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1. How to complete this Response form

Please complete all parts of this form in black, providing all the necessary supplementary information.

Please do not alter the numbering or the format of the form. Your answers must be concise and clearly drafted.

Please include, where appropriate, any supporting documents, marking clearly on all enclosures the name of the interested party and the number of the question to which they refer. Where the space given for any answer is insufficient, please continue your answer on a separate page, again clearly marking the interested party’s name and the question number to which it relates.

Important

Amendments to this document or re-typing to recreate the document are not permitted.

2. General information on the Interested Party
2.1. Contact details and address
	Name of the Interested party (including legal form)
	     

	Country of registration and registration number
	     

	VAT (Value Added Tax) number
	

	Address 
	     

	City and postcode
	     

	Country
	     

	Phone number
	     

	Fax number
	     

	E-mail address
	     

	Homepage/URL
	     

	Ownership/shareholders
	     

	Subsidiaries
	     

	Contact person and contact details if different from above
	     


2.2. Authorised signatories

	1.   
	Name
	     

	
	Position in company
	     

	2.   
	Name
	     

	
	Position in company
	     


2.3. Temporary groupings

	Are you planning to participate as a temporary grouping : yes  FORMCHECKBOX 
   
no  FORMCHECKBOX 



2.4. Subcontracting

	Do you/your company intend/intends to rely on the capacities of subcontractors to meet the selection criteria listed in the Call to express interest for participation?








yes  FORMCHECKBOX 
   
no  FORMCHECKBOX 


	If yes, please list these subcontractors here and specify the responsibilities of each subcontractor.
Name of the subcontractor

Responsibilities

     
     
     
     
     
     
In case you/your company should be invited to participate in the subsequent tender procedure following this Call to express interest for participation, you/your company will be requested to prove to the ECB that you/your company will have at your/its disposal the subcontractor’s resources necessary to perform the Contract.



3. Economic and financial capacity
3.1. Professional risk indemnity insurance and/or third party/civil liability insurance
	Please confirm that you/your company has a professional risk indemnity insurance and/or third party/civil liability insurance in place with a minimum coverage of 5,000,000 EUR or confirm that you/your company are willing to take out such insurance prior to contract start should you be considered for contract award. 
                                                                                                          yes  FORMCHECKBOX 
   
no  FORMCHECKBOX 



4. Professional and technical capacity of the company
4.1. Enrolment in professional registers/permits

	Please confirm that you have the licence (Approbation) to practise medicine in Germany or relevant professional qualification (Berufserlaubnis) as well as for your replacement;                                                                                                           
yes  FORMCHECKBOX 
   
no  FORMCHECKBOX 

Please confirm that you have the medical qualification in neurology and/or psychiatry (Facharzt für Neurologie und/oder Facharzt für Psychiatrie).

                                                                                                          yes  FORMCHECKBOX 
   
no  FORMCHECKBOX 

Please submit a copy of the licence / certificate.


4.2. Experience 

Please list in the below table at least one reference contract and maximum three reference contracts that you have performed during the past three years proving your experience. 

	Customer
	Contract 
Name
	Scope of the contract (assessing the ability to work of third persons for public authorities or private insurances)
	Reference person (name, position, role in the contract, telephone, e-mail)
	Contract Information
	Value of the contract

	
	
	
	
	Start
	End
	

	1. 
	     

	     
	     
	     
	     
	     

	2. 
	     

	     
	     
	     
	     
	     

	3. 
	     

	     
	     
	     
	     
	     


If for reasons of confidentiality you are not able to disclose the name of your clients or detailed information on the reference projects please provide the information in an anonymous format. 

4.3. Specialised doctors
Please describe the characteristics of your access to specialised doctors and/or medical experts (i.e. variety of specialised doctors and fields of expertise that are covered in the network, type and duration of cooperation) in the Rhine-Main area and/or the type and characteristics of the medical clinic / institution to which you will grant preferential access (i.e. type of clinic / institution, description of cooperation and preferential access possibilities).
	     



	Type of doctor
	Name of doctor
	Qualification of doctor
	Cooperation existing since (start date)

	
	
	
	

	Orthopaedist
	     

	     
	     

	Endocrinologist
	     

	     
	     

	Ophthalmologist
	     

	     

	     


	Otolaryngologist
	     

	     

	     



Please add additional lines to the table if required.
	Alternatively preferential access to a medical clinic
	Name of medical clinic or institution specialised in diagnosing sicknesses to cope with complicated medical cases
	Characteristics of clinic / institution
	Cooperation existing since (start date)

	
	
	
	

	
	     

	     
	     

	
	     

	     

	     


	
	     

	     

	     



Please add additional lines to the table if required.

	Name:      
	Name:      

	Date:      
	Date:      

	Signature:


	Signature:
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