Project Registration Form

	Project Title:
	

	Donor/Financier:
	

	Duration in Months:
	_________________
months

	
	Starting Date (DD/MM/YY): 

____/____/____


	Completion Date (DD/MM/YY): 

____/____/____

	Beneficiaries:
	

	(Pilot) Regions:
	

	Description:
	

	Which of the following keywords best describe the Project’s objectives? (please tick the THREE MOST IMPORTANT)
	· Health policy

· Primary health care reform

· Hospital reform

· Human resources

· Rehabilitation

· Disease prevention

· Health promotion

· Health care management

· Health care financing


	· Legislation

· Reproductive health

· Public education & information

· Work with mass media

· Health information systems

· Monitoring & evaluation

· Others (please specify):

______________________

	Please enter your contact information: 
	Name - 
	

	
	E-mail - 
	

	
	Other information - 
	


