡jvAvc

	DcmvwM©K Ae¯’v
	
	
	
	

	C­xnvi AvKvi
	
	
	
	

	i³ ¯^íZv 
	
	
	
	

	kix‡ii IRb
	
	
	
	

	wn‡gv‡M­vwe‡bi cwigvb
	
	
	 
	


cwiwkó: 5
Avš—R©vwZK D`ivgq M‡elYv †K›`ª, evsjv‡`k
M‡elYvi wk‡ivbvg:  f¨vwj‡Wkb Ae G¨vb BgcÖ“fW WvqvMbwóK GÛ wUªU‡g›U ÷ªv‡UwR di wfwmi¨vj wjkwgwbqvwmm/†cvó KvjvR¡i Wvg©vj wjkwgwbqvwmm
†ivMx‡`i ¯^v¶vrKvi m~Px

( wb‡gœvwjwLZ cÖkœmg~n cÖwZwU †ivMx‡K Avjv`v K‡i wR‡Ám Ki‡Z n‡e Ges mevB‡K GKwU K‡i Abywjwc w`‡Z n‡e|) 

wb‡gœvwjwLZ cÖkœmg~†ni Rb¨ ¯^v¶vrKvi MÖnYKvix‡K ¯’vbxq w`b cwÄKv mv‡_ wb‡Z n‡e, ¯^v¶vrKvi cÖ`vbKvix‡K mgqKvj g‡b Ki‡Z mnqZv Ki‡Z n‡e| G mgq ¯^v¶vrKvi cÖ`vbKvixi mv‡_ wKQy mgq AwZevwnZ Ki‡Z n‡e hv‡Z mwVK fv‡e mgqKvj wbiƒcb Kiv hvq|
‡ivMxi bvg: ____________________________________
eqm: ________________
wj½: _________________
wVKvbv: _________________________________________ 




BDwbqb: _______________________   IqvW© bs: ___________    MÖvg: __________________
1. Amy¯’‡eva Kivi KZw`b c‡i Avcwb ¯’vbxq wPwKrm‡Ki Kv‡Q wM‡qwQ‡jb ? _____w`b

2. ¯’vbxq wPwKrm‡Ki Kv‡Q hvevi  KZw`b c‡i Avcbvi †ivM wbY©q n‡qwQj ? _____w`b
3. †ivM wbY©xZ nevi KZw`b c‡i Avcbvi wPwKrmv Avi¤¢ n‡q‡wQj? _____w`b
4. civgk© MÖn‡Yi Rb¨ Avcwb me©cÖ_g †Kv_vq wM‡qwQ‡jb ?

(¯^v¯’¨ †mev cÖ`vbKvix‡`i ZvwjKvwU fv‡jvgZ co–b Ges Rvbyb wZwb Kvi Kv‡Q wM‡qwQ‡jb; Gici; †m N‡i  wUK wPý w`b: Zvici  ¯^v¯’¨ †mev cÖ`vbKvixi wPwKrmv c×wZ‡Z wUK wPý w`b)

K. ¯’vbxq †ivM wbivgqKvix (Svo-dzuK, ISv, ZvweR †`b whwb)

L. ¯’vbxq †Kwgó

M. ¯’vYxq ¯^v¯’¨ †mev cÖ`vbKvix (AHW, HA, ANM, SN)
N. †emiKvix  cvkKiv Wv³vi

O. miKvix Wv³vi

P. ‡Kv_vI bv (mivmwi GB nvmcvZv‡j G‡m‡Qb)

5.  Avcwb †Kvb ai‡bi wPwKrmv †c‡q‡Qb (ewo A_ev B‡ÄKkb) ?  (¯^v¶vrKvi MÖnYKvix †ivMx‡K g‡b Ki‡Z mnqZv Ki“b; cÖ‡qvRb †ev‡a JlawU †`Lyb) 

K. G¨vw›U‡gvwbqvj (Gm G wR, †`kx m~B)

L. G¨v‡çv‡Uvwiwmb-we/ dvbwM‡Rvb (we‡`kx m~B)
M. wgwë‡dvwmb
6. Avcwb wK wPwKrmvq †Kvb weiwZ wb‡q‡Qb? /____/  (1=n¨vu 2=bv)

      hw` n¨vu nq, Z‡e KZ w`b ?   /____/ (1= 1 mßv‡ni Kg, 2= 1-2 mßvn, 3= 2-3 wmßvn, 4= 3 mßv‡ni AwaK)
7. Avcwb †Kb wPwKrmvq weiwZ wb‡qwQ‡jb ? (GKvwaK Dëi MÖnb‡hvM¨)

1= cvk¦©cÖwZwµqv

2=e¨vw³MZ mgm¨vi Kvi‡b

3= wPwKrmvi e¨q wbe©vn Kivi A_© wQjbv

4= hvZvqvZ e¨q wbe©vn Kivi A_© wQjbv

5= Jl‡ai NvUwZ wQj

6= ¯’vb cwieZ©b

7= Ab¨vb¨ (D‡j­L Ki“b)………………………………………..

8.  GB nvmcvZv‡j wPwKrmvi Rb¨ †K Avcbv‡K †cÖiY K‡iwQ‡jb ?

K. †¯^”Qvq G‡m‡Qb

L. övbxq ¯^v¯’¨ Kg©x

M. cwiewi cwiKíbv ¯^v¯’¨ Kg©x

N. evwoi †jvKRb/cÖwZ‡ekx

O. ‡emiKvix wPwKrmK

‡ivMxi nvmcvZv‡ji †ivM wbY©q c×wZ  /____/  1) ciRxex abvZ¥K    2) ciRxex  FbvZ¥K    9) Rvwbbv

¯^v¶vrKvi MÖnYKvix bvg ______________________________    ZvwiL __________________

hvPvBKvix   ____________________

cwiwkó 6

Li‡Pi wnmve wbY©q
	‡ivMxi bvg:​___________________________                            AvBwW bs: _________________




¯’vbxq ¯^v¯’¨ ‡mev cÖ`vbKvixi eve` LiP

	¯^v¯’¨ ‡mev cÖ`vYKvixi aiY
	me©‡gvU cwi`k©b eve` e¨vq

	
	

	
	


`~ieZ©x ¯^v¯’¨ ‡mev cÖ`vbKvixi eve` LiP

	aiY
	`k©bxeve` e¨vq
	Jl‡ai e¨vq
	åg‡Y e¨vq
	Avnv‡i e¨vq
	Ab¨vb¨ e¨vq

	
	
	
	
	
	


‡ivM wbY©q eve` LiP
	c×wZ
	‡ivM wbY©‡q e¨vq
	Avnv‡ie¨vq
	åg‡Y e¨vq 
	Ab¨vb¨ e¨vq

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


‡dv‡jvAvc eve` LiP
	cwi`k©‡bi msL¨v
	wPwKrmvq e¨vq
	Avnv‡i e¨vq
	åg‡Y e¨vq 
	Ab¨vb¨ e¨vq

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


‡ivMx wK nvmcvZv‡j †_‡K wPwKrmv MÖnY K‡iwQ‡jb ?       /____/

1= nu¨v

2= bv

nvmcvZv‡j _vKv eve` LiP

	aiY
	w`‡bi msL¨v
	nvmcvZv‡j e¨vq
	åg‡Y e¨vq
	Avnv‡i e¨vq
	Ab¨vb¨ e¨vq

	
	
	
	
	
	

	
	
	
	
	
	


	‡ivMxi bvg:​__________________________                              AvBwW bs: _________________




evwoi evwl©K Mo Avq KZ? ___________________________
‡ivMxi †ckv: ___________________________
KvjvR¡i ‡ivMx wK wb‡R Avq K‡ib?        /____/


  1= nu¨v

2= bv

	Av‡qi aiY
	hviv Avq K‡ib bv Zv‡`i aiY

	gvwmK Avq (Amy¯’¨ nevi Av‡M) _____________________ 

gv‡m Kvh©w`e†mi ¶wZ

KvjvR¡‡ii Av‡M ____________

                   cÖv_wgK ch©v‡q Kvh© w`e‡mi ¶wZ 

(j¶Y cÖKv‡ki ci †_‡K ‡ivM wbY©xZ nIqv ch©š—) ____________

         KvjvR¡‡ii mgq Kvh© w`e‡mi ¶wZ 

(‡ivM wbY©xZ nevi ci †_‡K wPwKrmv ch©š—) ____________

KvjvR¡‡ii c‡i ____________

	QvÎ

M„wnbx

e„×

‡gvU w`e‡mi ¶wZ _______________

(j¶Y cÖKv‡ki ci †_‡K my¯’ nIqv ch©š—)


	‡ivMx‡K †mev cÖ`vbKvixi mg‡qi ¶wZ (DcvR©b¶g e¨vw³) 

gvwmK Avq ____________

Kvh© w`e‡mi ¶wZ ____________
	‡ivMx‡K †mev cÖ`vbKvixi mg‡qi ¶wZ (DcvR©b¶g e¨vw³)

‡gvU w`e‡mi ¶wZ _______________


wKfv‡e KvjvR¡i wPwKrmvi e¨vq wbe©vn Kiv nq ?

	aiY                                                  nu¨v/bv                                         hw` nu¨v nq Z‡e KZ?                    


1. mÂq

2. weµq/eÜKx

3. avi/†`bv

4. evwoi m`m¨i ¯’vb cwieZ©b

5. Aby`vb A_ev `vb

	¯^v¯’‡mev cÖ`vbKvixi bvg:​_______________________                      AvBwW bs: ______________




Kg©kvjv eve` LiP 

¯^v¯’Kg©x, wPwKrmK Ges ag©xq‡bZv‡`i Kg©kvjv eve` e¨vq

`ªve¨vw`

cvwikªwgK

my‡hvM myweav eve`

Ab¨vb¨

‡ivMx AbymÜvb eve` e¨vq

evwowfwËK AbymÜv‡b e¨vq

‡cÖvMÖvg ewnf~©Z AwZwi³ e¨vq

KvjvR¡i ev‡` me©‡gvU e¨vq

hvZvqvZ

cvwikªwgK (mg‡qi ¶wZ/†eZb, fvZv BZ¨vw`)

Ab¨vb¨

‡ivM wbY©q eve` e¨vq

‡cÖwiZ ¯^v¯’‡K‡›`ª ‡ivM wbY©q eve` e¨vq

Avi †K 39

c­xnvi ùxwZ

c¨vivmvB‡UvjRx

c­xnv/Aw¯’ g¾vi A¨vmwc‡ikb

Z¡‡Ki ev‡qvwá

cvwikªwgK

`ªve¨vw`

Ab¨vb¨

A_ev GB mg¯— †ivM wbY©q c×wZ eve` e¨vq

wPwKrmv eve` e¨vq

       Jla eve` LiP


     wgwë‡dvwmb

- †ivM wbY©‡qi Av‡M/c‡i LiP

-Jl‡ai LiP

nvmcvZv‡j Ae¯’vb, d‡jvAvc

 



       G¨v‡çv‡Uvwiwmb-we 

- †ivM wbY©‡qi Av‡M/c‡i LiP

-Jl‡ai LiP

nvmcvZv‡j Ae¯’vb, d‡jvAvc

      GmGwR

- †ivM wbY©‡qi Av‡M/c‡i LiP

-Jl‡ai LiP

nvmcvZv‡j Ae¯’vb, d‡jvAvc

cvk¦©cÖwZwµqv AbymÜvb
cvk¦©cÖwZwµqv AbymÜvb eve` e¨vq

‡cÖvMÖvg ewnf~©Z AwZwi³ e¨vq

KvjvR¡i ev‡` me©‡gvU e¨vq

d‡jvAvc, c­xnv Ges hK…‡Zi cix¶v

Avš—R©vwZK D`ivgq M‡elYv †K›`ª, evsjv‡`k 

¯^v¯’¨ Dc‡K‡›`ªi Kgx©‡`i Rb¨ m¤§wËcÎ

M‡elYvi wk‡ivbvg:  f¨vwj‡Wkb Ae G¨vb BgcÖ“fW WvqvMbwóK GÛ wUªU‡g›U ÷ªv‡UwR di wfwmi¨vj wjkwgwbqvwmm GÛ †cvó KvjvR¡i Wvg©vj wjkwgwbqvwmm
cÖavb M‡elK: Wv: `x‡bk gÛj |

-----------------------------------------------------------------------------------------------------------------------------------------------

M‡elYvq AšÍZ‚©w³i c~‡e© cÖZ¨K e¨w³‡K M‡elYvi D‡Ïk¨, c×wZ, Ges m¤¢ve¨ jvf I SuywK m¤^‡Ü Rvbv‡Z n‡e| we¯ÍvwiZ c×wZ I Zv‡`i SuywK, Kvh©KvwiZv, Kvh©Kvj, gvÎv Ges cÖvej¨Zv Rvbv‡Z n‡e| mKj cÖ‡kœi DËi AskMÖnYKvix Zvi wb‡Ri gwR© Abyhvqx w`‡eb, †Kbbv AskMÖnb m¤ú~Y© Hw”QK| wkï‡`i †¶‡Î m¤§wZ w`‡eb Zv‡`i wcZv-gvZv A_ev AvBbMZ AwffveK| M‡elYvq AskMÖYKvix GB di‡g ¯^v¶i A_ev e„×v½yjwi Qvc w`‡q m¤§wZ cÖKvk Ki‡eb| 

------------------------------------------------------------------------------------------------------------

f¨vwj‡Wkb Ae G¨vb BgcÖ“fW WvqvMbwóK GÛ wUªU‡g›U ÷ªv‡UwR di wfwmi¨vj wjkwgwbqvwmm GÛ †cvó KvjvR¡i Wvg©vj wjkwgwbqvwmm kxl©K M‡elYv‡Z AskMÖnYKvix ¯^v¯’¨Kg©x‡`i Rb¨ Z_¨cÎ ( evsjv ms¯‹ib)
Avwg..................................................... Avš—R©vwZK D`ivgq M‡elYv †K›`ª, evsjv‡`k -G f¨vwj‡Wkb Ae G¨vb BgcÖ“fW WvqvMbwóK GÛ wUªU‡g›U ÷ªv‡UwR di wfwmi¨vj wjkwgwbqvwmm GÛ †cvó KvjvR¡i Wvg©vj wjkwgwbqvwmm bvgK M‡elYvq Kg©iZ AvwQ|
M‡elYvi D‡Ïk¨:

KvjvR¡i GB GjvKv mn evsjv‡`‡ki wKQy †Rjvq GKwU ¸i“Z¡c~Y© ‡ivM| hw` wPwKrmv MÖnb bv Kiv nq Z‡e KvjvR¡‡i g„Z¨eib Kiv ¯^vfvweK GgbwK wPwKrmv ¯^†Z¡I kZKvi 10 fvM †ivMx g„Zz¨eib K‡i _v‡Kb| wKQy msL¨K wPwKrmvcÖvß e¨vw³‡`i †¶‡Î †cvó KvjvR¡i Wvg©vj wjkwgwbqvwmm (wc‡KwWGj) wPwKrmv MÖn‡bi eûw`b eQi c‡i †`Lv w`‡Z cv‡i| KvjvR¡i Avµvš— e¨vw³‡`i gZ wc‡KwWGj Avµvš— e¨vw³‡`i ØvivI KvjvR¡i my¯’ e¨vw³‡`i gv‡S KvjvR¡i msµwgZ n‡Z cv‡i| ZvB mgv‡R KvjvR¡i/wc‡KwWGj Avµvš— e¨vw³‡`i mÜvb K‡i wPwKrmvi weavb Kiv Ri“ix| †iv‡Mi GB `yB ai‡bi Ae¯’vb †_‡K wPwKrmvi gva¨‡g cwiÎvb cvIqv hvq ZvB mgqgZ KvjvR¡i/wc‡KwWGj Avµvš— e¨vw³‡`i mÜvb K‡i wPwKrmv cÖ`vb Ki‡j mgv‡R KvjvR¡i/wc‡KwWGj Gi msµgb K‡g hv‡e|  GgbwU †`Lv‡M‡Q †h, KvjvR¡i Ges wc‡KwWGj Gi †ivMxiv  AÁZvekZ Ges Avw_©K AmsMwZi Kvi‡b h_v mg‡q wPwKrmv MÖn‡Y wej¤^ K‡i Ges Jl‡ai ¯^íZvi Kvi‡b Zv‡`i wPwKrmv e¨nZ nq|  ZvB KvjvR¡i/wc‡KwWGj †ivMx‡`i AbymÜvb I wPwKrmv e¨e¯’vi Dbœq‡bi cÖ‡qvRb i‡q‡Q| ¯’vbxq Rb¯^v¯’¨ e¨e¯’v Ges mgv‡Ri e¨w³e‡M©i m¤ú„³Zvi gva¨‡g KvjvR¡i/wc‡KwWGj Gi †ivMx‡`i AbymÜvb I wPwKrmv e¨e¯’vi Dbœqb nqZ Am¤¢e bq| †m Kvi‡bB wek¦ ¯^v¯’¨ ms¯’v mv‡_ †hŠ_fv‡e Avgviv GB M‡elYv Kg©m~Px nv‡Z wb‡qwQ |

Avcbv‡K wbe©vP‡bi KviY mg~n :
Avgiv Avcbv‡K M‡elYvq AskMÖn‡Yi Rb¨ Aby‡iva Rvbvw”Q †Kbbv Avcbv‡K Avcbvi KZ„c¶ GB M‡elYv‡Z AskMÖn‡Yi Rb¨ wbe©vwPZ K‡i‡Qb|  Gqvov AvcwbB †mB e¨vw³ whwb bvwK MÖvgevmx‡`i mv‡_ cÖZ¨¶fv‡e KvR K‡I _v‡Kb| ZvB Avcbvi AskMÖnY Avgv‡`i‡K Avcbvi KZ©e¨iZ GjvKv‡Z KvR Ki‡Z mnqZv Ki‡e|

c×wZ:
Avcwb hw` ¯^v¯’¨Kg©x nb Ges GB M‡elYv‡Z AskMÖn‡Y m¤§Z nb Z‡e Avgiv Avcbv‡K wb‡æv³ KvR¸‡jv Ki‡Z eje:

1. Avcbv‡K Aby‡iva Kiv n‡e Avgv‡`i ‡K Rvbv‡Z Avcbvi mßvwnK `vßwiK Kvh©vejx  Ges Zvi Rb¨ mgq e›Ub mg‡Ü|

2. Avcbv‡K Avgv‡`i M‡elYv`j KZ„K Av‡qvwRZ KvjvR¡i Ges wc‡KwWGj msµvš— Kg©kvjv‡Z AskMÖn‡Yi Rb¨ Avgš¿Y Rvbv‡bv n‡e| 

3. BwcAvB Kvh©µ‡gi mg‡q MÖvgevmx‡`i g‡a¨ KvjvR¡i Ges wc‡KwWGj mbv³Kib M‡elYv‡Z AskMÖnY msµvš—  cÖPvicÎ wewj  Kivi Rb¨ Avcbv‡K Aby‡iva Rvbv‡bv| 

4. Avcbv‡K Aby‡iva Kiv n‡e †hb Avcwb evwo wfwËK wbqggvwdK cwi`k©‡bi mgq KvjvR¡i Ges wc‡KwWGj mbv³Ki‡bi cix¶v Ki‡eb| Avgiv Avcbv‡K Dc‡ivwj­wLZ Kg©kvjv‡Z G e¨vcv‡i cÖwk¶Y cÖ`vb Kie|

5. Avgiv M‡elbv mgvwßi c‡i KvjvR¡i Ges wc‡KwWGj mbv³Ki‡bi cix¶v msµvš— Avcbvi AwfÁZv Rvbevi Rb¨ ¯^v¶vrKvi MÖnb Kie|  Avgv‡`i M‡elYv `‡ji  GKRb m`m¨ GB ¯^v¶vrKvi MÖnb Ki‡eb|  GB ¯^v¶vrKvi Avcbvi cQ›`gZ ¯’v‡b MÖnb Kiv n‡e Ges  cÖ‡qvR‡b M‡elK Qvov Ab¨‡KD Dcw¯’Z _vK‡eb bv ( hw` Avcwb Pvb)|  Avcbvi KvQ †_‡K cÖvß Z_¨¸‡jv †Mvcbxq ¯’v‡b dvBwje× K‡i ivLv n‡e Ges M‡elK Qvov Ab¨‡KD Zv †`Levi AwaKvi _vK‡e bv| GB Z_¨¸‡jv XvKv¯’ AvB,wm,wW,Avi,we‡Z msiw¶Z ivLv n‡e| GB ¯^v¶vrKviwU MÖnb Ki‡Z m‡ev”P© 1 N›Uv mg‡qi cÖ‡qvRb n‡e| 

Avcwb hw` †gwW‡Kj Awdmvi/†gwW‡Kj Gwm÷¨v›U nb Ges GB M‡elYv‡Z AskMÖn‡Y m¤§Z nb Z‡e Avgiv Avcbv‡K wb‡æv³ KvR¸‡jv Ki‡Z eje:

1. Avcbv‡K Aby‡iva Kiv n‡e Avgv‡`i ‡K Rvbv‡Z Avcbvi mßvwnK `vßwiK Kvh©vejx  Ges Zvi Rb¨ mgq e›Ub mg‡Ü|

2. Avcbv‡K Avgv‡`i M‡elYv`j KZ„K Av‡qvwRZ KvjvR¡i Ges wc‡KwWGj msµvš— Kg©kvjv‡Z AskMÖn‡Yi Rb¨ Avgš¿Y Rvbv‡bv n‡e| 

3. Avcbv‡K Aby‡iva Kiv n‡e ‡hb Avcwb †h mg¯— e¨vw³‡`i `yB mßv‡ni AwaK R¡i Ges KvjvR¡‡ii c~e© BwZnvm Ges Z¡‡K ¶Z i‡q‡Q Zv‡`i kvixwiK cix¶v Ki‡eb| Zv‡`i‡K ¯^v¯’¨Kg©x/MÖvg¨ Wv³vi/Bgvg Avcbvi Kv‡Q †cÖiY Ki‡eb| 

4. Avcv‡K Aby‡iva Kiv n‡e †hb Avcwb m¤¢ve¨ KvjvR¡i Ges wc‡KwWGj †ivMx‡`i  Avgv‡`i ˆZwi Kiv di‡g  wÎkvj _vbv ¯^v¯’¨ †K‡›`ª †cÖiY Ki‡eb|

Avcwb hw` m¨v‡bUix BÝ‡c±i nb Ges GB M‡elYv‡Z AskMÖn‡Y m¤§Z nb Z‡e Avgiv Avcbv‡K wb‡æv³ KvR¸‡jv Ki‡Z eje:

1. Avcbv‡K Aby‡iva Kiv n‡e Avgv‡`i ‡K Rvbv‡Z Avcbvi mßvwnK `vßwiK Kvh©vejx  Ges Zvi Rb¨ mgq e›Ub mg‡Ü|

2. Avcbv‡K Avgv‡`i M‡elYv`j KZ„K Av‡qvwRZ KvjvR¡i Ges wc‡KwWGj msµvš— Kg©kvjv‡Z AskMÖn‡Yi Rb¨ Avgš¿Y Rvbv‡bv n‡e| 

3. Avcbv‡K m‡›`nRbK  KvjvR¡i Ges wc‡KwWGj mbv³Ki‡bi Rb¨ Avi †K 39 cix¶v Kievi Rb¨ Aby‡iva Kiv n‡e | Avgiv Avcbv‡K cÖ‡qvRbxq cix¶vKib `ªe¨vw` mieivn Kie|

4. Avgiv M‡elbv mgvwßi c‡i KvjvR¡i Ges wc‡KwWGj mbv³Ki‡bi cix¶v msµvš— Avcbvi AwfÁZv Rvbevi Rb¨ ¯^v¶vrKvi MÖnb Kie|  Avgv‡`i M‡elYv `‡ji  GKRb m`m¨ GB ¯^v¶vrKvi MÖnb Ki‡eb|  GB ¯^v¶vrKvi Avcbvi cQ›`gZ ¯’v‡b MÖnb Kiv n‡e Ges  cÖ‡qvR‡b M‡elK Qvov Ab¨‡KD Dcw¯’Z _vK‡eb bv ( hw` Avcwb Pvb)|  Avcbvi KvQ †_‡K cÖvß Z_¨¸‡jv †Mvcbxq ¯’v‡b dvBwje× K‡i ivLv n‡e Ges M‡elK Qvov Ab¨‡KD Zv †`Levi AwaKvi _vK‡e bv| GB Z_¨¸‡jv XvKv¯’ AvB,wm,wW,Avi,we‡Z msiw¶Z ivLv n‡e| GB ¯^v¶vrKviwU MÖnb Ki‡Z m‡ev”P© 1 N›Uv mg‡qi cÖ‡qvRb n‡e| 

SzuwK Ges Amyweav mg~n: 

GUv n‡Z cv‡i †h Dc‡ivwj­wLZ Kvh©vejx cwiPvjbv Ki‡Z wM‡q wKQyUv mgm¨v ‡eva Ki‡Z cv‡ib |  Avgv‡`i M‡elKiv GB mg¯— mgm¨v mgvav‡bi Rb¨ Avcbv‡K ch©vß KvwiMwi mn‡hvMxZv cÖ`vb Ki‡e| Ggb n‡Z cv‡i †h  †Kvb wel‡q Av‡jvPbv Ki‡Z wM‡q Avcwb Amyweav Abyfe Ki‡Z cv‡ib | Aek¨ Avgiv †Póv Ki‡ev GgbwU †hb bv nq Ges hw` g‡b K‡ib ‡Kvb cÖkœ Avcbvi GKvšÍ e¨w³MZ A_ev Avcbvi Rb¨ AmyweavRbK Zvn‡j Avcwb DËi `v‡b weiZ _vK‡Z cv‡ib|

myweav mg~n:

Avcwb M‡elYvZ †_‡K mivmwi DcK„Z bvI n‡Z cv‡ib|  Z‡e Avcbvi AskMÖnY Avgv‡`i‡K KvjvR¡i/wc‡KwWGj Ly‡R †c‡Z mnqZv Ki‡e| hv Avgv‡`i KvjvR¡i Ges wc‡KwWGj wbqš¿Y Ki‡Z mnqZv Ki‡e d‡j mgwóMZ fv‡e Avcbvi MÖvg Ges mgvR DcK…Z n‡e|

jvf:

 Avcbv‡K AskMÖn†Y DrmvwnZ Kivi Rb¨ †Kvb ai‡bi Avw_©K mnqZv †`qv n‡e bv| 

‡MvcbxqZv:
GB M‡elYv Kvh©µ‡g Avgiv †h Z_¨ msMÖn Kie Zv †Mvc‡b msi¶b Kiv n‡e| Avcbvi m¤úwK©Z Z_¨ hv Avgiv msMÖn Kie Zv GKwU dvB‡j wjwce× Kiv n‡e †hLv‡b ‡Kvb bvg _vK‡e bv wKš‘  GKwU bv¤^vi †`qv n‡e | †Kvb bv¤^vi †Kvb bv‡gi R‡b¨ Zv Zvjve× _vK‡e Ges M‡elK, A_©vqbKvix  Ges B Avi wm-Gi m`m¨ Qvov Ab¨ †KD Rvb‡Z cvi‡e bv | 

 m¤§wZ cÖ`vb ev AskMÖnY †_‡K weiZ _vKvi AwaKvi : 

Avcwb hw` Pvb Z‡e GB M‡elYv Kvh©µ‡g AskMÖnY  ‡_‡K weiZ _vK‡Z cv‡ib Ges Gi d‡j Avcbvi Dci †Kvb ai‡bi e¨e¯’v MÖnY Kiv n‡e bv| Avcbvi mg¯Í myweav mg~n †hgb wQj †ZgbB _vK‡e | Avcbvi †h ‡Kvb ai‡bi AwaKvi Le© QvovB Avcwb hLbB B”Qv Ki‡eb ZLbB  M‡elYvq  AskMÖnY eÜ Ki‡Z cvi‡eb|

‡hvMv‡hvM:
GB M‡elYv Kvh©µg AvBwmwWwWAvi,we-Gi Avi Avi wm Ges B Avi wm KZ©„K Aby‡gvw`Z , hv‡`i KvR n‡”Q  AskMÖnYKvixi AwaKvi msi¶Y Kiv | Avcwb hw` M‡elYvq AskMÖnYKvix wn‡m‡e Avcbvi AwaKvi m¤ú‡K© Av‡iv †ekx wKQy Rvb‡Z Pvb Zv n‡j Rbve Gg G mvjvg Lvb, KwgwU †Kv AwW©‡bkb †m‡µUvwi‡qU, AviwcGmwW, AvBwmwWwWAvi,we , gnvLvjx , XvKv-1212, evsjv‡`k, †dvb-02-8860523-32,G·-3506  Gi mv‡_ †hvMv‡hvM Ki‡Z cv‡ib | 

Avcbvi hw` ‡Kvb cÖkœ _v‡K Z‡e Avcwb GLb ev c‡i Zv wRÁvmv Ki‡Z cv‡ib| Avcwb hw` c‡i cÖkœ Ki‡Z Pvb Z‡e ‡hvMv‡hvM Ki‡Z cv‡ib Wv: `x‡bk gÛj A_ev Wv: ivwk`yj nK, c¨vivmvB‡UvjRx j¨ve‡iUwi, Gj Gm wW, AvBwmwWwWAvi,we , gnvLvjx , XvKv-1212, evsjv‡`k, †dvb-02-8860523-32,G·-2411  Gi mv‡_ |

Dc‡i ewY©Z Z_¨ mg~n Avwg c‡owQ/Avgv‡K c‡o ïbv‡bv n‡q‡Q| Avgvi cÖkœ Kivi my‡hvM wQj Ges Avgvi me cÖ‡kœi m‡šÍvlRbK Reve †c‡qwQ| Avwg †¯^”Qvq GB M‡elYvq AskMÖn‡Yi m¤§wZ cÖ`vb KiwQ Ges AeMZ AvwQ †h, Avgvi AwaKvi Av‡Q †h †Kvb mg‡q Av‡jvPbvq AskMÖnY †_‡K Avwg weiZ _vK‡Z cvwi Ges Gi d‡j Avgvi Ges Avgvi cwiev‡ii ¯^v¯’¨ †mev AwaKv‡ii †Kvb ¶wZ n‡e bv | 

AskMÖnYKvixi bvg: ___________________________


AskMÖnYKvixi c`ex: _________________________

AskMÖnYKvixi ¯^v¶i:_________________________
 ZvwiL: ___ ___/___ ___/___ ___

M‡elK/cÖwZwbwai  bvg:________________________





¯^v¶i:
_______________________________ 
 ZvwiL: ___ ___/___ ___/___ ___

¯^v¶xi bvg: ______________________________






¯^v¶i: _______________________________    
ZvwiL: ___ ___/___ ___/___ ___
Avš—R©vwZK D`ivgq M‡elYv †K›`ª, evsjv‡`k 

Bgvg‡`i Rb¨ m¤§wËcÎ
M‡elYvi wk‡ivbvg:  f¨vwj‡Wkb Ae G¨vb BgcÖ“fW WvqvMbwóK GÛ wUªU‡g›U ÷ªv‡UwR di wfwmi¨vj wjkwgwbqvwmm GÛ †cvó KvjvR¡i Wvg©vj wjkwgwbqvwmm
cÖavb M‡elK: Wv: `x‡bk gÛj |

-----------------------------------------------------------------------------------------------------------------------------------------------

M‡elYvq AšÍZ‚©w³i c~‡e© cÖZ¨K e¨w³‡K M‡elYvi D‡Ïk¨, c×wZ, Ges m¤¢ve¨ jvf I SuywK m¤^‡Ü Rvbv‡Z n‡e| we¯ÍvwiZ c×wZ I Zv‡`i SuywK, Kvh©KvwiZv, Kvh©Kvj, gvÎv Ges cÖvej¨Zv Rvbv‡Z n‡e| mKj cÖ‡kœi DËi AskMÖnYKvix Zvi wb‡Ri gwR© Abyhvqx w`‡eb, †Kbbv AskMÖnb m¤ú~Y© Hw”QK| wkï‡`i †¶‡Î m¤§wZ w`‡eb Zv‡`i wcZv-gvZv A_ev AvBbMZ AwffveK| M‡elYvq AskMÖYKvix GB di‡g ¯^v¶i A_ev e„×v½yjwi Qvc w`‡q m¤§wZ cÖKvk Ki‡eb| 

------------------------------------------------------------------------------------------------------------

f¨vwj‡Wkb Ae G¨vb BgcÖ“fW WvqvMbwóK GÛ wUªU‡g›U ÷ªv‡UwR di wfwmi¨vj wjkwgwbqvwmm GÛ †cvó KvjvR¡i Wvg©vj wjkwgwbqvwmm kxl©K M‡elYv‡Z AskMÖnYKvix Bgvg‡`i Rb¨ Z_¨cÎ (evsjv ms¯‹ib)
Avwg..................................................... Avš—R©vwZK D`ivgq M‡elYv †K›`ª, evsjv‡`k -G f¨vwj‡Wkb Ae G¨vb BgcÖ“fW WvqvMbwóK GÛ wUªU‡g›U ÷ªv‡UwR di wfwmi¨vj wjkwgwbqvwmm GÛ †cvó KvjvR¡i Wvg©vj wjkwgwbqvwmm bvgK M‡elYvq Kg©iZ AvwQ|
M‡elYvi D‡Ïk¨:

KvjvR¡i GB GjvKv mn evsjv‡`‡ki wKQy †Rjvq GKwU ¸i“Z¡c~Y© ‡ivM| hw` wPwKrmv MÖnb bv Kiv nq Z‡e KvjvR¡‡i g„Z¨eib Kiv ¯^vfvweK GgbwK wPwKrmv ¯^†Z¡I kZKvi 10 fvM †ivMx g„Zz¨eib K‡i _v‡Kb| wKQy msL¨K wPwKrmvcÖvß e¨vw³‡`i †¶‡Î †cvó KvjvR¡i Wvg©vj wjkwgwbqvwmm (wc‡KwWGj) wPwKrmv MÖn‡bi eûw`b eQi c‡i †`Lv w`‡Z cv‡i| KvjvR¡i Avµvš— e¨vw³‡`i gZ wc‡KwWGj Avµvš— e¨vw³‡`i ØvivI KvjvR¡i my¯’ e¨vw³‡`i gv‡S KvjvR¡i msµwgZ n‡Z cv‡i| ZvB mgv‡R KvjvR¡i/wc‡KwWGj Avµvš— e¨vw³‡`i mÜvb K‡i wPwKrmvi weavb Kiv Ri“ix| †iv‡Mi GB `yB ai‡bi Ae¯’vb †_‡K wPwKrmvi gva¨‡g cwiÎvb cvIqv hvq ZvB mgqgZ KvjvR¡i/wc‡KwWGj Avµvš— e¨vw³‡`i mÜvb K‡i wPwKrmv cÖ`vb Ki‡j mgv‡R KvjvR¡i/wc‡KwWGj Gi msµgb K‡g hv‡e|  GgbwU †`Lv‡M‡Q †h, KvjvR¡i Ges wc‡KwWGj Gi †ivMxiv  AÁZvekZ Ges Avw_©K AmsMwZi Kvi‡b h_v mg‡q wPwKrmv MÖn‡Y wej¤^ K‡i Ges Jl‡ai ¯^íZvi Kvi‡b Zv‡`i wPwKrmv e¨nZ nq|  ZvB KvjvR¡i/wc‡KwWGj †ivMx‡`i AbymÜvb I wPwKrmv e¨e¯’vi Dbœq‡bi cÖ‡qvRb i‡q‡Q| ¯’vbxq Rb¯^v¯’¨ e¨e¯’v Ges mgv‡Ri e¨w³e‡M©i m¤ú„³Zvi gva¨‡g KvjvR¡i/wc‡KwWGj Gi †ivMx‡`i AbymÜvb I wPwKrmv e¨e¯’vi Dbœqb nqZ Am¤¢e bq| †m Kvi‡bB wek¦ ¯^v¯’¨ ms¯’v mv‡_ †hŠ_fv‡e Avgviv GB M‡elYv Kg©m~Px nv‡Z wb‡qwQ |

Avcbv‡K wbe©vP‡bi KviY mg~n :
Avgiv Avcbv‡K M‡elYvq AskMÖn‡Yi Rb¨ Aby‡iva Rvbvw”Q †Kbbv Avcwb GB MÖv‡gi GKRb m¤§vwbZ e¨vw³ KZ„c¶ GB M‡elYv‡Z AskMÖn‡Yi Rb¨ wbe©vwPZ K‡i‡Qb|  KvjvR¡i GB MÖvg mn AÎ AÂ‡ji GKwU ¸i“Z¡c~Y© ¯^v¯’¨MZ mgm¨v| GKRb Bgvg wn‡m‡e Avcwb cv‡ib GjvKvi †jvK‡`i Kj¨vYKi Kv‡R DØy× Ki‡Z| Avcwb GB M‡elYv‡Z AskMÖnYK‡i Avgv‡`i‡K KvjvR¡i Ges wc‡KwWGj †ivMx mbv³ Ki‡Z mnqZv Ki‡Z cv‡ib|  GB Kvi‡b  Avgiv Avcbv‡K GB M‡elYvq  AskMÖnY Kievi Rb¨ Aby‡iva Rvbvw”Q|

c×wZ:
Avcwb hw` GB M‡elYv‡Z AskMÖn‡Y m¤§Z nb Z‡e Avgiv Avcbv‡K wb‡æv³ KvR¸‡jv Ki‡Z eje:

1. Avcbv‡K Avgv‡`i M‡elYv`j KZ„K Av‡qvwRZ KvjvR¡i Ges wc‡KwWGj msµvš— Kg©kvjv‡Z AskMÖn‡Yi Rb¨ Avgš¿Y Rvbv‡bv n‡e †hLv‡b Ab¨vb¨ MÖv‡gi Bgvg mv‡neiv  Dcw¯’Z _vK‡eb| 

2. Avcbv‡K Aby‡iva Kiv n‡e  †hb Avcwb Avcbvi GjvKvi ‡jvK‡`i KvjvR¡i Ges wc‡KwWGj wel‡q m‡PZb Ki‡eb Ges m`yB mßv‡ni AwaK R¡i Ges KvjvR¡‡ii c~e© BwZnvm Ges Z¡‡K ¶Z i‡q‡Q Zv‡`i ¯^v¯’¨ Dc‡K‡›`ª †cÖib Ki‡eb|

3. Avgiv M‡elbv mgvwßi c‡i KvjvR¡i Ges wc‡KwWGj mbv³Ki‡bi cix¶v msµvš— Avcbvi AwfÁZv Rvbevi Rb¨ ¯^v¶vrKvi MÖnb Kie|  Avgv‡`i M‡elYv `‡ji  GKRb m`m¨ GB ¯^v¶vrKvi MÖnb Ki‡eb|  GB ¯^v¶vrKvi Avcbvi cQ›`gZ ¯’v‡b MÖnb Kiv n‡e Ges  cÖ‡qvR‡b M‡elK Qvov Ab¨‡KD Dcw¯’Z _vK‡eb bv ( hw` Avcwb Pvb)|  Avcbvi KvQ †_‡K cÖvß Z_¨¸‡jv †Mvcbxq ¯’v‡b dvBwje× K‡i ivLv n‡e Ges M‡elK Qvov Ab¨‡KD Zv †`Levi AwaKvi _vK‡e bv| GB Z_¨¸‡jv XvKv¯’ AvB,wm,wW,Avi,we‡Z msiw¶Z ivLv n‡e| GB ¯^v¶vrKviwU MÖnb Ki‡Z m‡ev”P© 1 N›Uv mg‡qi cÖ‡qvRb n‡e| 

SzuwK Ges Amyweav mg~n: 

M‡elYvq AskMÖn‡Yi d‡j Avcbvi †Kvb SuywK †bB| Gic‡iI, Avcwb hw` AskMÖn‡Y A¯^w¯’ †eva K‡ib Z‡e ‡h †Kvb mg‡q AskMÖnY †_‡K weiZ _vK‡Z cv‡ib|
myweav mg~n:

Avcwb M‡elYvZ †_‡K mivmwi DcK„Z bvI n‡Z cv‡ib|  Z‡e Avcbvi AskMÖnY Avgv‡`i‡K KvjvR¡i/wc‡KwWGj Ly‡R †c‡Z mnqZv Ki‡e| hv Avgv‡`i KvjvR¡i Ges wc‡KwWGj wbqš¿Y Ki‡Z mnqZv Ki‡e d‡j mgwóMZ fv‡e Avcbvi MÖvg Ges mgvR DcK…Z n‡e| 

jvf:

 Avcbv‡K AskMÖn†Y DrmvwnZ Kivi Rb¨ †Kvb ai‡bi Avw_©K mnqZv †`qv n‡e bv| 

‡MvcbxqZv:
GB M‡elYv Kvh©µ‡g Avgiv †h Z_¨ msMÖn Kie Zv †Mvc‡b msi¶b Kiv n‡e| Avcbvi m¤úwK©Z Z_¨ hv Avgiv msMÖn Kie Zv GKwU dvB‡j wjwce× Kiv n‡e †hLv‡b ‡Kvb bvg _vK‡e bv wKš‘  GKwU bv¤^vi †`qv n‡e | †Kvb bv¤^vi †Kvb bv‡gi R‡b¨ Zv Zvjve× _vK‡e Ges M‡elK, A_©vqbKvix  Ges B Avi wm-Gi m`m¨ Qvov Ab¨ †KD Rvb‡Z cvi‡e bv |  

m¤§wZ cÖ`vb ev AskMÖnY †_‡K weiZ _vKvi AwaKvi : 

Avcwb hw` Pvb Z‡e GB M‡elYv Kvh©µ‡g AskMÖnY  ‡_‡K weiZ _vK‡Z cv‡ib Ges G‡Z ‡Kvb nvmcvZv‡j Avcbvi wPwKrmv †mev cÖ`v‡b ewÂZ Kiv n‡e bv| Avcbvi mg¯Í myweav mg~n †hgb wQj †ZgbB _vK‡e | Avcbvi †h ‡Kvb ai‡bi AwaKvi Le© QvovB Avcwb hLbB B”Qv Ki‡eb ZLbB  M‡elYvq  AskMÖnY eÜ Ki‡Z cvi‡eb|

‡hvMv‡hvM:
GB M‡elYv Kvh©µg AvBwmwWwWAvi,we-Gi Avi Avi wm Ges B Avi wm KZ©„K Aby‡gvw`Z , hv‡`i KvR n‡”Q  AskMÖnYKvixi AwaKvi msi¶Y Kiv | Avcwb hw` M‡elYvq AskMÖnYKvix wn‡m‡e Avcbvi AwaKvi m¤ú‡K© Av‡iv †ekx wKQy Rvb‡Z Pvb Zv n‡j Rbve Gg G mvjvg Lvb, KwgwU †Kv AwW©‡bkb †m‡µUvwi‡qU, AviwcGmwW, AvBwmwWwWAvi,we , gnvLvjx , XvKv-1212, evsjv‡`k, †dvb-02-8860523-32,G·-3506  Gi mv‡_ †hvMv‡hvM Ki‡Z cv‡ib | 

Avcbvi hw` ‡Kvb cÖkœ _v‡K Z‡e Avcwb GLb ev c‡i Zv wRÁvmv Ki‡Z cv‡ib| Avcwb hw` c‡i cÖkœ Ki‡Z Pvb Z‡e ‡hvMv‡hvM Ki‡Z cv‡ib Wv: `x‡bk gÛj A_ev Wv: ivwk`yj nK, c¨vivmvB‡UvjRx j¨ve‡iUwi, Gj Gm wW, AvBwmwWwWAvi,we , gnvLvjx , XvKv-1212, evsjv‡`k, †dvb-02-8860523-32,G·-2411  Gi mv‡_ |

Dc‡i ewY©Z Z_¨ mg~n Avwg c‡owQ/Avgv‡K c‡o ïbv‡bv n‡q‡Q| Avgvi cÖkœ Kivi my‡hvM wQj Ges Avgvi me cÖ‡kœi m‡šÍvlRbK Reve †c‡qwQ| Avwg †¯^”Qvq GB M‡elYvq AskMÖn‡Yi m¤§wZ cÖ`vb KiwQ Ges AeMZ AvwQ †h, Avgvi AwaKvi Av‡Q †h †Kvb mg‡q Av‡jvPbvq AskMÖnY †_‡K Avwg weiZ _vK‡Z cvwi Ges Gi d‡j Avgvi Ges Avgvi cwiev‡ii ¯^v¯’¨ †mev AwaKv‡ii †Kvb ¶wZ n‡e bv | 

AskMÖnYKvixi bvg: ___________________________


AskMÖnYKvixi ¯^v¶i/evgnv‡Zi e„×½ywji Qvc:_________________________


 ZvwiL: ___ ___/___ ___/___ ___

M‡elK/cÖwZwbwai  bvg:________________________





¯^v¶i:
_______________________________ 
 ZvwiL: ___ ___/___ ___/___ ___

¯^v¶xi bvg: ______________________________






¯^v¶i: _______________________________    
ZvwiL: ___ ___/___ ___/___ ___
Avš—R©vwZK D`ivgq M‡elYv †K›`ª, evsjv‡`k 

AbvbyôvwbK wPwKrm‡Ki Rb¨ m¤§wËcÎ

M‡elYvi wk‡ivbvg:  f¨vwj‡Wkb Ae G¨vb BgcÖ“fW WvqvMbwóK GÛ wUªU‡g›U ÷ªv‡UwR di wfwmi¨vj wjkwgwbqvwmm GÛ  †cvó KvjvR¡i Wvg©vj wjkwgwbqvwmm
cÖavb M‡elK: Wv: `x‡bk gÛj |

-----------------------------------------------------------------------------------------------------------------------------------------------

M‡elYvq AšÍZ‚©w³i c~‡e© cÖZ¨K e¨w³‡K M‡elYvi D‡Ïk¨, c×wZ, Ges m¤¢ve¨ jvf I SuywK m¤^‡Ü Rvbv‡Z n‡e| we¯ÍvwiZ c×wZ I Zv‡`i SuywK, Kvh©KvwiZv, Kvh©Kvj, gvÎv Ges cÖvej¨Zv Rvbv‡Z n‡e| mKj cÖ‡kœi DËi AskMÖnYKvix Zvi wb‡Ri gwR© Abyhvqx w`‡eb, †Kbbv AskMÖnb m¤ú~Y© Hw”QK| wkï‡`i †¶‡Î m¤§wZ w`‡eb Zv‡`i wcZv-gvZv A_ev AvBbMZ AwffveK| M‡elYvq AskMÖYKvix GB di‡g ¯^v¶i A_ev e„×v½yjwi Qvc w`‡q m¤§wZ cÖKvk Ki‡eb| 

------------------------------------------------------------------------------------------------------------

f¨vwj‡Wkb Ae G¨vb BgcÖ“fW WvqvMbwóK GÛ wUªU‡g›U ÷ªv‡UwR di wfwmi¨vj wjkwgwbqvwmm GÛ †cvó KvjvR¡i Wvg©vj wjkwgwbqvwmm kxl©K M‡elYv‡Z AskMÖnYKvix AbvbyôvwbK wPwKrm‡Ki Rb¨ Z_¨cÎ

( evsjv ms¯‹ib)
Avwg..................................................... Avš—R©vwZK D`ivgq M‡elYv †K›`ª, evsjv‡`k -G f¨vwj‡Wkb Ae G¨vb BgcÖ“fW WvqvMbwóK GÛ wUªU‡g›U ÷ªv‡UwR di wfwmi¨vj wjkwgwbqvwmm GÛ †cvó KvjvR¡i Wvg©vj wjkwgwbqvwmm bvgK M‡elYvq Kg©iZ AvwQ|
M‡elYvi D‡Ïk¨:

KvjvR¡i GB GjvKv mn evsjv‡`‡ki wKQy †Rjvq GKwU ¸i“Z¡c~Y© ‡ivM| hw` wPwKrmv MÖnb bv Kiv nq Z‡e KvjvR¡‡i g„Z¨eib Kiv ¯^vfvweK GgbwK wPwKrmv ¯^†Z¡I kZKvi 10 fvM †ivMx g„Zz¨eib K‡i _v‡Kb| wKQy msL¨K wPwKrmvcÖvß e¨vw³‡`i †¶‡Î †cvó KvjvR¡i Wvg©vj wjkwgwbqvwmm (wc‡KwWGj) wPwKrmv MÖn‡bi eûw`b eQi c‡i †`Lv w`‡Z cv‡i| KvjvR¡i Avµvš— e¨vw³‡`i gZ wc‡KwWGj Avµvš— e¨vw³‡`i ØvivI KvjvR¡i my¯’ e¨vw³‡`i gv‡S KvjvR¡i msµwgZ n‡Z cv‡i| ZvB mgv‡R KvjvR¡i/wc‡KwWGj Avµvš— e¨vw³‡`i mÜvb K‡i wPwKrmvi weavb Kiv Ri“ix| †iv‡Mi GB `yB ai‡bi Ae¯’vb †_‡K wPwKrmvi gva¨‡g cwiÎvb cvIqv hvq ZvB mgqgZ KvjvR¡i/wc‡KwWGj Avµvš— e¨vw³‡`i mÜvb K‡i wPwKrmv cÖ`vb Ki‡j mgv‡R KvjvR¡i/wc‡KwWGj Gi msµgb K‡g hv‡e|  GgbwU †`Lv‡M‡Q †h, KvjvR¡i Ges wc‡KwWGj Gi †ivMxiv  AÁZvekZ Ges Avw_©K AmsMwZi Kvi‡b h_v mg‡q wPwKrmv MÖn‡Y wej¤^ K‡i Ges Jl‡ai ¯^íZvi Kvi‡b Zv‡`i wPwKrmv e¨nZ nq|  ZvB KvjvR¡i/wc‡KwWGj †ivMx‡`i AbymÜvb I wPwKrmv e¨e¯’vi Dbœq‡bi cÖ‡qvRb i‡q‡Q| ¯’vbxq Rb¯^v¯’¨ e¨e¯’v Ges mgv‡Ri e¨w³e‡M©i m¤ú„³Zvi gva¨‡g KvjvR¡i/wc‡KwWGj Gi †ivMx‡`i AbymÜvb I wPwKrmv e¨e¯’vi Dbœqb nqZ Am¤¢e bq| †m Kvi‡bB wek¦ ¯^v¯’¨ ms¯’v mv‡_ †hŠ_fv‡e Avgviv GB M‡elYv Kg©m~Px nv‡Z wb‡qwQ |

Avcbv‡K wbe©vP‡bi KviY mg~n :
Avgiv Avcbv‡K M‡elYvq AskMÖn‡Yi Rb¨ Aby‡iva Rvbvw”Q †Kbbv Avcwb GB MÖv‡gi GKRb m¤§vwbZ e¨vw³ KZ„c¶ GB M‡elYv‡Z AskMÖn‡Yi Rb¨ wbe©vwPZ K‡i‡Qb|  KvjvR¡i GB MÖvg mn AÎ AÂ‡ji GKwU ¸i“Z¡c~Y© ¯^v¯’¨MZ mgm¨v| GKRb Bgvg wn‡m‡e Avcwb cv‡ib GjvKvi †jvK‡`i Kj¨vYKi Kv‡R DØy× Ki‡Z|  mPviPi RbMb Amy¯’‡eva Ki‡j Avcbvi KvQ †_‡K civgk© MÖnb K‡i _v‡Kb|  ZvB Avcwb GB M‡elYv‡Z AskMÖnYK‡i Avgv‡`i‡K KvjvR¡i Ges wc‡KwWGj †ivMx mbv³ Ki‡Z mnqZv Ki‡Z cv‡ib|  GB Kvi‡b  Avgiv Avcbv‡K GB M‡elYvq  AskMÖnY Kievi Rb¨ Aby‡iva Rvbvw”Q|

c×wZ:
Avcwb hw` GB M‡elYv‡Z AskMÖn‡Y m¤§Z nb Z‡e Avgiv Avcbv‡K wb‡æv³ KvR¸‡jv Ki‡Z eje:

1. Avcbv‡K Avgv‡`i M‡elYv`j KZ„K Av‡qvwRZ KvjvR¡i Ges wc‡KwWGj msµvš— Kg©kvjv‡Z AskMÖn‡Yi Rb¨ Avgš¿Y Rvbv‡bv n‡e †hLv‡b  Avcbvi gZ Ab¨vb¨ MÖv‡gi wPwKrmKiv  Dcw¯’Z _vK‡eb| 

2. Avcbv‡K Aby‡iva Kiv n‡e  †hb Avcwb Avcbvi GjvKvi ‡jvK‡`i KvjvR¡i Ges wc‡KwWGj wel‡q m‡PZb Ki‡eb Ges m`yB mßv‡ni AwaK R¡i Ges KvjvR¡‡ii c~e© BwZnvm Ges Z¡‡K ¶Z i‡q‡Q Zv‡`i ¯^v¯’¨ Dc‡K‡›`ª †cÖib Ki‡eb|

3. Avcwb Avcbvi GjvKv  †Kvb e¨vw³i `yB mßv‡ni AwaK R¡i Ges KvjvR¡‡ii c~e© BwZnvm Ges Z¡‡K ¶Z i‡q‡Q Gi“c j¶ Ki‡j Zv‡K wbKU¯’ ¯^v¯’¨ Dc‡K‡›`ª †cÖib Ki‡eb|

4. Avgiv M‡elbv mgvwßi c‡i KvjvR¡i Ges wc‡KwWGj mbv³Ki‡bi cix¶v msµvš— Avcbvi AwfÁZv Rvbevi Rb¨ ¯^v¶vrKvi MÖnb Kie|  Avgv‡`i M‡elYv `‡ji  GKRb m`m¨ GB ¯^v¶vrKvi MÖnb Ki‡eb|  GB ¯^v¶vrKvi Avcbvi cQ›`gZ ¯’v‡b MÖnb Kiv n‡e Ges  cÖ‡qvR‡b M‡elK Qvov Ab¨‡KD Dcw¯’Z _vK‡eb bv 
( hw` Avcwb Pvb)|  Avcbvi KvQ †_‡K cÖvß Z_¨¸‡jv †Mvcbxq ¯’v‡b dvBwje× K‡i ivLv n‡e Ges M‡elK Qvov Ab¨‡KD Zv †`Levi AwaKvi _vK‡e bv| GB Z_¨¸‡jv XvKv¯’ AvB,wm,wW,Avi,we‡Z msiw¶Z ivLv n‡e| GB ¯^v¶vrKviwU MÖnb Ki‡Z m‡ev”P© 1 N›Uv mg‡qi cÖ‡qvRb n‡e| 

SzuwK Ges Amyweav mg~n: 

M‡elYvq AskMÖn‡Yi d‡j Avcbvi †Kvb SuywK †bB| Gic‡iI, Avcwb hw` AskMÖn‡Y A¯^w¯’ †eva K‡ib Z‡e ‡h †Kvb mg‡q AskMÖnY †_‡K weiZ _vK‡Z cv‡ib|
myweav mg~n:

Avcwb M‡elYvZ †_‡K mivmwi DcK„Z bvI n‡Z cv‡ib|  Z‡e Avcbvi AskMÖnY Avgv‡`i‡K KvjvR¡i/wc‡KwWGj Ly‡R †c‡Z mnqZv Ki‡e| hv Avgv‡`i KvjvR¡i Ges wc‡KwWGj wbqš¿Y Ki‡Z mnqZv Ki‡e d‡j mgwóMZ fv‡e Avcbvi MÖvg Ges mgvR DcK…Z n‡e| 

jvf:

 Avcbv‡K AskMÖn†Y DrmvwnZ Kivi Rb¨ †Kvb ai‡bi Avw_©K mnqZv †`qv n‡e bv| 

‡MvcbxqZv:
GB M‡elYv Kvh©µ‡g Avgiv †h Z_¨ msMÖn Kie Zv †Mvc‡b msi¶b Kiv n‡e| Avcbvi m¤úwK©Z Z_¨ hv Avgiv msMÖn Kie Zv GKwU dvB‡j wjwce× Kiv n‡e †hLv‡b ‡Kvb bvg _vK‡e bv wKš‘  GKwU bv¤^vi †`qv n‡e | †Kvb bv¤^vi †Kvb bv‡gi R‡b¨ Zv Zvjve× _vK‡e Ges M‡elK, A_©vqbKvix  Ges B Avi wm-Gi m`m¨ Qvov Ab¨ †KD Rvb‡Z cvi‡e bv |  

m¤§wZ cÖ`vb ev AskMÖnY †_‡K weiZ _vKvi AwaKvi : 

Avcwb hw` Pvb Z‡e GB M‡elYv Kvh©µ‡g AskMÖnY  ‡_‡K weiZ _vK‡Z cv‡ib Ges G‡Z ‡Kvb nvmcvZv‡j Avcbvi wPwKrmv †mev cÖ`v‡b ewÂZ Kiv n‡e bv| Avcbvi mg¯Í myweav mg~n †hgb wQj †ZgbB _vK‡e | Avcbvi †h ‡Kvb ai‡bi AwaKvi Le© QvovB Avcwb hLbB B”Qv Ki‡eb ZLbB  M‡elYvq  AskMÖnY eÜ Ki‡Z cvi‡eb|

‡hvMv‡hvM:
GB M‡elYv Kvh©µg AvBwmwWwWAvi,we-Gi Avi Avi wm Ges B Avi wm KZ©„K Aby‡gvw`Z , hv‡`i KvR n‡”Q  AskMÖnYKvixi AwaKvi msi¶Y Kiv | Avcwb hw` M‡elYvq AskMÖnYKvix wn‡m‡e Avcbvi AwaKvi m¤ú‡K© Av‡iv †ekx wKQy Rvb‡Z Pvb Zv n‡j Rbve Gg G mvjvg Lvb, KwgwU †Kv AwW©‡bkb †m‡µUvwi‡qU, AviwcGmwW, AvBwmwWwWAvi,we , gnvLvjx , XvKv-1212, evsjv‡`k, †dvb-02-8860523-32,G·-3506  Gi mv‡_ †hvMv‡hvM Ki‡Z cv‡ib | 

Avcbvi hw` ‡Kvb cÖkœ _v‡K Z‡e Avcwb GLb ev c‡i Zv wRÁvmv Ki‡Z cv‡ib| Avcwb hw` c‡i cÖkœ Ki‡Z Pvb Z‡e ‡hvMv‡hvM Ki‡Z cv‡ib Wv: `x‡bk gÛj A_ev Wv: ivwk`yj nK, c¨vivmvB‡UvjRx j¨ve‡iUwi, Gj Gm wW, AvBwmwWwWAvi,we , gnvLvjx , XvKv-1212, evsjv‡`k, †dvb-02-8860523-32,G·-2411  Gi mv‡_ |

Dc‡i ewY©Z Z_¨ mg~n Avwg c‡owQ/Avgv‡K c‡o ïbv‡bv n‡q‡Q| Avgvi cÖkœ Kivi my‡hvM wQj Ges Avgvi me cÖ‡kœi m‡šÍvlRbK Reve †c‡qwQ| Avwg †¯^”Qvq GB M‡elYvq AskMÖn‡Yi m¤§wZ cÖ`vb KiwQ Ges AeMZ AvwQ †h, Avgvi AwaKvi Av‡Q †h †Kvb mg‡q Av‡jvPbvq AskMÖnY †_‡K Avwg weiZ _vK‡Z cvwi Ges Gi d‡j Avgvi Ges Avgvi cwiev‡ii ¯^v¯’¨ †mev AwaKv‡ii †Kvb ¶wZ n‡e bv | 

AskMÖnYKvixi bvg: ___________________________


AskMÖnYKvixi ¯^v¶i/evgnv‡Zi e„×½ywji Qvc:_________________________


 ZvwiL: ___ ___/___ ___/___ ___

M‡elK/cÖwZwbwai  bvg:________________________





¯^v¶i:
_______________________________ 
 ZvwiL: ___ ___/___ ___/___ ___

¯^v¶xi bvg: ______________________________






¯^v¶i: _______________________________    
ZvwiL: ___ ___/___ ___/___ ___
Avš—R©vwZK D`ivgq M‡elYv †K›`ª, evsjv‡`k

Hw”QK m¤§wZ cÎ
wk‡ivbvg:  f¨vwj‡Wkb Ae G¨vb BgcÖ“fW WvqvMbwóK GÛ wUªU‡g›U ÷ªv‡UwR di wfwmi¨vj wjkwgwbqvwmm GÛ †cvó KvjvR¡i Wvg©vj wjkwgwbqvwmm 

cÖavb M‡elK: Wv: `x‡bk gÛj |

M‡elYvKvix cÖwZôvb: Avš—R©vwZK D`ivgq M‡elYv †K›`ª, evsjv‡`k |

A_v©qv‡b: wUwWAvi/Wve­yD GBP I|

M‡elYvq AšÍf©~w³i c~‡e© cÖZ¨K e¨w³‡K M‡elYvi D‡Ïk¨, c×wZ, Ges m¤¢ve¨ jvf I SuywK m¤^‡Ü Rvbv‡Z n‡e| we¯ÍvwiZ c×wZ I Zv‡`i SuywK, Kvh©KvwiZv, Kvh©Kvj, gvÎv Ges cÖvej¨Zv Rvbv‡Z n‡e| mKj cÖ‡kœi DËi AskMÖnYKvix Zvi wb‡Ri gwR© Abyhvqx w`‡eb, †Kbbv AskMÖnb m¤ú~Y© Hw”QK| wkï‡`i †¶‡Î m¤§wZ w`‡eb Zv‡`i wcZv-gvZv A_ev AvBbMZ AwffveK| M‡elYvq AskMÖnYKvix GB di‡g ¯^v¶i A_ev e„×v½yjwi Qvc w`‡q m¤§wZ cÖKvk Ki‡eb| 
M‡elYvq AskMÖnYKvix whwb f¨vwj‡Wkb Ae G¨vb BgcÖ“fW WvqvMbwóK GÛ wUªU‡g›U ÷ªv‡UwR di wfwmi¨vj wjkwgwbqvwmm GÛ †cvó KvjvR¡i Wvg©vj wjkwgwbqvwmm- bvgK M‡elYvq AskMÖnY Ki‡eb Zv‡`i Rb¨ Z_¨cÎ|
Avwg..................................................... Avš—R©vwZK D`ivgq M‡elYv †K›`ª, evsjv‡`k -G f¨vwj‡Wkb Ae G¨vb BgcÖ“fW WvqvMbwóK GÛ wUªU‡g›U ÷ªv‡UwR di wfwmi¨vj wjkwgwbqvwmm GÛ †cvó KvjvR¡i Wvg©vj wjkwgwbqvwmm bvgK M‡elYvq Kg©iZ AvwQ|

M‡elYvi D‡Ïk¨:

KvjvR¡i GB GjvKv mn evsjv‡`‡ki wKQy †Rjvq GKwU ¸i“Z¡c~Y© ‡ivM| hw` wPwKrmv MÖnY bv Kiv nq Z‡e KvjvR¡‡i g„Z¨eib Kiv ¯^vfvweK GgbwK wPwKrmv ¯^†Z¡I kZKvi 10 fvM †ivMx g„Zz¨eib K‡i _v‡Kb| wKQy msL¨K wPwKrmvcÖvß e¨vw³‡`i †¶‡Î †cvó KvjvR¡i Wvg©vj wjkwgwbqvwmm (wc‡KwWGj) wPwKrmv MÖn‡bi eû eQi c‡i †`Lv w`‡Z cv‡i| KvjvR¡i Avµvš— e¨vw³‡`i gZ wc‡KwWGj Avµvš— e¨vw³‡`i ØvivI my¯’¨ e¨vw³‡`i gv‡S KvjvR¡i msµwgZ n‡Z cv‡i| ZvB mgv‡R KvjvR¡i/wc‡KwWGj Avµvš— e¨vw³‡`i mÜvb K‡i wPwKrmvi weavb Kiv Ri“ix| †iv‡Mi GB `yB ai‡bi Ae¯’vb †_‡K wPwKrmvi gva¨‡g cwiÎvb cvIqv hvq ZvB mgqgZ KvjvR¡i/wc‡KwWGj Avµvš— e¨vw³‡`i mÜvb K‡i wPwKrmv cÖ`vb Ki‡j mgv‡R KvjvR¡i/wc‡KwWGj Gi msµgY K‡g hv‡e|  GgbwU †`Lv‡M‡Q †h, KvjvR¡i Ges wc‡KwWGj Gi †ivMxiv  AÁZvekZ Ges Avw_©K AmsMwZi Kvi‡b h_v mg‡q wPwKrmv MÖn‡Y wej¤^ K‡i Ges Jl‡ai ¯^íZvi Kvi‡b Zv‡`i wPwKrmv e¨nZ nq|  ZvB KvjvR¡i/wc‡KwWGj †ivMx‡`i AbymÜvb I wPwKrmv e¨e¯’vi Dbœq‡bi cÖ‡qvRb i‡q‡Q| ¯’vbxq Rb¯^v¯’¨ e¨e¯’v Ges mgv‡Ri e¨w³e‡M©i m¤ú„³Zvi gva¨‡g KvjvR¡i/wc‡KwWGj Gi †ivMx‡`i AbymÜvb I wPwKrmv e¨e¯’vi Dbœqb nqZ Am¤¢e bq| †m Kvi‡bB wek¦ ¯^v¯’¨ ms¯’v mv‡_ †hŠ_fv‡e Avgviv GB M‡elYv Kg©m~Px nv‡Z wb‡qwQ |

Avcbv‡K wbe©vP‡bi KviY mg~n : 

Avgiv Avcbv‡K/Avcbvi mš—vb‡K GB M‡elYvq AskMÖn‡Yi Rb¨ Aby‡iva Rvbvw”Q †Kbbv Avcwb/Avcbvi mš—vb KvjvR¡i/wc‡KwWGj G f~‡M‡Qb Ges Avcwb/ Avcbvi mšÍvb wPwKrmvi R‡b¨ nvmcvZv‡j fwZ© Av‡Qb | M‡elkvq AskMÖn‡ki R‡b¨ G ai‡bi e¨vw³‡KB LyuRwQ | 
c×wZ:
hw` Avcwb/Avcbvi mš—vb GB M‡elYv‡Z AskMÖn‡Y m¤§Z nb Z‡e Avgiv Avcbv‡K/Avcbvi mš—vb‡K wb‡æv³ KvR¸‡jv Ki‡Z eje:

1. Avgviv Avcbvi Av_©-mvgvwRK Ae¯’v m¤^‡Ü wKQy cÖkœ Kie|

2. Avgiv Avcbvi/Avcbvi mš—v‡bi †ivM e„Ëvš— we‡kl K‡i Avµvš— BwZnvm, nvmcvZv‡j fwZ© nevi c~‡e© wK wK wPwKrmv MÖnb K‡i‡Qb Ges Amy¯’Zvi `i“b wK cwigvb A_© e¨vq K‡i‡Qb †m¸‡jv wR‡Ám Kie|

3. Avgiv Avcbvi evûi wkiv †_‡K 5 wgwj (1 Pv PvgP) i³ msMÖn K‡i Kvj&R¡‡ii ciRxexi wRevYy (wjkwgwbqv †Wv‡bvfvwb) Gi wWGbG cix¶v|

4. Avgiv nvmcvZv‡j Ae¯’vbiZ Kv‡j Avcbvi/Avcbvi mš—vb‡bi wPwKrmv msµvš— hveZxq Z_¨vejx msMÖn Kie|

5. wPwKrmv m¤úbœ nevi c‡i Avgv‡`i M‡elYvi Kg©x cÖwZgv‡m 1evi K‡i †gvU 6 gvm Avcbvi evmvq wM‡q Avcbvi/Avcbvi mš—v‡bi ¯^v¯’¨ msµvš— Z_¨vejx Avcbvi msMÖn Ki†eb|

SzuwK Ges Amyweav mg~n: 

GUv n‡Z cv‡i †h  †Kvb wel‡q Av‡jvPbv Ki‡Z wM‡q Avcwb Amyweav Abyfe Ki‡Z cv‡ib | Aek¨ Avgiv †Póv Ki‡ev GgbwU †hb bv nq Ges hw` g‡b K‡ib ‡Kvb cÖkœ Avcbvi GKvšÍ e¨w³MZ A_ev Avcbvi Rb¨ AmyweavRbK Zvn‡j Avcwb DËi `v‡b weiZ _vK‡Z cv‡ib| Avcwb/Avcbvi mš—vb  nv‡Zi Av½yj †_‡K i³ msMÖ‡ni mgq mvgvb¨ e¨v_v Abyfe Ki‡Z cv‡ib Ges G †_‡K ¯’vbxq I wm‡ówgK msµgb n‡Z cv‡i| Avgiv GB ai‡bi `~N©Ubv †_‡K cwiÎvb †c‡Z h_vmva¨ †Póv Kie, Ges Gic‡iI Ggb wKQy hw` N‡U hvq Z‡e Avgiv Avgv‡`i mva¨gZ me©‡”Pv wPwKrmv e¨e¯’v cÖ`vb Kie|
myweav mg~n:

wKQy wKQy wel‡q K_v ej‡Z wM‡q A¯^w¯’ †eva Ki‡Z cv‡ib| Z‡e, Avgiv G mKj wel‡q mZ©K _vKe Ges Avcwb B‡”Q Ki‡j A¯^w¯’ Ki cÖkœ¸‡jv‡Z Reve `v‡b weiZ _vK‡Z cv‡ib| wkiv †_‡K i³ MÖn‡bi mgq Avcwb / Avcbvi mš—vb mvgvb¨ †e`bv Abyfe Ki‡Z cv‡ib Ges H ¯’v‡b mvgvb¨ msµgY n‡Z cv‡i| Avgiv GB SuywK †gvKv‡ejvq h_vh_ e¨e¯’v MÖnb Kie Ges Gic‡iI hw` RwUjZv †`Lv †`q Avgiv Zv wbim‡b me©‡”Pv e¨e¯’v MÖnY Kie|
jvf:

Avcwb / Avcbvi mš—vb GB M‡elYv‡Z AskMÖnY K‡i  DcK„Z n‡Z cv‡ib, †Kbbv Avcbvi/Avcbvi mš—v†bi hw` Jl‡ai Afv‡e wPwKrmvq weiwZ NUvi m¤¢vebv _vK‡j Avgiv †m‡¶‡Î  wPwKrmv ‡mev †c‡Z mvnvqZv Kie| 

‡MvcbxqZv:
GB M‡elYv Kvh©µ‡g Avgiv †h Z_¨ msMÖn Kie Zv †Mvc‡b msi¶Y Kiv n‡e| Avcbvi m¤úwK©Z Z_¨ hv Avgiv msMÖn Kie Zv GKwU dvB‡j wjwce× Kiv n‡e †hLv‡b ‡Kvb bvg _vK‡e bv wKš‘  GKwU bv¤^vi †`qv n‡e | †Kvb bv¤^vi †Kvb bv‡gi R‡b¨ Zv Zvjve× _vK‡e Ges M‡elK, A_©vqbKvix  Ges B Avi wm-Gi m`m¨ Qvov Ab¨ †KD Rvb‡Z cvi‡e bv |  

m¤§wZ cÖ`vb ev AskMÖnY †_‡K weiZ _vKvi AwaKvi : 

Avcwb hw` Pvb Z‡e GB M‡elYv Kvh©µ‡g AskMÖnY  ‡_‡K weiZ _vK‡Z cv‡ib Ges G‡Z ‡Kvb nvmcvZv‡j Avcbvi wPwKrmv †mev cÖ`v‡b ewÂZ Kiv n‡e bv| Avcbvi mg¯Í my‡hvM myweavejx †hgb wQj †ZgbB _vK‡e | 

Avcbvi †h ‡Kvb ai‡bi AwaKvi Le© QvovB Avcwb hLbB B”Qv Ki‡eb ZLbB  M‡elYvq  AskMÖnY eÜ Ki‡Z cvi‡eb|

‡hvMv‡hvM:
GB M‡elYv Kvh©µg AvBwmwWwWAvi,we-Gi Avi Avi wm Ges B Avi wm KZ©„K Aby‡gvw`Z , hv‡`i KvR n‡”Q  AskMÖnYKvixi AwaKvi msi¶Y Kiv | Avcwb hw` M‡elYvq AskMÖnYKvix wn‡m‡e Avcbvi AwaKvi m¤ú‡K© Av‡iv †ekx wKQy Rvb‡Z Pvb Zv n‡j Rbve Gg G mvjvg Lvb, KwgwU †Kv AwW©‡bkb †m‡µUvwi‡qU, AviwcGmwW, AvBwmwWwWAvi,we , gnvLvjx , XvKv-1212, evsjv‡`k, †dvb-02-8860523-32,G·-3506  Gi mv‡_ †hvMv‡hvM Ki‡Z cv‡ib | 

Avcbvi hw` ‡Kvb cÖkœ _v‡K Z‡e Avcwb GLb ev c‡i Zv wRÁvmv Ki‡Z cv‡ib| Avcwb hw` c‡i cÖkœ Ki‡Z Pvb Z‡e ‡hvMv‡hvM Ki‡Z cv‡ib Wv: `x‡bk gÛj A_ev Wv: ivwk`yj nK, c¨vivmvB‡UvjRx j¨ve‡iUwi, Gj Gm wW, AvBwmwWwWAvi,we , gnvLvjx , XvKv-1212, evsjv‡`k, †dvb-02-8860523-32,G·-2411  Gi mv‡_ |

Dc‡i ewY©Z Z_¨ mg~n Avwg c‡owQ/Avgv‡K c‡o ïbv‡bv n‡q‡Q| Avgvi cÖkœ Kivi my‡hvM wQj Ges Avgvi me cÖ‡kœi m‡šÍvlRbK Reve †c‡qwQ| Avwg †¯^”Qvq GB M‡elYvq AskMÖn‡Yi m¤§wZ cÖ`vb KiwQ Ges AeMZ AvwQ †h, Avgvi AwaKvi Av‡Q †h †Kvb mg‡q Av‡jvPbvq AskMÖnY †_‡K Avwg weiZ _vK‡Z cvwi Ges Gi d‡j Avgvi Ges Avgvi cwiev‡ii ¯^v¯’¨ †mev AwaKv‡ii Le© n‡e bv |

AskMÖnYKvixi bvg: ___________________________


AskMÖnYKvixi ¯^v¶i/evgnv‡Zi e„×½ywji Qvc:_________________________


 ZvwiL: ___ ___/___ ___/___ ___

AskMÖnYKvixi Awffve‡Ki ¯^v¶i/evgnv‡Zi e„×½ywji Qvc:_________________________

 ZvwiL: ___ ___/___ ___/___ ___

M‡elK/cÖwZwbwai  bvg:________________________





¯^v¶i:
_______________________________ 
 ZvwiL: ___ ___/___ ___/___ ___

¯^v¶xi bvg: ______________________________






¯^v¶i: _______________________________    
ZvwiL: ___ ___/___ ___/___ ___
Avš—R©vwZK D`ivgq M‡elYv †K›`ª, evsjv‡`k

Hw”QK m¤§wZ cÎ ( 8 †_‡K 17 eQi )
wk‡ivbvg:  f¨vwj‡Wkb Ae G¨vb BgcÖ“fW WvqvMbwóK GÛ wUªU‡g›U ÷ªv‡UwR di wfwmi¨vj wjkwgwbqvwmm GÛ †cvó KvjvR¡i Wvg©vj wjkwgwbqvwmm 

cÖavb M‡elK: Wv: `x‡bk gÛj |

M‡elYvKvix cÖwZôvb: Avš—R©vwZK D`ivgq M‡elYv †K›`ª, evsjv‡`k |

A_v©qv‡b: wUwWAvi/Wve­yD GBP I|

M‡elYvq AšÍf©~w³i c~‡e© cÖZ¨K e¨w³‡K M‡elYvi D‡Ïk¨, c×wZ, Ges m¤¢ve¨ jvf I SuywK m¤^‡Ü Rvbv‡Z n‡e| we¯ÍvwiZ c×wZ I Zv‡`i SuywK, Kvh©KvwiZv, Kvh©Kvj, gvÎv Ges cÖvej¨Zv Rvbv‡Z n‡e| mKj cÖ‡kœi DËi AskMÖnYKvix Zvi wb‡Ri gwR© Abyhvqx w`‡eb, †Kbbv AskMÖnb m¤ú~Y© Hw”QK| wkï‡`i †¶‡Î m¤§wZ w`‡eb Zv‡`i wcZv-gvZv A_ev AvBbMZ AwffveK| M‡elYvq AskMÖnYKvix GB di‡g ¯^v¶i A_ev e„×v½yjwi Qvc w`‡q m¤§wZ cÖKvk Ki‡eb| 
M‡elYvq AskMÖnYKvix, eqm 8 -17 eQi, whwb Óf¨vwj‡Wkb Ae G¨vb BgcÖ“fW WvqvMbwóK GÛ wUªU‡g›U ÷ªv‡UwR di wfwmi¨vj wjkwgwbqvwmm GÛ †cvó KvjvR¡i Wvg©vj wjkwgwbqvwmmÓ- bvgK M‡elYvq AskMÖnY Ki‡eb Zv‡`i Rb¨ Z_¨cÎ|
Avwg..................................................... Avš—R©vwZK D`ivgq M‡elYv †K›`ª, evsjv‡`k -G f¨vwj‡Wkb Ae G¨vb BgcÖ“fW WvqvMbwóK GÛ wUªU‡g›U ÷ªv‡UwR di wfwmi¨vj wjkwgwbqvwmm GÛ †cvó KvjvR¡i Wvg©vj wjkwgwbqvwmm bvgK M‡elYvq Kg©iZ AvwQ|

M‡elYvi D‡Ïk¨:

KvjvR¡i GB GjvKv mn evsjv‡`‡ki wKQy †Rjvq GKwU ¸i“Z¡c~Y© ‡ivM| hw` wPwKrmv MÖnY bv Kiv nq Z‡e KvjvR¡‡i g„Z¨eib Kiv ¯^vfvweK GgbwK wPwKrmv ¯^†Z¡I kZKvi 10 fvM †ivMx g„Zz¨eib K‡i _v‡Kb| wKQy msL¨K wPwKrmvcÖvß e¨vw³‡`i †¶‡Î †cvó KvjvR¡i Wvg©vj wjkwgwbqvwmm (wc‡KwWGj) wPwKrmv MÖn‡bi eû eQi c‡i †`Lv w`‡Z cv‡i| KvjvR¡i Avµvš— e¨vw³‡`i gZ wc‡KwWGj Avµvš— e¨vw³‡`i ØvivI my¯’¨ e¨vw³‡`i gv‡S KvjvR¡i msµwgZ n‡Z cv‡i| ZvB mgv‡R KvjvR¡i/wc‡KwWGj Avµvš— e¨vw³‡`i mÜvb K‡i wPwKrmvi weavb Kiv Ri“ix| †iv‡Mi GB `yB ai‡bi Ae¯’vb †_‡K wPwKrmvi gva¨‡g cwiÎvb cvIqv hvq ZvB mgqgZ KvjvR¡i/wc‡KwWGj Avµvš— e¨vw³‡`i mÜvb K‡i wPwKrmv cÖ`vb Ki‡j mgv‡R KvjvR¡i/wc‡KwWGj Gi msµgY K‡g hv‡e|  GgbwU †`Lv‡M‡Q †h, KvjvR¡i Ges wc‡KwWGj Gi †ivMxiv  AÁZvekZ Ges Avw_©K AmsMwZi Kvi‡b h_v mg‡q wPwKrmv MÖn‡Y wej¤^ K‡i Ges Jl‡ai ¯^íZvi Kvi‡b Zv‡`i wPwKrmv e¨nZ nq|  ZvB KvjvR¡i/wc‡KwWGj †ivMx‡`i AbymÜvb I wPwKrmv e¨e¯’vi Dbœq‡bi cÖ‡qvRb i‡q‡Q| ¯’vbxq Rb¯^v¯’¨ e¨e¯’v Ges mgv‡Ri e¨w³e‡M©i m¤ú„³Zvi gva¨‡g KvjvR¡i/wc‡KwWGj Gi †ivMx‡`i AbymÜvb I wPwKrmv e¨e¯’vi Dbœqb nqZ Am¤¢e bq| †m Kvi‡bB wek¦ ¯^v¯’¨ ms¯’v mv‡_ †hŠ_fv‡e Avgviv GB M‡elYv Kg©m~Px nv‡Z wb‡qwQ |

Avcbv‡K wbe©vP‡bi KviY mg~n : 

Avgiv Avcbv‡K GB M‡elYvq AskMÖn‡Yi Rb¨ Aby‡iva Rvbvw”Q †Kbbv Avcwb  KvjvR¡i/wc‡KwWGj G f~‡M‡Qb Ges  wPwKrmvi R‡b¨ nvmcvZv‡j fwZ© Av‡Qb | M‡elkvq AskMÖn‡ki R‡b¨ G ai‡bi e¨vw³‡KB LyuRwQ | 
c×wZ:
hw` Avcwb GB M‡elYvq AskMÖn‡Y m¤§Z nb Z‡e Avgiv Avcbv‡K  wb‡æv³ KvR¸‡jv Ki‡Z ej‡ev :

1. Avgviv Avcbv‡K A_ev Avcbvi AwffveK‡K Avcbvi Av_©-mvgvwRK Ae¯’v m¤^‡Ü wKQy cÖkœ Ki‡ev|

2. Avgviv Avcbv‡K A_ev Avcbvi AwffveK‡K Avcbvi †ivM e„Ëvš— we‡kl K‡i Avµvš— BwZnvm, nvmcvZv‡j fwZ© nevi c~‡e© wK wK wPwKrmv MÖnb K‡i‡Qb Ges Amy¯’Zvi `i“b wK cwigvb A_© e¨vq K‡i‡Qb †m¸‡jv wR‡Ám Kie|

3. Avgiv Avcbvi evûi wkiv †_‡K 5 wgwj (1 Pv PvgP) i³ msMÖn K‡i KvjvR¡‡ii ciRxexi RxevYy (wjkwgwbqv †Wv‡bvfvwb) Gi wWGbG cix¶v|

4. Avgiv nvmcvZv‡j Ae¯’vb Kv‡j Avcbvi  wPwKrmv msµvš— hveZxq Z_¨vejx msMÖn Ki‡ev|

5. wPwKrmv m¤úbœ nevi c‡i Avgv‡`i M‡elYvi Kg©x Avcbvi †ivM gyw³i 6 gv‡mi gv_vq  Avcbvi evmvq wM‡q Avcbvi ¯^v¯’¨ msµvš— Z_¨vejx  msMÖn Ki†eb|

SzuwK Ges Amyweav mg~n: 

GUv n‡Z cv‡i †h  †Kvb wel‡q Av‡jvPbv Ki‡Z wM‡q Avcwb A_ev Avcbvi AwffveK Amyweav Abyfe Ki‡Z cv‡ib | Aek¨ Avgiv †Póv Ki‡ev GgbwU †hb bv nq Ges hw` g‡b K‡ib ‡Kvb cÖkœ Avcbvi GKvšÍ e¨w³MZ A_ev Avcbvi Rb¨ AmyweavRbK Zvn‡j Avcwb DËi `v‡b weiZ _vK‡Z cv‡ib| Avcwb/Avcbvi mš—vb  nv‡Zi Av½yj †_‡K i³ msMÖ‡ni mgq mvgvb¨ e¨v_v Abyfe Ki‡Z cv‡ib Ges G †_‡K ¯’vbxq I wm‡ówgK msµgb n‡Z cv‡i| Avgiv GB ai‡bi `~N©Ubv †_‡K cwiÎvb †c‡Z h_vmva¨ †Póv Kie, Ges Gic‡iI Ggb wKQy hw` N‡U hvq Z‡e Avgiv Avgv‡`i mva¨gZ me©‡”Pv wPwKrmv e¨e¯’v cÖ`vb Kie|
myweav mg~n:

wKQy wKQy wel‡q K_v ej‡Z wM‡q A¯^w¯’ †eva Ki‡Z cv‡ib| Z‡e, Avgiv G mKj wel‡q mZ©K _vKe Ges Avcwb B‡”Q Ki‡j A¯^w¯’ Ki cÖkœ¸‡jv‡Z Reve `v‡b weiZ _vK‡Z cv‡ib| wkiv †_‡K i³ MÖn‡bi mgq Avcwb / Avcbvi mš—vb mvgvb¨ †e`bv Abyfe Ki‡Z cv‡ib Ges H ¯’v‡b mvgvb¨ msµgY n‡Z cv‡i| Avgiv GB SuywK †gvKv‡ejvq h_vh_ e¨e¯’v MÖnb Kie Ges Gic‡iI hw` RwUjZv †`Lv †`q Avgiv Zv wbim‡b me©‡”Pv e¨e¯’v MÖnY Kie|
jvf:

Avcwb / Avcbvi AwffveK GB M‡elYv‡Z AskMÖnY K‡i  DcK„Z n‡Z cv‡ib, †Kbbv  hw` Jl‡ai Afv‡e Avcbvi  wPwKrmvi weiwZ NUvi m¤¢vebv _vK‡j Avgiv †m‡¶‡Î  wPwKrmv ‡mev †c‡Z mvnvqZv Ki‡ev| 

‡MvcbxqZv:
GB M‡elYv Kvh©µ‡g Avgiv †h Z_¨ msMÖn Kie Zv †Mvc‡b msi¶Y Kiv n‡e| Avcbvi m¤úwK©Z Z_¨ hv Avgiv msMÖn Kie Zv GKwU dvB‡j wjwce× Kiv n‡e †hLv‡b ‡Kvb bvg _vK‡e bv wKš‘  GKwU bv¤^vi †`qv n‡e | †Kvb bv¤^vi †Kvb bv‡gi R‡b¨ Zv Zvjve× _vK‡e Ges M‡elK, A_©vqbKvix  Ges B Avi wm-Gi m`m¨ Qvov Ab¨ †KD Rvb‡Z cvi‡e bv |  

m¤§wZ cÖ`vb ev AskMÖnY †_‡K weiZ _vKvi AwaKvi : 

Avcwb hw` Pvb Z‡e GB M‡elYv Kvh©µ‡g AskMÖnY  ‡_‡K weiZ _vK‡Z cv‡ib Ges G‡Z ‡Kvb nvmcvZv‡j Avcbvi wPwKrmv †mev cÖ`v‡b ewÂZ Kiv n‡e bv| Avcbvi mg¯Í my‡hvM myweavejx †hgb wQj †ZgbB _vK‡e | 

Avcbvi †h ‡Kvb ai‡bi AwaKvi Le© QvovB Avcwb hLbB B”Qv Ki‡eb ZLbB  M‡elYvq  AskMÖnY eÜ Ki‡Z cvi‡eb|

‡hvMv‡hvM:
GB M‡elYv Kvh©µg AvBwmwWwWAvi,we-Gi Avi Avi wm Ges B Avi wm KZ©„K Aby‡gvw`Z , hv‡`i KvR n‡”Q  AskMÖnYKvixi AwaKvi msi¶Y Kiv | Avcwb hw` M‡elYvq AskMÖnYKvix wn‡m‡e Avcbvi AwaKvi m¤ú‡K© Av‡iv †ekx wKQy Rvb‡Z Pvb Zv n‡j Rbve Gg G mvjvg Lvb, KwgwU †Kv AwW©‡bkb †m‡µUvwi‡qU, AviwcGmwW, AvBwmwWwWAvi,we , gnvLvjx , XvKv-1212, evsjv‡`k, †dvb-02-8860523-32,G·-3506  Gi mv‡_ †hvMv‡hvM Ki‡Z cv‡ib | 

Avcbvi hw` ‡Kvb cÖkœ _v‡K Z‡e Avcwb GLb ev c‡i Zv wRÁvmv Ki‡Z cv‡ib| Avcwb hw` c‡i cÖkœ Ki‡Z Pvb Z‡e ‡hvMv‡hvM Ki‡Z cv‡ib Wv: `x‡bk gÛj A_ev Wv: ivwk`yj nK, c¨vivmvB‡UvjRx j¨ve‡iUwi, Gj Gm wW, AvBwmwWwWAvi,we , gnvLvjx , XvKv-1212, evsjv‡`k, †dvb-02-8860523-32,G·-2411  Gi mv‡_ |

Dc‡i ewY©Z Z_¨ mg~n Avwg c‡owQ/Avgv‡K c‡o ïbv‡bv n‡q‡Q| Avgvi cÖkœ Kivi my‡hvM wQj Ges Avgvi me cÖ‡kœi m‡šÍvlRbK Reve †c‡qwQ| Avwg †¯^”Qvq GB M‡elYvq AskMÖn‡Yi m¤§wZ cÖ`vb KiwQ Ges AeMZ AvwQ †h, Avgvi AwaKvi Av‡Q †h †Kvb mg‡q Av‡jvPbvq AskMÖnY †_‡K Avwg weiZ _vK‡Z cvwi Ges Gi d‡j Avgvi Ges Avgvi cwiev‡ii ¯^v¯’¨ †mev AwaKv‡ii Le© n‡e bv |

AskMÖnYKvixi bvg: ___________________________


ZvwiL: ___ ___/___ ___/___ ___
AskMÖnYKvixi ¯^v¶i/evgnv‡Zi e„×½ywji Qvc:_________________________
ZvwiL: ___ ___/___ ___/___ ___


AskMÖnYKvixi Awffve‡Ki ¯^v¶i/evgnv‡Zi e„×½ywji Qvc:_________________________
 ZvwiL: ___ ___/___ ___/___ ___

M‡elK/cÖwZwbwai  bvg:________________________





¯^v¶i:
_______________________________ 
 ZvwiL: ___ ___/___ ___/___ ___

¯^v¶xi bvg: ______________________________






¯^v¶i: _______________________________    
ZvwiL: ___ ___/___ ___/___ ___

WHO RRC Review Comments

A60443  D. Mondal 

On PROGRESS REPORT for Phase 1: 

Report is well written. No major comments. 
- Case definition of confirmed kala-azar case is lacking. 

NEW PROPOSAL 
Scientists set out to compare an active search of VL cases with a passive case detection approach. 

A few comments: 
1.  The intervention should be better described and separated from the methods for documenting the outcome.  If the active case search has to be done by "specially trained field research assistants", how will this intervention be ever reproducible afterwards by the program?  It should be clarified what their role is in the project: documenting the yield of the active search, not necessarily carrying out the active search themselves.
2.  Sample size calculations include a graph with a linear regression on incidence data.  This is not correct.  No linear regression can be done on time series.  Moreover it is not necessary for sample size calculations - the number of VL cases expected can easily be extrapolated from the annual incidence rate documented in Phase I.
3.  It is not clear which data will be collected in both areas and with which periodicity.  The final protocol should specify the "endpoints" for the comparison between intervention (active search) and control (passive search).
Investigators should stay as much as possible in line with the common protocol.  This final, joint protocol has to be revised by the TDR Project Manager.
To: Dear Prof. Axel Kroger

       TDR Project Manager,

       WHO, Geneva

From: Dr. Dinesh Mondal

           Assistant Scientist,

           Parasitology Laboratory, ICDDR, B

           Dhaka-1212, Bangladesh

Sub: Response to the WHO Scientific Steering Committee review comments on VL Treatment Study Phase II Proposal and on VL Treatment study phase I progress report.

Dear Prof. Kroeger,

We would like to thank WHO RRC for anticipation and review of our protocol entitled “Validation of an improved diagnostic and treatment strategy for Visceral leishmaniasis / Post kala-azar dermal leishmaniasis.” Please find our response to WHO RRC comments below and they are in the same order.

On PROGRESS REPORT for Phase 1: 

Thank you very much for your comments. The case definition of confirmed kala-azar is given now on page 4 of the report.

NEW PROPOSAL

 1. Thank you very much for your suggestion. The methodology of the protocol is entirely modified. The role of the trained field research assistant is described. The active case detection will be carried out by the health workers from the local public health system and by the respected persons from the community. Active case detection will not be done by FRA. Trained FRA will take interview of the confirmed kala-azar / PKDL patients from control and intervention area during patient’s stay in the hospital. They will also supervise the activities of the health workers and will document the yield of the active search.

2. I agree with this comment. The sample size is recalculated and regression curve is taken out. 

3. The end point of comparison is: number of kala-azar cases between two areas; lag time for making diagnosis and start of treatment; direct and indirect cost to the patient. Other data related to treatment compliance, pharmacovigilance, complications, cure rate and relapse rate will be collected although they are not the object of comparison between two groups but may be useful for eventual program.

Thank you once again.
� EMBED Word.Picture.8  ���
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            Impact


Cure rate


VL Case fatality rate


Cost/ Patient cured





Performance (Treatment)


Indicators for service delivery (to be  


  developed)


% of correctly treated patients (Guidelines)


Delay time betn diagnosis & treatment


Default rate


Availability of drugs (in put)


Compliance with guidelines


User satisfaction


Side effects; %, correct mgmt. 


Cost/ patient completing treatment
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Performance (case finding)


Delay bet sympt..& diag.


% of correctly diagnosed


Case detection rate


Availability of rk39 (input)


Budget allocation to VL(input)


Cost/ patient detected





Reduce Drop out
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Treatment Arrangements





Active Case Findings





Spleen aspiration,


Bone marrow


Skin slit exam.
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