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INSTRUCTIONS FOR COMPLETING APPLICATION 

1. Please print clearly.
2. Please provide an answer to every question.
3. If you’ve had previous experience with customs, please send us your recommendations.
4. Attach documentation for duty-free status, if applicable.

5. Send completed application either by mail, fax, or e-mail to address on the last page of this application.

APPLICATION FOR THE DONATION OF A MEDICAL SUPPLY & EQUIPMENT CONTAINER SHIPMENT

1. Name and contact information of the organization (non-profit, relief organization, ministry or congregation) proposing the donation of medical supplies.
Name: ______________________________Phone:  ________________

Address:_____________________________Fax:___________________

City:__________________State:_____________Zip:________________
Country: __________________Website:__________________________

Email:  ________________________________________

2. Does the organization proposing this donation have a religious affiliation?  Yes_____  No  _____

3. Is the organization registered with an appropriate government authority as a nonprofit, charitable or non-government organization?
Yes _____ No ______

4. Name & contact information of the healthcare facility (dispensary, clinic, hospital or medical teaching facility) which will be the recipient of this donation.

Name:  ______________________________Phone:  ________________

Address:  _____________________________Fax:  _________________

City/Town:  ___________________________Email:  _______________
State/Region:  _________________________Country:  ______________

5. Name of the Administrator of the healthcare facility.

Name:  ______________________________Phone:  ________________

Email:  ______________________________

6. Name of the Medical Director of the healthcare facility.

Name:  ______________________________Phone:  ________________

Email:  ______________________________

7. Describe the healthcare facility.

Clinic:  _____Dispensary:  ______Hospital:  _______Other:  _________
8.  Describe the status of the healthcare facility:
Nonprofit:  ____For profit/private:  _____State/Government:  _______

9.  Does the healthcare facility receive ongoing support or volunteer assistance from any domestic or international organizations?

No:  _____Yes:  _____Please describe below:  ______________________________________________________________________________________________________________________
10. Describe the proximity of the healthcare facility to the nearest deep water port.

Proximity to nearest port:  _______________Km/miles

Proximity to nearest metropolitan city:  _____________Km/miles

11. Describe the population served by the healthcare facility.

Overall population:  __________Male:  _________Female:  __________

Adult:  _________Child:  __________

12. Describe how many patients were treated at the healthcare facility in the previous year.

Inpatient – Adult:  _________Children:  ___________

Outpatient – Adult:  ________Children:  ___________
13.  What are the most common causes of admission to the healthcare facility? _______________________________________________________________________________________________________________

14.  What are the most immediate diseases that afflict the resident population?

______________________________________________________________________________________________________________________

15. Describe the type of treatment the healthcare facility performs.
Triage/Emergency:  ____Pediatrics:  ______Radiology/X-ray:  ________

Labor & Del:  _________Ortho:  _________Physical Therapy:  _______

Internal Med:  _________Surgery:  _______Laboratory:  ____________
Hospice:  _____________Dentistry:  ______Pharmacy:  _____________

Other:  _____________________________________________________

16. Is the healthcare facility able to pay any of the following expenses related to the donation of the requested supplies and equipment?
Ocean shipping of a 40’ container – Yes:  ______No:  ______

Inland to the nearest port to the healthcare facility – Yes:  ____No:  ____

Any additional expenses related to demurrage, storage, inspection or clearance – Yes:  ______No:  _______

Installation of requested equipment and the training of staff on its operation – 
Yes:  ______No:  ______

Maintenance of requested equipment by other than healthcare facility staff – Yes:  _____No:  ______

17. Will the organization proposing this donation pay any of the expenses related to its shipping, handling, storage, clearance, installation or maintenance?  Yes:  ______No:  _______Shared:  ________
18.  Is the organization proposing the donation able to recruit other sponsors willing to assist with expenses related to this donation?

Yes:  ______No:  ________

______________________________________________________________________________________________________________________

19.  Is the healthcare facility able to receive donations of medical supplies duty-free?  Yes:  _______Please provide documentation:  __________
                        No:  ________

20. Name and contact information of individual or agency that will act as consignee and assist the healthcare facility in the clearance and delivery of the shipment.

Name:  ______________________Phone:  ________________________

Agency:  _____________________Fax:  _________________________

Address:  __________________________Email:  __________________

City/Town:  _____________________State/Region:  ________________
Country:  _______________________

21. Describe the electrical power source(s) available to the healthcare facility.
110 Volts:  ____220 Volts:  _____Solar:  _____Generator:  _______

22. Is the healthcare facility able to convert to the appropriate power source?  Yes:  ______No:  _______

23. Is there qualified maintenance or repair technicians employed by the healthcare facility?  Yes:  _______No:  ________
24.  Please indicate the quantities being requested for each type of equipment and/or furnishings.
Hospital beds:  ______Bedside stands:  ________Patient gurneys:  _____

Pediatric cribs:  ______Over bed tables:  _______Exam lights:  ______

Bassinets:  __________Bedside chairs:  ________Exam tables:  _______

IV poles:  ___________Patient lifts:  __________Transfer chairs:  _____

Patient scales:  _______Wheelchairs:  __________Mattresses:  ________

Supply carts:  ________Walkers:  _____________Desks:  ___________

Office chairs:  ________

List additional equipment:_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

25.  For each category of equipment below, please be specific about quantities and if necessary, indicate your preferred manufacturer and model numbers.  Attach additional sheets if needed.
	Clinic/Dispensary
	Inpatient Ward

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	Laboratory
	Maternity/Obstetrics

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	Pharmacy
	Radiology

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	Sterile Processing
	Surgical

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


26. Listed below are common healthcare products routinely collected by us.  Please review the list and indicate which products are required by the healthcare facility and list the quantities.  Availability is subject to those products being on-hand at the time the request is processed.
	Bandages & Dressings
	Qty
	Medical Products
	Qty

	Abdominal Pads
	
	Chest Drain Units
	

	Ace Elastic Bandages
	
	Chest Tubes and Trocars
	

	Band-aids
	
	Condom Caths
	

	Burn Dressings
	
	Feeding Tubes
	

	Cotton Gauze Rolls
	
	Feeding Bags
	

	Gauze Sponges
	
	Female Cath Kits
	

	Impregnated Dressings
	
	Evacuators
	

	Steri Strips
	
	Hemovacs
	

	Gloves
	
	Foley Caths
	

	Exam Gloves
	
	Jackson Pratt Drains
	

	Housekeeping Gloves
	
	Pluer Evacs
	

	Surgical Gloves
	
	Urinary Straight Caths
	

	IV Therapy
	
	Wound Drains
	

	IV Burrettes
	
	Orthopedic
	

	IV Extension Sets
	
	Ankle Braces
	

	IV Admin Tubing Sets
	
	Arm Slings
	

	IV Start Kits
	
	Casting Materials
	

	Tubing Connectors
	
	Cast Shoes/Boots
	

	Injection Sites
	
	Cast Padding
	

	D5W
	
	Crutches
	

	D10W
	
	Finger Splints
	

	Lactated Ringers
	
	Hand/Wrist Splints
	

	NACL
	
	Knee Immobilizers
	

	Laboratory
	
	Cervical Collars/Braces
	

	Blood Collection Tubes
	
	Patient Care
	

	Tube Holders
	
	Alcohol Swabs
	

	Culture Swabs/Tubes
	
	Bedpans
	

	Frosted Slides
	
	Body Lotions
	

	Grass Slides
	
	Diapers
	

	Pipettes
	
	Shampoo
	

	Sharps Collection Containers
	
	Soap
	

	
	
	Toothbrushes
	

	
	
	Toothpaste
	

	
	
	Underpads
	

	
	
	Urinals
	

	
	
	Wash Basins
	

	
	
	
	

	
	
	
	

	
	
	
	


CONTINUATION –
	Respiratory
	Qty
	Surgical 
	Qty

	Airways
	
	Cautery Pencils
	

	Breathing Circuits
	
	Knife Blades
	

	Nasal Cannulas
	
	Prep Kits
	

	Mucous Traps
	
	Skin Marking Pens
	

	Oxygen Masks
	
	Skin Staplers
	

	Oxygen Tubing
	
	Surgical Caps
	

	Resuscitation Bags
	
	Surgical Drapes
	

	Suction Catheters
	
	Surgical Gowns
	

	Suction Tubing
	
	Surgical Masks
	

	Trach Tubes
	
	Sutures (Gut)
	

	Yankauer Suction Tips
	
	Sutures (Nylon)
	

	
	
	Sutures (Polyester)
	

	
	
	Sutures (Prolene)
	

	
	
	Sutures (Vicryl)
	

	Other Products
	
	Other Products
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


27. Does your healthcare facility have the capability to sterilize products?  No:  ______Yes:  _______If Yes, please describe:  ________________________________________________________________________________________________________________
28. How does the healthcare facility dispose of contaminated medical waste?

                      Waste is burned on-site:  Yes:  ______No:  _______

                      Waste is buried on-site:  Yes _______No: _______

                      Waste is collected and transported to an off-site location and then burned:  Yes___No___
                      Waste is collected and transported to an off-site location and buried:  Yes_____No_____

29. Please give a detailed summary of the challenges faced by the healthcare facility and how these challenges can be minimized through the donation of these supplies and equipment:
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
In consideration of this donation, the sponsoring organization and the requesting healthcare facility pledge to:

1. Immediately notify us in writing of the clearance and delivery of the donation to the healthcare facility.

2. Provide us with any acknowledgements, photographs, or first-hand reports related to the donation and delivery which might further promote the awareness of international healthcare needs and encourage donations and contributions to support our efforts.
3. Name, position and signature of the representative of the sponsoring organization:
Name:  ______________________________Date:  _________________

Signature:  ___________________________Position:  ______________
4.  Name and signature of the Medical Director of the healthcare facility:

Name:  ______________________________Date:  _________________

Signature:  ___________________________

5. Name and signature of the Administrator of the healthcare facility:  

Name:  _______________________________Date:  ________________

Signature:  _____________________________

Completed Application should be mailed or faxed to:

CHUMA INTERNATIONAL
2601 Willamette Dr. NE

Suite G

Lacey, Washington 98516

If you have questions, please call:

Ray Reyes, Warehouse Manager

Phone:  360-493-5641

Fax:  360-493-5647

Email:  Raymond.reyes@providence.org
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