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	Gavi GRANT TERMS AND 
CONDITIONS

	FUNDING USED SOLELY FOR APPROVED PROGRAMMES

	The applicant country (“Country”) confirms that all funding provided by Gavi will be used and applied for the sole purpose of fulfilling the programme(s) described in the Country’s application. Any significant change from the approved programme(s) must be reviewed and approved in advance by Gavi . All funding decisions for the application are made at the discretion of the Gavi Board and are subject to IRC processes and the availability of funds. 

	AMENDMENT TO THE APPLICATION

	The Country will notify Gavi in its Annual Progress Report if it wishes to propose any change to the programme(s) description in its application. Gavi will provide the necessary documents for the approved change, and the country’s request will be duly amended.

	RETURN OF FUNDS

	The Country agrees to reimburse to Gavi all funding amounts that are not used for the programme(s) described in its application. The country’s reimbursement must be in US dollars and be provided, unless otherwise decided by Gavi, within sixty (60) days after the Country receives Gavi's request for a reimbursement and be paid to the account or accounts as directed by Gavi.

	SUSPENSION/ TERMINATION

	Gavi may suspend all or part of its funding to the Country if it has reason to suspect that funds have been used for purposes other than for the programmes described in this application, or any Gavi-approved amendment to this application. Gavi reserves the right to terminate its support to the Country for the programme(s) described in this proposal if Gavi receives confirmation of misuse of the funds granted by Gavi.

	ANTI-CORRUPTION

	The Country confirms that funds provided by Gavi shall not be offered by the Country to any third person, nor will the Country seek in connection with its application any gift, payment or benefit directly or indirectly that could be construed as an illegal or corrupt practice.

	AUDITS AND RECORDS

	The Country will conduct annual financial audits, and share these with Gavi, as requested. Gavi reserves the right, on its own or through an agent, to perform audits or other financial management assessment to ensure the accountability of funds disbursed to the Country.

	The Country will maintain accurate accounting records documenting how Gavi funds are used. The Country will maintain its accounting records in accordance with its government-approved accounting standards for at least three years after the date of last disbursement of Gavi funds. If there is any claims of misuse of funds, Country will maintain such records until the audit findings are final. The Country agrees not to assert any documentary privilege against Gavi in connection with any audit.

	CONFIRMATION OF LEGAL VALIDITY

	The Country and the signatories for the Country confirm that its application, and Annual Progress Report, are accurate and correct and form legally binding obligations on the Country, under the Country’s law, to perform the programmes described in its application, as amended, if applicable, in the APR.

	CONFIRMATION OF COMPLIANCE WITH Gavi's TRANSPARENCY AND ACCOUNTABILITY POLICY

	The Country confirms that it is familiar with Gavi Transparency and Accountability Policy (TAP) and complies with the requirements therein.

	USE OF COMMERCIAL BANK ACCOUNTS

	The Country is responsible for undertaking the necessary due diligence on all commercial banks used to manage Gavi cash-based support. The Country confirms that it will take all responsibility for replenishing Gavi cash support lost due to bank insolvency, fraud or any other unforeseen event.

	ARBITRATION

	Any dispute between the Country and Gavi arising out of or relating to this application that is not settled amicably within a reasonable period of time, will be submitted to arbitration at the request of either Gavi or the Country. The arbitration will be conducted in accordance with the then-current UNCITRAL Arbitration Rules. The parties agree to be bound by the arbitration award, as the final adjudication of any such dispute. The place of arbitration will be Geneva, Switzerland.

	The languages of the arbitration will be English or French.

	For any dispute for which the amount at issue is US$ 100,000 or less, there will be one arbitrator appointed by Gavi . For any dispute for which the amount at issue is greater than US $100,000 there will be three arbitrators appointed as follows: Gavi  and the Country will each appoint one arbitrator, and the two arbitrators so appointed will jointly appoint a third arbitrator who shall be the chairperson.

	Gavi will not be liable to the country for any claim or loss relating to the programmes described in the application, including without limitation, any financial loss, reliance claims, any harm to property, or personal injury or death. Country is solely responsible for all aspects of managing and implementing the programmes described in its application.


	

	

	


	1. Type of support requested

	Please specify the type of Gavi support you would like to apply for.


	
	
	Type of Support
Vaccine
Start Year
End year
Preferred second presentation[1]
Routine New Vaccines Support
Meningococcal A, 10 dose(s) per vial, lyophilised
2017
2020

	
	[1] If, for a variety of reasons, the country's first product preference might only be available in limited quantities or be unavailable in the short term, Gavi will contact the country and its partners to explore alternative options. A country will not be obliged to accept its second or third preference; however, Gavi will engage with the country to fully explore a variety of factors (such as implications on introduction timing, cold chain capacity, disease burden, etc.) which may have an implication for the most suitable selection of vaccine. If a country does not indicate a second or third preference, it will be assumed that the country prefers to postpone introduction until the first preference is available. It should be noted that this may delay the introduction in the country. 
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	3. Executive Summary


	
	
	Please provide a summary of your country's proposal, including the following the information:

For each specific request, NVS routine support or NVS campaign: 

Duration of support

The total amount of funds requested

Characteristics of vaccine(s), if necessary, and the reason for presentation choice    

Month and year planned for vaccine introduction (including campaigns and routine immunisations)

Relevant baseline data, including:

DTP3 and measles coverage data (as reported on the WHO/UNICEF Joint Reporting Form)

Target population determined based on the evaluation of yellow fever and meningitis A risk

Birth cohort, targets and immunisation coverage by vaccines

Country preparedness

Summary of planned activities to prepare vaccine launch, including EVM assessments, progress with regard to EVM improvement plans, communication plans, etc.

Summary of the EVM assessment report and progress report on the implementation of improvement plan

How stakeholders participated in developing this proposal

Interagency Coordination Committee (ICC)

Partners, including CSO involvement
Introduction into routine EPI: 
Duration of support in routine EPI: 5 years, renewable
- Characteristics of vaccine(s), if necessary, and the reason for presentation choice: presentation in 10 dose vials, lyophilised to make storage easier and minimise wastage rates
- Month and year of planned introduction of the vaccine: June 2017 for routine and November 2017 for the campaign   
- Target and immunisation coverage: The target considered for Men A is made up of the cohort of children from 0 to 11 months of age between June and December 2017. For a coverage objective set at at least 50% the first year (2017), 265,772 children from this cohort will be vaccinated.  
- Cost of introduction into routine EPI = Targets 0-11 months for a target of 960,186:
Cost of vaccine procurement = 628,294.7, which includes 472,390.3 for Gavi's contribution and 155,904.4 for the government's share.
Operational costs= 933,069, including 768,149 for Gavi, 32,755 for the government and 132,165 for the other partners.
Relevant baseline data, including:
DTP3 and measles coverage data (as reported on the WHO/UNICEF Joint Reporting Form): DTP3: 90% and measles/89 % in 2015 These administrative immunisation coverage data, though high, do not reflect reality when they are compared to survey data and WHO-UNICEF estimates. The national immunisation coverage survey carried out in 2013 gives 77.8% for Penta 3 and 74.7% for measles (card and history)
Coverage rates starting from 2016 are projected based on results of the 2013 immunisation coverage survey. (See cMYP projection page 67.    
Country preparedness:
· Summary of the EVM evaluation report:
Executive summary of the 2014 EVM report
The Effective Vaccine Management (EVM) assessment of country-level vaccine storage facilities was conducted from 26 June to 15 July 2014 by the EPI Directorate with technical support from WHO. This assessment report offers conclusions and recommendations for targeted support and training to address current problems. The following summarises the main strengths and weaknesses observed.
Strengths: 
• Vaccines delivered through the United Nations (UNICEF) channel have been handled by using a Standardised Vaccine Arrival Report (VAR).
• Fridge Tag continuous loggers used in the majority of refrigerators of facilities that were visited
• Health care personnel familiar with appropriate temperature ranges for each vaccine in the schedule and which vaccines in the schedule could be damaged by temperatures below 0° C
• A computerised management and monitoring system (SMT and DVD-MT) used for vaccine and supply inventory at the central, regional and some Health District levels.
• Building storage capacity at the central and regional levels in preparation for the introduction of the new vaccines (each regional storage facility has a cold room).
• The majority of cold chain equipment units in the facilities inspected are in compliance with WHO and UNICEF specifications (PQS Catalogue).
• Data collection tools (release voucher and delivery slip, vaccine registries, etc) available at all levels.
Weaknesses: 
• No data backup system for archiving inventories (SMT) and protecting data against computer viruses at the central and regional level.
• Temperature readings and alarms are not evaluated in a formal manner at least once a month and lack of documents proving that corrective measures have been taken in response to discrepancies or weak spots.
• Inadequate scheduling and formalising preventive maintenance of equipment at all levels;
• Lack of scheduled and formalised preventive maintenance for buildings, at all levels
• Vaccine distribution programmes not systematically applied at all levels.
• EPI tools (inventory record, order and delivery slips) are not used properly at all levels.
• Several stock-outs of certain antigens have been reported for the inspection period
• Standard operating procedures do not exist for emergencies;
Subsequent to the above observations, an improvement plan was written up.
· EVM improvement plan 2014:
In 2015, the following activities were completed in the context of the EVM improvement plan implementation. These are:
· Availability of fuel for generators,
· Training 100 workers on the use of temperature monitoring tools,
· Receiving spare parts and stabilisers,
· Building a storage facility with a capacity of 10 cold rooms, currently housing 6 positive cold rooms that are 40m3 each and 1 negative that is 20m3,
· Purchasing and implementing 1595 2nd generation Fridge-tags,
· Acquiring and installing 180 solar refrigerators in IHCs, 574 RCW25 and RCW12 cold boxes, 
In the year 2016, achievements are in progress, such as:
· Receiving and installing the eighth positive cold room
· Receiving 12 cold room stabilisers for the regions and 12 continuous temperature loggers
· Installing two 40m3 positive cold rooms for the regions of Niamey and Zinder
· Receiving 276 solar refrigerators for the IHCs
The introduction of MenA in routine EPI and the mass campaign requires a storage capacity estimated at 33,348 m3. However, the country's available storage capacity is 117,143 m3, thus covering the needs entirely. 
Type of stakeholders who participated in developing this proposal: 
· Interagency Coordination Committee (ICC): WHO, UNICEF, JSI, MSF, DI/MPH, HKI
Partners, including CSOs: Rotary, ROASSN, ACTN (Association of Nigerian Traditional Chiefs)


	

	


			
	4. Signatures

	4.1. Signatures of the Government and national coordinating bodies

	4.1.1. The Government and the Interagency Coordination Committee (ICC) for immunisation

	The Government of Niger wishes to consolidate the existing partnership with Gavi to strengthen its national routine childhood immunisation programme and is specifically requesting Gavi support for:    

			
		Meningococcal A, 10 dose(s) per vial, lyophilised, routine introduction
	
			
	The Government of Niger agrees to develop national immunisation services on a sustainable basis in accordance with the comprehensive multi-year plan presented with this document. The Government requests that Gavi and its partners contribute financial and technical assistance to support immunising children as outlined in this application.

			
	Table(s) 6.2.4 in the NVS Routine section of this application show(s) the amount of support either in kind or in cash that is required from Gavi. Table(s) 6.2.3 of this application show(s) the Government's financial commitment for the procurement of this new vaccine (NVS support only). 
Following the regulations of the internal budgeting and financing cycles the Government will release its portion of the co-financing funds in the month of December.
The payment of the first year of co-financed support will be due around December 2017 for Meningococcal A, 10 dose(s) per vial, LYOPHILISED.

			
	It should be noted that any request not signed by the Ministers of Health and Finance, or by their authorised representatives, will not be examined or recommended for approval by the Independent Review  Committee (IRC). These signatures appear in Documents Nos.: 2 and 1 in Section 10. Attachments    

			
	Minister of Health (or authorised representative)
Minister of Finance (or authorised representative)
Name
KALLA MOUTARI
Name
SEYDOU SIDIBE
Date
Date
Signature
Signature

			
	This report has been compiled by (these persons may be contacted by the Gavi Secretariat if additional information related to this proposal is required): 

			
	Full name
Position
Telephone
E-mail
Dr ALIO TAYABOU 
DIRECTORATE OF IMMUNISATIONS
0027 90 13 36 88
aliotayabou@yahoo.fr 
Dr AMADOU HAROUNA 
Planning/Monitoring and Evaluation Division
00227 96 98 21 71
amadoutidjani@yahoo.fr  
Dr CHITOU M. ABDOU
UNICE/EPI Focal Point
+(227)  96  35 32  32
mchitou@unicef.org
Dr DIAWARA AICHATOU
Head of routine EPI/WHO
+(227)  92  19 48  41
diawaraa@who.int
Dr YAM ABDOULAYE
EPI/WHO Focal Point
+(227)  92  19 48  25
yamab@who.int
Dr RABI MAITOURNAM
Director of Immunisations
00 227 96 99 58 78
mairabi@yahoo.fr
IDE HAOUA
Planning
00227 96 12 46 26
traorehaoua23@yahoo.fr
IDE HINSA
Data Manager
00 227 97 50 70 12
hinsaide2@gmail.com
MAIGA MOUSTAPHA
Planning
00 227 96 96 85 85
taphamaiga@gmail.com
MAIGA SIDIKOU
Immunisation Division
00 227 96 96 62 95
sidikouissaka5@yahoo.fr
Ms. Dejean Mariama 
Social Mobilisation Division
00 227 90 62 61 50
mariamadejean@yahoo.fr

			
	4.1.2. National Coordinating Body/Interagency Coordination Committee for Immunisation

			
	Agencies and partners (including development partners and civil society organisations) supporting immunisation services are coordinated and organised through an inter-agency coordinating mechanism (ICC, Health Sector Coordinating Committee (HSCC), or equivalent committee). The ICC, HSCC, or equivalent committee is responsible for coordinating and guiding the proper use of the Gavi ISS and NVS routine support and/or campaign support. Please provide information about the ICC, HSCC, or equivalent committee in your country in the table below.

			
	Profile of the ICC, HSCC, or equivalent committee

			
	Name of the committee
Interagency Coordination Committee 
Year of constitution of the current committee
2004
Organisational structure (e.g., sub-committee, stand-alone)
Core group, social mobilisation sub-committee
Frequency of meetings
Quarterly, and extraordinary meetings as needed

			
	The Terms of Reference or Standard Operating Principles for the ICC, including details on the ICC membership, quorum, dispute resolution process and meeting schedules are presented in the attached document (Document No.: 4).

			
	Major functions and responsibilities of the ICC/HSCC:

			
	1. Contributes to determining strategic orientations in the area of immunisation;
2. Contributes to reviewing and approving policies and plans, in particular for immunisation 
· the comprehensive Multi-Year Plans (cMYP) and Annual Action Plans (AAP) in the context of the Global Vaccine Action Plan (GVAP) and the regional strategic plan 2014-2020.
· accelerated plans to combat and control vaccine-preventable diseases;
3. Contributes to examining and approving budget for selected activities;
4. Supports mobilising internal and external resources for the purpose of carrying out programme activities;
5. Contributes to better coordination and efficient management of mobilised resources;
6. Gives its opinion on all political and technical issues related to the EPI functioning properly;
Guides the EPI to solve technical problems with the goal of strengthening immunisation services, introducing new antigens, and organising supplementary immunisation activities.

			
	Please describe the type of support offered by the different partners in preparing this application:    

			
	Technical support in drafting this proposal

			
	4.1.3. 4.1.3. Signature Table for the Coordination Committee on Immunisation

			
	We, the undersigned members of the ICC, HSCC or equivalent committee [1] met on 6 May 2015 to review this proposal. At that meeting, we approved this proposal on the basis of the attached supporting documentation. The minutes of this meeting are attached as document number 5. The signatures confirming the request appear in document 7 (please use the list of signatures in the section below).

			
	Please refer to Annex C of the ‘Gavi HSS and NVS General Guidelines’ for more information on ICCs.

			
	Position
Title/Organisation
Name
Please sign below to indicate your attendance at the meeting during which the proposal was discussed.    
Please sign below to indicate your endorsement of the minutes of the meeting during which the proposal was discussed.    
Chair
MINISTER OF PUBLIC HEALTH
KALLA MOUTARI
Secretary
DIRECTORATE OF IMMUNISATIONS
RABI MAITOURNAM
Members
WHO
Dr PANA ASSIMAWE
UNICEF
VIVIANE VAN STEIRTTEGH
Rotary International
GASTON KABA
ROASSEN
IDE DJERMAKOYE

			
	By submitting the proposal we confirm that a quorum was present. Yes 

			
	The minutes from the three most recent ICC meetings are attached as DOCUMENT NUMBER: 6).

			
	4.2. National Immunisation Technical Advisory Group (NITAG)    

			
	Has a NITAG been established in your country? Yes

			
	We the members of the NITAG met on the to review this proposal. During the meeting, we adopted this proposal of the basis of the supporting documents describing the decision making process by which the recommendations were formulated, attached as Document 26. 
4.2.1. The NITAG Group for Immunisation
Profile of the NITAG
Name of the NITAG
N/A
Year of constitution of the current NITAG
2013
Organisational structure (e.g., sub-committee, stand-alone)
N/A
Frequency of meetings
N/A
Position
Title/Organisation
Name
Chair
N/A
N/A
Secretary
N/A
N/A
Members
N/A
N/A
Major functions and responsibilities of the NITAG
the decree creating the NITAG was signed on 23 October 2013. However, the nominal roll of members is not known as yet. For this reason, the committee has never functioned. 

			
	In the absence of a NITAG, countries should clarify the role and functioning of the advisory group and describe plans to establish a NITAG. This document is attached as 


	

	


	5. Data on the immunisation programme


	
	
	5.1 Reference material     

	
	Please complete the table below, using data from available sources. Please identify the source of the data, and the date. Where possible use the most recent data and attach the source document.

	
	▪ 
Please refer to the Comprehensive Multi-Year Plan (cMYP) for Immunisation (or equivalent plan), and attach a complete copy with an executive summary (DOCUMENT NUMBER 9). Please also attach the cMYP costing tool (DOCUMENT NUMBER 10).    
▪ 
Please attach relevant Vaccine Introduction Plan(s) as DOCUMENT NUMBER : 12
▪ 
Please refer to the two most recent joint WHO/UNICEF reports on immunisation activities.
▪ 
Please refer to Health Sector Strategy documents, budgetary documents, and other reports, surveys etc, as appropriate.
▪ 
Please refer to the attached risk assessments in the case of meningitis A mass preventive campaigns.

	
	Please use the most recent data available and specify the source and date. 

	
	Figure
Year
Source
Total population
20,751,801
2016
GPHC 2012
Birth cohort
960,186
2016
GPHC 2012
Infant Mortality Rate
51
2012
GPHC 2012
Surviving infants [1]
911,216
2016
GPHC 2012
GNI per capita (US$)
428
2012
DHSN-MICS 2012
Total Health Expenditure (THE)
17
2012
MTEF
General government expenditure on health (GGHE) as % of general government expenditure 
22
2012
MTEF

	
	[3] Surviving infants = infants surviving the first 12 months of life

	
	5.1.1 Lessons learned    

	
	Support for new routine vaccines

	
	If new or underused vaccines have already been introduced in your country, please complete in detail the lessons learned from previous introduction(s), specifically for: storage capacity, protection against accidental freezing, personnel training, cold chain, logistics, coverage and decrease in rates, wastage rates, etc. and propose areas of action or indicate the measures taken to address them. Please refer to the previous post-introduction evaluation (PIE) report, if necessary. If they are included in the introduction plan, please cite the section only. If this information is already included in the NVIP/AP, please refer to the document and the section/page where this information can be found.

	
	Lessons learned
Actions
The introduction of new vaccines such as the pentavalent in 2008, pneumo-13 and Rotarix in 2014 brought an improvement in the use of immunisation services, with an immunisation coverage of 87% for penta3, 36% for pneumo-13 and 46% for Rotarix, respectively, in 2014. 
Activities identified as lessons learned from the introductions: 
• The official launch by the Ministry of Public Health spurred interest and support from the population for immunisation activities; 
• the involvement of religious leaders, traditional leaders, administrative authorities and opinion leaders confirmed their commitment together with the health services; 
• The effective training of all stakeholders capped off good coordination, good vaccine management, reliable data collection, and an understanding of the new vaccine schedule;  
• The broadcast of messages in the media to raise women's awareness of the vaccines introduced and of using immunisation services;  
• Increased cold chain capacity through procurement (refrigerators);  
• Technical support from Gavi, WHO, UNICEF consultants and others, which improved personnel competency and enabled provisions to be made with regard to EVM.  
Notwithstanding these strengths, inadequacies were noted in districts' microplanning, in planning activities at the district level, storage capacity and supplies at all levels.

	
	5.1.2 Planning and budgeting of health services    

	
	Please provide some additional information on the planning and budgeting context in your country:     
The planning and budgeting cycle is a five-year cycle for the Health Development Plan and the cMYP. It is annual for the annual action plans (AAP). 
Please indicate the name and date of the relevant planning document for health
Health Development Plan (HDP) 2011-2015, the comprehensive Multi-Year Plan (cMYP) 2011-2015 and AAP 2015.    
Is the cMYP (or updated Multi-Year Plan) aligned with this document (timing, content, etc)?    
YES, the cMYP 2016-2020 is aligned with the proposed document
Please indicate the national planning budgeting cycle for health
HDP over 5 years and AAP annually for the different Ministry of Public Health structures
Please indicate the national planning cycle for immunisation
Planning of immunisation activities is on a five-year basis for the cMYP and annual for the AAP.  

	
	5.1.3 Gender and equity    

	
	Please describe any barriers to access, utilisation and delivery of immunisation services at district level (or equivalent) that are related to geographic, socio-economic and/or gender equity. Please describe actions taken to mitigate these barriers and highlight where these issues are addressed in the vaccine introduction plan(s).
The post-campaign coverage evaluation for measles immunisation and for routine immunisation coverage in Niger carried out in January 2013 highlighted the following main barriers to access, utilisation and delivery of immunisation services:
-


6/42 districts (14%) have a zero dose proportion of over 10%. These districts are generally large-sized districts with hard-to-access populations
-


We note a fundamental difference as regards coverage areas according to the strategies. The children residing in the areas covered by mobile strategy have a lesser chance of being vaccinated (the proportion of invalid doses is high for all antigens and is above 37%)
-


The way immunisation services are organised is not adapted to the context (session location far away, inconvenient times, high cost of transportation, poor reception of vaccinators, parents' occupation in 60%)
-


immunisation inventory management, in particular stock-outs for vaccines, especially OPV and BCG.
-


Barriers related to communication (69.8% of children do not have documents noting vaccines received, the drop-out rate between the first and the third dose of pentavalent vaccine is 10.9%, and 6.5% of parents indicated that they did not know they would have to come back for the subsequent doses)
To improve the situation, the following measures are in the process of being implemented:
-


Intensify communication activities for behaviour change in order to eliminate negative ideas on immunisation, so as to remove psychological barriers to immunisation.
-


Better inform mothers in the context of interpersonal communication after each immunisation session on the vaccine schedule and especially on the need to return for the subsequent doses and also the need to keep immunisation documents.
-


Improve equity in access to immunisation services, in particular for children residing in areas covered by mobile strategy.
-


Improve vaccine availability in order to avoid a break in the continuity of immunisation services and improve immunisation coverages.
Please examine whether questions of equity (socio-economic, geographic and gender-specific factors) have been taken into consideration in the process of preparing social mobilisation strategies, among other things, to improve immunisation coverage. Specify whether these issues are addressed in the vaccine introduction plan(s). 
A national communication plan for vaccine introduction will be developed and implemented taking into account all socio-economic, geographical, and gender-specific factors with a view to reaching and vaccinating these populations. In addition, a specific strategy to reach nomads will be developed and implemented.
Please indicate if sex-disaggregated data is collected and used in routine immunisation reporting systems. 
Data by sex are not collected systematically. But they are taken up in immunisation coverage surveys, the most recent of which from January 2013 showed that there was no statistically significant difference in girl/boy coverages.
Is the country currently in a situation of fragility (e.g. insecurity, conflict, post-conflict, refugees/and or displaced persons and recent, current or potential environmental disaster, such as flooding, earthquake or drought or others)? If Yes, please describe how these issues may impact your immunisation programme, planning for introduction of routine immunisation or campaigns and financing of these activities.
Yes, there is insecurity in the northern Tillabéri region (Malian border), the region of Diffa to the east (Nigerian border), in the northwest part of the Tahoua region (Malian border) and the northern Agadez region (Libyan border). There are also displaced persons in the country (Diffa and Tillabéri regions). The country is confronted on a recurring basis with drought, flooding and food crises.   
If possible, please provide additional information and documents on the data relative to sub- national coverage, for example comparisons between urban and rural districts, or between districts with the highest and lowest coverage etc.
There are coverage data by district and classifications based on performance criteria (see attached document)

	
	5.1.4 Data quality    

	
	Please attach a data quality assessment (DQA), report if one has been completed within the previous 48 months (DOCUMENT NUMBER: 27). If available, an improvement plan and progress report on the implementation of the improvement plan should also be submitted (DOCUMENT NUMBER: 11 DOCUMENT NUMBER: 28).
If DQA not available, please briefly describe plans to establish mechanisms for data quality assessment.
Measures introduced such as:
-


calculating targets based on GPHC 2012
-


different audits of data quality
-


data harmonisation and endorsement meetings at all levels
-


worker capacity building
will contribute to improving data quality
Please indicate what routine mechanisms to independently assess the quality of administrative data are in place, and if so what these mechanisms are, and how they enable the country to track changes in data quality over time.
There are mechanisms and tools for evaluating data quality, such as: 
-


harmonisation meetings 
-


data auditing missions
-


supportive supervision
-


DQS tools
-


DQA
-


monitoring plus
-


immunisation coverage surveys
They make it possible for the country to monitor changes in data quality over time through gradually reducing discrepancies noted between the survey data and the administrative data.
Please detail what household surveys have been conducted in recent years to independently assess immunisation coverage and equity, and describe any survey plans for the coming five year period.
Immunisation coverage survey conducted in January 2013, KAP survey in September 2012, pneumo-rota qualitative survey in 2013 and surveys planned for 2015, 2017 and 2020.

	
	5.1.6. Immunisation coverage for Meningococcal A:
Please provide information concerning immunisation coverage related to the meningococcal A vaccine (MenA)
Table 5.1.6: MenA immunisation coverage
Coverage
2011
2012
2013
Administrative (1)
WUENIC (2)
Administrative (1)
WUENIC (2)
Administrative (1)
WUENIC (2)
Meningococcal A 1st dose (%)
0
0
0
0
0
0
Coverage
2014
2015
Administrative (1)
WUENIC (2)
Administrative (1)
WUENIC (2)
Meningococcal A 1st dose (%)
0
0
0
0
Coverage
2011
2012
2013
Administrative (1)
Coverage Survey
Administrative (1)
Coverage Survey
Administrative (1)
Coverage Survey
Supplementary Immunisation Activities (SIA) (%)
96
92
0
0
0
0
Coverage
2014
2015
Administrative (1)
Coverage Survey
Administrative (1)
Coverage Survey
Supplementary Immunisation Activities (SIA) (%)
0
0
0
0
Note:
(1) National administrative coverage reported
(2) Estimated national immunisation coverage according to WHO/UNICEF 
Were the last meningococcal A supplementary immunisation activities (SIA) part of an administrative coverage or were they the result of a survey on acceptable methodology Results of a survey
Please describe the survey methodology:
Immunisation coverage survey by a WHO-recommended two-stage cluster sampling survey

	

	

	


	5.2. Baseline data and annual objectives (NVS routine immunisation)


	
	
	Please refer to cMYP pages to assist in filling in this section.

	
	Number
Base Year
Baseline and Targets
2016
2017
2018
2019
2020
Total number of births
924,144
960,186
997,633
1,036,541
1,076,966
Total number of infant deaths
47,131
48,969
50,879
52,864
54,925
Total surviving infants
877,013
911,217
946,754
983,677
1,022,041
Total number of pregnant women
924,144
960,186
997,633
1,036,541
1,076,966
Target population vaccinated with OPV3[1]
824,392
865,656
899,416
934,493
970,938
OPV3 coverage[2]
94 %
95 %
95 %
95 %
95 %
Target population vaccinated with DTP1[1]
877,013
911,216
946,754
983,677
1,022,041
Target population vaccinated with DTP3[1]
727,921
801,870
880,481
924,657
970,939
DTP3 coverage[2]
83 %
88 %
93 %
94 %
95 %
Wastage[3] rate in base-year and planned thereafter (%) for DTP
10
10
10
10
10
1.11
1.11
1.11
1.11
1.11
Target population having received meningococcal vaccine [1]
0
455608.0
662728.0
786942.0
919837.0
Meningococcal A coverage [2]
0 %
50 %
70 %
80 %
90 %
First Presentation: Meningococcal A, 10 dose(s) per vial, lyophilised
Wastage[3] rate in base-year and planned thereafter (%) 
0
50
50
50
50
Wastage rate [3] in base-year and planned thereafter (%)
1.00
2.00
2.00
2.00
2.00
Maximum wastage rate value for meningococcal A vaccine, 10 dose(s) per vial, LYOPHILISED
50 %
50 %
50 %
50 %
50 %
Target population vaccinated with 1st dose of Measles vaccine
789,312
838,319
880,481
924,657
970,939
Measles coverage[2]
90 %
92 %
93 %
94 %
95 %
Annual DTP Drop out rate [ ( DTP1 – DTP3 ) / DTP1 ] x 100
17 %
12 %
7 %
6 %
5 %
[1] Indicate total number of children vaccinated with either DTP alone or combined
[2] Number of infants vaccinated out of total surviving infants
[3] The formula to calculate a vaccine wastage rate (in percentage): [ ( A – B ) / A ] x 100, where A = stock balance at the end of the supply period; B = the number of immunisations with the same vaccine in the same period.

	

	

	


	5.3. Target for the preventive campaign(s)


	
	
	No NVS Prevention Campaign Support this year


	

	


	5.4. Targets for one-time mini-catchup campaign(s)


	
	
	No one-time mini-catchup campaign this year

	

	

	


	6. New and underused vaccines (routine NVS)


	
	
	6.1. Calculation of the disease burden for corresponding diseases (if available)
If it is already included in detail in the Introduction Plan or Action Plan, please simply cite the section.
Disease
Title of the assessment
Date
Results
Meningitis
Health Statistics Directory
2014
Progression of cases and deaths

	

	

	


	6.2. Requested vaccine (Meningococcal A, 10 dose(s) per vial, lyophilised)

	As indicated in the cMYP, the country plans to introduce meningococcal A vaccine using meningococcal A, 10 dose(s) per vial, lyophilised.

	When does the country intend to introduce this vaccine? June 2017

	It should be noted that because of various factors, the launch date may vary compared to the date stipulated in the application. Gavi will work in close collaboration with the country and its partners to correct this problem. 

	Please summarise the cold chain capacity (at central and other levels) and readiness to accommodate new vaccines, taking into consideration training, cold chain equipment and other logistics requirements. If cold chain expansion is required, state how it will be financed, and when it will be in place. The independent review committee must have assurances that the cold chain is ready or will be ready for the new routine vaccine introduction; convincing data/plans must be provided. All the proposals that include Gavi funding for the cold chain intended for storing vaccines must provide equipment that is WHO-prequalified for its performance, quality and programme safety (PQS). The purchase of non-PQS equipment will only be taken into account in special cases, with documentation and prior approval from Gavi.

	At the central storage facility level, there are three positive cold rooms in good working condition with a capacity of 130 m3, or 35,135 litres of net capacity for vaccine storage and one 30 m3 (8108 litres) negative cold room which is not in working order but will shortly be repaired.
At the regional level, with the support of KOICA and UNICEF, the EPI has received six new cold rooms with a total gross capacity of 170 m3, the installation of which is nearing completion. The trial period for this new mechanism is currently in progress.
At the end of the trial, the total available positive capacity will be: 113,510 litres, or 420 m3 and will make it possible to cover storage capacity needs until 2020.
Each of the 8 regions of the country has a positive cold room, and the 891 immunisation centres are equipped with refrigerators for vaccine storage (gas + electric + solar)
Eight refrigerated vehicles, three of which are at the central level and five in the regions (Maradi, Dosso, Zinder with one each, and Tahoua with two) and two freight trucks at the central level.


		
		
	6.2.1. Co-financing information
	
		
	If you wish to co-finance a larger amount, please indicate it on your co-financing line. 
Country group
Initial self-financing phase
2017
2018
2019
Minimum co-financing
0.20
0.20
0.20
Your co-financing (please change if higher)
0.20
0.20
0.20
2020
Minimum co-financing
0.20
Your co-financing (please change if higher)
0.20
	
		
	6.2.2. Specifications of vaccinations with new vaccines
	
		
	Data from
Year 1
Year 2
Year 3
2017
2018
2019
Number of children to be vaccinated with the first dose
Table 5.2
#
455,608
662,728
786,942
Immunisation coverage with the first dose
Table 5.2
%
50 %
70 %
80 %
Country co-financing per dose
Table 6.2.1
$
0.2
0.2
0.2
Data from
Year 1
2020
Number of children to be vaccinated with the first dose
Table 5.2
#
919,837
Immunisation coverage with the first dose
Table 5.2
%
90 %
Country co-financing per dose
Table 6.2.1
$
0.2
	

	

	

	

	


	6.2.3. Portion of supply to be procured by the country (and cost estimate, US$)

	2017
2018
2019
Number of vaccine doses
#
342,447
429,599
491,657
Number of AD syringes
#
0
0
0
Number of reconstitution syringes
#
0
0
0
Number of safety boxes 
#
0
0
0
Total value to be co-financed by the Country [1]
$
227,901
285,901
327,201
[1] The co-financing amount for initial self-financing countries indicates costs for the vaccines and any freight charges. The total co-financing amount does not include the costs and fees of the relevant procurement agency, such as contingency buffer and handling fees. The information on these costs and additional fees will be supplied by the relevant procurement agency in the cost estimate, at the country's request.
2020
Number of vaccine doses
#
572,949
Number of AD syringes
#
0
Number of reconstitution syringes
#
0
Number of safety boxes 
#
0
Total value to be co-financed by the Country [1]
$
381,301
[1] The co-financing amount for initial self-financing countries indicates costs for the vaccines and any freight charges. The total co-financing amount does not include the costs and fees of the relevant procurement agency, such as contingency buffer and handling fees. The information on these costs and additional fees will be supplied by the relevant procurement agency in the cost estimate, at the country's request.

	6.2.4. Portion of supply to be procured by Gavi, (and cost estimate, US$)

	2017
2018
2019
Number of vaccine doses
#
797,053
999,901
1,144,343
Number of AD syringes
#
758,588
850,580
942,445
Number of reconstitution syringes
#
126,485
158,675
181,597
Number of safety boxes 
#
0
0
0
Total value to be co-financed by Gavi
$
561,745
700,589
800,530
2020
Number of vaccine doses
#
1,333,551
Number of AD syringes
#
1,094,777
Number of reconstitution syringes
#
211,622
Number of safety boxes 
#
0
Total value to be co-financed by Gavi
$
932,750


	

	

	

	

	


	6.2.5. New and Under-Used Vaccine Introduction Grant


	
	
	Calculation of the vaccine introduction grant for Meningococcal A, 10 dose(s) per vial, lyophilised 

	
	Year of New Vaccine Introduction
Births (from Table 5.2)    
Share per Birth in US$
Total in US$
2017
960,186
0.80
768,149

	The grant will be based on a maximum award of $0.80 per girl in the birth cohort with a minimum starting grant award of $100,000

	
	Please explain how the introduction grant provided by Gavi will be used to facilitate the timely and effective implementation of the activities before and during the introduction of the new vaccine (refer to the cMYP and to the vaccine introduction plan). 

	
	· Planning and coordination: integrated health centres' (IHC) and health districts' microplans developed in collaboration with the community will take into account the introduction of MenA in routine EPI. Each Regional Directorate of Public Health (DRSP) will also develop its support plan for districts; that is to say, the training, supervision of monitoring and monitoring-evaluation activities by using the framework also proposed by the central level.
· Enhancing staff capabilities: Training workers is one of the conditions for the success and quality of this introduction. To this end, a training guide will be developed. This training will be cascaded training in the country's eight regions.
· Communication: it will occur through advocacy, social mobilisation, behaviour change communication, capacity strengthening, monitoring and communication for crisis management in case of AEFI.
· Supervision: immunisation data quality also depends on supervision quality. This is why central level supervision of regions, districts and IHC will be emphasised. For this requirement, the supervision grid will be revised at the central level and be distributed to all levels. The frequency of supervisions is twice-yearly from the central level to the regions, quarterly from the region to the districts and the districts to the IHC and monthly from IHC to health huts.
Simple supervision grids that are easy to use will be developed, copied, and distributed at all levels. This supervision will be supportive in the sense that the supervised and the supervisors will tackle the task of finding solutions to problems that have been identified.
· Monitoring: it occurs at all levels of the immunisation chain, from the IHC through the Health District, the region and the national level. A recommendation will be made for districts to organise quarterly meetings with the IHC managers to analyse the data from immunisation together and agree on strengthening actions. . In the same vein, feedback from the district to the IHC level will be instituted in order to improve plan implementation and service quality.
· Reaching target populations
In order to optimise resources, an effort will be made to offer a packet of services during outreach activities, including immunisation, vitamin A supplements, distribution of insecticide-treated mosquito nets, deworming for children, and other interventions, according to their feasibility. Community workers will be involved in preparing and implementing these activities.
· Reducing vaccine wastage and drop-out rates
To this end, continuing education as well as supportive supervision will be used regularly to get the vaccinators to avoid wastage related to poor conservation of vaccines, but also to inadequacies in how immunisation sessions are organised and vaccines are handled. Systematic monitoring of vaccine wastage will be strengthened at all levels.
Also, community participation organisations will be more involved in order to strengthen relations with the community. In partnership with the IHC, the search for those lost to follow-up will be strengthened by community workers and health workers at every opportunity. In the long term, the mobilisation of internal and external resources that is planned will contribute to improving the supply and demand for immunisation services.
· Strengthening the surveillance system for adverse events following immunisation 
Surveillance of these adverse events following immunisation due to the MenAfrivac vaccine will be particularly enhanced to detect all abnormal reactions and respond to them in an appropriate way. The workers, in addition to their training, will receive written guidelines and data collection materials documenting these cases. Special attention will be given to the investigation and management of all serious cases in health facilities.
· Strengthening communication
Introducing new vaccines requires intense communication activities in order to get parents to have their children vaccinated in order to protect them against these terrible and very deadly diseases. 
This requires using all communication strategies, namely advocacy, interpersonal communication, behaviour change communication, social mobilisation, building participants' capacities, monitoring/evaluation and communication for crisis management in case of AEFI:
· Advocacy: will consist in making a statement at the Ministers council, organising advocacy meetings for support and mobilisation of resources with parliamentary representatives, the highest political/administrative authorities of the central level, regions and districts and organising a press briefing for the Minister of Public Health.
· Social mobilisation: this will be done through:
· organising meetings or encounters with administrative and customary authorities, religious leaders, representatives of organisations and NGO networks, and other community leaders,
· organising information days and briefing members of the mobilisation subcommittee and the media, 
· broadcasting advertisements, songs, skits and microprogrammes though public, private and community media, and media coverage of events,
· organising an official launch at all levels.
· Behaviour change communication: will support enlisting community relays for door-to-door awareness-raising of families, organising educational talks at the IHC and community level.
· And finally, the design, development and production of educational materials.
· Strengthening participants' capacities: will rely on training guides being developed. Training for all stakeholders in communication for the Men A vaccine introduction will be cascaded (communicators, IHC heads, community relays, presenters / journalists, members of the social mobilisation sub-committee, CSO and NGO).
· Monitoring/evaluation: will be done through supervising activities in the field, coordinating and evaluating communication plan activities at all levels and finally, documenting all materials produced.
· Communication for crisis management in case of AEFI: an AEFI surveillance mechanism will be set up, with messages for mothers in case of AEFI occurrence. AEFI communication focal points will be trained at all levels in order to respond to potential problems that might arise.

	
	Please complete the ‘Detailed budget for VIG / operational costs’ template provided by Gavi and attach as a mandatory document in the attachment section.

	
	Detailed budget attached as Document No. 22.

	
	If the Gavi support does not cover all of the requirements, please describe the other sources of funding and the amounts projected, if available, to cover your requirements

	
	A financial viability plan was developed in the cMYP 2016-2020 which describes alternative funding for routine EPI.

	
	6.2.6. Technical assistance
Please describe any specific area for which the Ministry will need technical assistance in order to support the meningococcal A introduction.
For the introduction, we hope to have technical assistance starting in January 2017.


	

		
		
		

	

	


	7. 7. NVS Preventive campaigns


	
	
	No NVS Prevention Campaign Support this year

	
	7.1.1 Epidemiology and disease burden for Meningococcal A vaccine
Please select at least one of the following information sources to document the results relative to the disease burden of Meningococcus A:
Epidemiological information on the disease burden:

1 - Risk assessments

2 - Other

	

	

	


	8. Procurement and management


	
	
	8.1 Procurement and management of routine immunisation with new or underused vaccines

	
	Note: The PCV vaccine must be procured through UNICEF to be able to access the price awarded by the Advance Market Commitment (AMC).

	
	a) Please show how the support will operate and be managed, including purchase of vaccines (Gavi expects that most countries will procure vaccine and injection supplies through UNICEF or PAHO’s Revolving Fund):
In Niger, vaccines are supplied through UNICEF based on a memorandum of understanding between that organisation and the government after statement of the EPI's annual needs in collaboration with WHO and UNICEF.
The central level has three refrigerated vehicles with a volume of 35m3 that transport vaccines to the regions on a quarterly basis. As regards supplies, they are replenished every quarter via two 10 tonne trucks.
At the regional level, all regions have a 5 m3 refrigerated vehicle each for distributing vaccines from the regions to the districts.
Generally speaking, vaccines are transported through passive containers from regions to districts and from districts to IHC. 
In order to strengthen vaccine transportation capacity at the operational level, 244 cold boxes and 375 vaccine carriers were ordered and delivered with Gavi funding. 
b) If an alternative mechanism for procurement and delivery of vaccine (financed by the country or Gavi) is requested, please document

A description of the mechanism and the vaccines or commodities to be procured by the country;

Assurance that vaccines will be procured from the WHO list of pre-qualified vaccines, indicating the specific vaccine from the list of pre-qualification. For the purchase of locally-produced vaccines directly from a supplier which may not have been pre-qualified by WHO, assurance should also be provided that the vaccines purchased comply with WHO’s definition of quality vaccines, for which there are no unresolved quality problems reported to WHO, and for which compliance with standards is assured by a National Regulatory Authority (NRA) with jurisdiction, as assessed by WHO in the countries of production and purchase.
The vaccine will in fact be procured according to the WHO list of pre-qualified vaccines. Niger will use conjugate vaccines made by India Institute.
c) If receiving direct financial support from Gavi (such as operational support for campaigns or VIG activities), please indicate how the funds should be transferred by Gavi.
Funds received from Gavi through the Common Fund (CF), which makes a bank transfer into the Immunisation Directorate's account
e) Please indicate how the co-financing amounts will be paid (and who is responsible for this)
For the first year of introduction, Niger will not be subject to the co-financing principle.
e) Please describe the financial management procedures that will be applied for the management of the NVS direct financial support, including procurement.
for purchases, the first year will be entirely funded by Gavi and the other years through co-financing
f) Please describe how coverage of the introduced vaccine will be monitored, reported and evaluated (refer to cMYP and Introduction Plan).
The coverage of the introduced vaccine will be monitored and reported according to the usual routine EPI procedures already described in the cMYP 2016-2020. Also, occasional immunisation coverage surveys will be carried out in the context of monitoring-evaluation.
g) For request for support related to the measles vaccine second dose, does the country wish to receive donations in kind or in cash? N/A

	
	8.2 Procurement and management for NVS preventive campaigns

	
	No NVS Prevention Campaign Support this year

	
	8.3. Product licensure

	
	For each of the vaccine(s) requested, please state whether manufacturer registration and/or national vaccine licensure will be needed in addition to WHO pre-qualification and, if so, describe the procedure and its duration. In addition, state whether the country accepts the expedited procedure for national registration of WHO-pre-qualified vaccines.
Note that the necessary time for licensure should be factored into the introduction timeline and reflected in the Vaccine Introduction Plan or Action Plan.
In Niger, the National Regulatory Authority (NRA) is represented by the Directorate of Pharmacies, Laboratories and Traditional Medicine (DPL/MT), which is responsible for registering pharmaceutical products, including vaccines, and issuing marketing authorisations. The DPL/MT has experience with registering new vaccines, namely the MenAfriVac, HepB-Hib, Gardasil, PCV13, and Rotarix vaccines.
The licensure of MenAfriVac 5 µg in 10-dose vials will be submitted to this directorate starting in January 2017.  The licensure process will take approximately three months.
The vaccine was already registered on 6 August 2010 by decision No. 0066/MSP/DGSP/DPHL/MT
For each of the vaccine(s) requested, please provide the current licensure status of the preferred presentation and of any alternative presentations, if required.
Presentation of the MenAfrivac 5 µg lyophilised vaccine in 10 dose vials
Please describe local customs regulations, requirements for pre-delivery inspection, and special documentation requirements that may potentially cause delays in receiving the vaccine. If such delays are anticipated, explain what steps are planned to handle these.
Products exempt and ordered through UNICEF
Please provide information on NRA in the country, including status (e.g. whether it is WHO-certified).  Please include points of contact with phone numbers and e-mail addresses.  UNICEF will support the process by communicating licensing requirements to the vaccine manufacturers where relevant.
The NRA is represented by the national vigilance system for health products for human use created by order No. 253/MSP/DGSP/DPH/MT of 22 July 2014 (see annex).

	
	8.4 Vaccine Management (EVSM/EVM/VMA)

	
	It is mandatory for a country to conduct an assessment of effective vaccine management (EVM) before requesting support for the introduction of a new vaccine. This EVM should have been carried out in the course of the five preceding years.
When was the EVM conducted? July 2014
Please attach the most recent EVM assessment report (DOCUMENT NUMBER : 20, 19, 21) the corresponding EVM improvement plan (DOCUMENT NUMBER : 19) and the progress report on the EVM improvement plan (DOCUMENT NUMBER : 21). The improvement plan should include a timeline, budget of committed resources for these activities and funding gaps, if any, as well as M&E indicators to monitor progress of implementation.
If any of the above mandatory documents (EVM Assessment Report, EVM Improvement Plan, Progress on the EVM Improvement Plan) are not available, please provide justification and reference to additional documents such as post-introduction evaluations and external EPI reviews.
When is the next Effective Vaccine Management (EVM) Assessment planned? July 2017
Documents are available and will be attached.

	
	8.5 Waste management    

	
	Countries must have a detailed waste management and monitoring plan as appropriate for their immunisation activities. This should include details on sufficient availability of waste management supplies (including safety boxes), of equipment enabling the safe handling of immunisation materials, storage capacity, transportation and disposal of immunisation waste. Please describe the country’s waste management plan for immunisation activities (including campaigns).
To prevent any risk of contamination, (HIV, hepatitis, etc), exclusive use of AD syringes will be the rule for administering vaccines during immunisation sessions. All used syringes will be collected in safety boxes, which will then be destroyed according to standards established in compliance with WHO recommendations (incineration or burning and burial in some cases). This will also involve organising transportation of IHC waste to HD and from HD to regions, purchasing protective equipment for handlers and building storage facilities and incinerators at the region level initially, and gradually in each district. Most of the IHC have burners for waste disposal, as do all of the Health Districts.
Five modern incinerators are available throughout the country (regions of Niamey, Maradi, Zinder and Tillabéri).
In its action plan, each district will develop a strategy on an annual basis for promoting safety and appropriate use of syringes. Moreover, in order to comply with international regulations regarding biomedical waste management, the Immunisation Directorate plans to equip the other four non-covered regions with modern incinerators. This will require mobilising funds from partners. During personnel training on the MenAfriVac introduction, a chapter is already being dedicated to waste management.


	

	


	9. Additional comments and recommendations from the national coordinating body (ICC/HSCC)


	
	
	Comments and recommendations from the National Coordinating Body (ICC/HSCC)

	
	The MenA resubmission proposal has been endorsed and the recommendation has been made to submit it by the deadline, at the latest on 1 May 2016.
Regarding co-financing commitments, the Minister informed the attendees that arrangements are in progress with the Ministry of Finances to honour the Government's commitments in the coming days.


	

	


	10. List of documents attached to this proposal


		
		
	10.1. List of documents attached to this proposal
	
		
	Table 1: Checklist for mandatory attachments
	
		
	Document Number
Attachment
Section
File
Approvals
1
MoH Signature (or delegated authority) of Proposal
4.1.1
6. Signature Ministres.pdf
File desc: 
Date/time 03/05/2016 02:36:21
Size: 327 KB
2
MoF Signature (or delegated authority) of Proposal
4.1.1
6. Signature Ministres.pdf
File desc: 
Date/time 03/05/2016 02:37:22
Size: 327 KB
4
ICC Terms of Reference
4.1.2
arreté CCIA.tif
File desc: 
Date/time 14/05/2016 09:00:42
Size: 3 MB
5
Minutes of ICC/HSCC meeting endorsing Proposal
4.1.3
5. compte rendu réunion CCIA du 29 Avril 2016.docx
File desc: 
Date/time 03/05/2016 02:40:40
Size: 3 MB
6
Signatures of ICC or HSCC or equivalent in Proposal
4.1.3
7. Signature CCIA.pdf
File desc: 
Date/time 03/05/2016 02:38:26
Size: 172 KB
7
Minutes of the three most recent ICC/HSCC meetings
4.1.3
Comptes rendus CCIA.rar
File desc: 
Date/time 03/05/2016 04:07:07
Size: 3 MB
8
Role and functioning of the advisory group, description of plans to establish a NITAG
4.2.1
GTCV1.tif
File desc: 
Date/time 16/01/2016 12:19:12
Size: 3 MB
Vaccine management, planning and funding
9
comprehensive Multi Year Plan - cMYP
5.1
PPAC NIGER 2016-2020 VF.pdf
File desc: 
Date/time 03/05/2016 02:52:29
Size: 5 MB
10
cMYP Costing tool for financial analysis
5.1
Copie de   cMYP_V3_10_d_octobre_2015niger_version_31_dec_2015-2.xlsx
File desc: 
Date/time 03/05/2016 03:14:31
Size: 3 MB
11
M&E and monitoring plan in the countries with an existing monitoring plan
5.1.5
PPAC NIGER 2016-2020 VF.pdf
File desc: 
Date/time 03/05/2016 03:22:19
Size: 5 MB
12
Vaccine introduction plan
5.1
2. Plan d'introduction Men A Niger _18_mai.doc
File desc: 
Date/time 22/05/2016 03:41:11
Size: 1 MB
13
Introduction Plan for the introduction of rubella / JE / Men A / YF combined vaccine into the national programme.
7.x.4
2. Plan d'introduction Men A Niger _18_mai.doc
File desc: 
Date/time 22/05/2016 05:51:33
Size: 1 MB
19
EVM report
8.3
Rapport Final_GEV NIGER_26 Juin _16 Juillet_2014_1.pdf
File desc: 
Date/time 16/01/2016 12:25:18
Size: 1 MB
20
Improvement plan based on EVM
8.3
Plan d'amélioration Niger  GEV 2014.xlsx
File desc: 
Date/time 14/05/2016 09:03:06
Size: 24 KB
21
EVM improvement plan progress report
8.3
Evaluation de la mise en œuvre du plan.pptx
File desc: 
Date/time 14/05/2016 09:03:41
Size: 60 KB
22
Detailed model budget for the vaccine introduction / operating costs grant
6.x,7.x.2, 6.x.2
4. Budget Men A-introduction- Niger 2017 Revue 18 Mai 2016.xlsx
File desc: 
Date/time 22/05/2016 03:38:29
Size: 919 KB
27
Data quality assessment (DQA) report
5.1.5
DQS_Mai_09 Synthèse Nat_15DS_Orientation.ppt
File desc: 
Date/time 16/01/2016 12:27:10
Size: 2 MB
	
		
	Table 2: List of optional attachments
	
		
	Document Number
Attachment
Section
File
3
MoH Signature (or delegated authority) of Proposal for HPV support
4.1.1
No file uploaded
15
HPV vaccine roadmap or strategy
6.1.1
No file uploaded
16
Summary of the HPV vaccine assessment methodology
5.1.6
No file uploaded
17
Evidence of commitment to fund purchase of RCV for use in the routine system in place of the first dose of MCV
7.x.3
No file uploaded
18
Campaign target population documentation
7.x.1, 6.x.1
8. Plan Campagne MENA NIGER 2017-26-avril.doc
File desc: 
Date/time 03/05/2016 02:45:46
Size: 798 KB
23
Risk assessment and MenA consensus meeting report If DPT was used instead, please specify
7.1
No file uploaded
25
A description of partner participation in preparing the applications
4.1.3
PV de reunion avec les partenaires du 2 septembre 2015.docx
File desc: 
Date/time 16/01/2016 12:37:00
Size: 36 KB
26
Minutes of the NITAG meeting with specific recommendations on NVS introduction or the campaign
4.2
No file uploaded
28
DQA improvement plan
5.1.5
No file uploaded
29
Campaign action plan
7.1, 7.x.4
8. Plan Campagne MENA NIGER 2017-26-avril.doc
File desc: 
Date/time 03/05/2016 02:48:59
Size: 798 KB
30
Other documents
4. Chronogramme et responsabilités MenA_26avril_2016.xls
File desc: 
Date/time 14/05/2016 08:58:16
Size: 49 KB
4. Budget Men A-introduction- Niger 2017 Revue 18 Mai 2016.xlsx
File desc: 
Date/time 22/05/2016 03:36:57
Size: 919 KB
	

	

	


	11. Annexes


	
	
	Annex 1 - NVS Routine Support

	
	Annex 1.1- NVS routine Support (meningococcal A, 10 dose(s) per vial, lyophilised)
Table Annex 1.1 A: Rounded up portion of supply that is procured by the country and estimate of relative costs in US$
2017
2018
2019
2020
Number of vaccine doses
#
342,500
429,600
491,700
573,000
Number of AD syringes
#
0
0
0
0
Number of reconstitution syringes
#
0
0
0
0
Number of safety boxes 
#
0
0
0
0
Total value to be co-financed by the Country [1]
$
228,000
286,000
327,500
381,500
Table Annex 1.1 B: Rounded up portion of supply procured by Gavi and estimate of relative costs in US$
2017
2018
2019
2020
Number of vaccine doses
#
797,100
1,000,000
1,144,400
1,333,600
Number of AD syringes
#
758,600
850,600
942,500
1,094,800
Number of reconstitution syringes
#
126,500
158,700
181,600
211,700
Number of safety boxes 
#
0
0
0
0
Total value to be co-financed by Gavi
$
562,000
701,000
801,000
933,000


	

	


	Table Annex 1.1 C: Summary table for Meningococcal A vaccine, 10 dose(s) per vial, lyophilised


	
	
	ID
Data from
2017
2018
2019
2020
Number of surviving infants
Table 5.2
#
911,217
946,754
983,677
1,022,041
Immunisation Coverage
Table 5.2
%
50%
70%
80%
90%
Number of children to be vaccinated with the first dose
Table 5.2
#
455,608
662,728
786,942
919,837
Number of doses per child
Parameter
#
1
1
1
1
Estimated vaccine wastage factor
Table 5.2
#
2
2
2
2
Number of doses per vial
Parameter
#
10
10
10
10
AD syringes required
Parameter
#
Yes
Yes
Yes
Yes
Reconstitution syringes required
Parameter
#
Yes
Yes
Yes
Yes
Safety boxes required
Parameter
#
No
No
No
No
cc
Country co-financing per dose
Table 6.4.1
$
0.2
0.2
0.2
0.2
ca
AD syringe price per unit
Table Annexes 4A
$
0.041
0.041
0.041
0.041
cr
Reconstitution syringe price per unit
Table Annexes 4A
$
0.003
0.003
0.003
0.003
cs
Safety box price per unit
Table Annexes 4A
$
0.005
0.005
0.005
0.005
fv
Freight cost as% of vaccines value
Table Annexes 4B
%
3.50%
3.50%
3.50%
3.50%
fd
Freight cost as% of devices value
Parameter
%
0
0
0
0

	

	

	

	

	


	Table Annex 1.1 D: Estimated numbers for Meningococcal A, 10 dose(s) per vial, LYOPHILISED, associated injection safety material and related co-financing budget (page 1)


	
	
	Formula
2017
Total
Government
Gavi
A
Country co-financing
V
30.05 %
B
Number of children to be vaccinated with the first dose
Table 5.2
455,608
136,921
318,687
C
Number of doses per child
Vaccine parameter (schedule)
1
D
Number of doses needed
B X C
455,608
136,921
318,687
E
Estimated vaccine wastage factor
Table 5.2
2
F
Number of doses needed including wastage
D X E
911,216
273,842
637,374
G
Vaccines buffer stock
Buffer on doses needed = (D - D of previous year) x 25% 
Buffer on wastages = ((F - D) - (F of previous year - D of previous year)) x 25%, = 0 if negative result
G = [buffer on doses needed] + [buffer on wastages]
227,804
68,461
159,343
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
1,139,500
342,447
797,053
J
Number of doses per vial
Vaccine parameter
10
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.11
758,588
0
758,588
L
Reconstitution syringes (+ 10% wastage) needed
(I / J) x 1.11
126,485
0
126,485
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) / 100 × 1.11
0
0
0
N
Cost of vaccines needed
I x * vaccine price per dose (g)
732,699
220,194
512,505
O
Cost of AD syringes needed
K x AD syringe price per unit (ca)
30,914
0
30,914
P
Cost of reconstitution syringes needed
L x reconstitution syringe price per unit (cr)
388
0
388
Q
Cost of safety boxes needed
M x safety box price per unit (cs)
0
0
0
R
Freight cost for vaccines needed
N x freight cost as % of vaccines value (fv)
25,645
7,707
17,938
S
Freight cost for devices needed
(O+P+Q) x freight cost as% of devices value (fd)
0
0
0
T
Total funding needed
(N+O+P+Q+R+S)
789,646
227,901
561,745
U
Total country co-financing
I * country co-financing per dose (cc)
227,900
V
Country co-financing % of Gavi supported proportion
U / (N + R)
30.05 %

	

	
	Table Annex 1.1 D: Estimated numbers for Meningococcal A, 10 dose(s) per vial, LYOPHILISED, associated injection safety material and related co-financing budget (page 2)
Formula
2018
Total
Government
Gavi
A
Country co-financing
V
30.05 %
B
Number of children to be vaccinated with the first dose
Table 5.2
662,728
199,166
463,562
C
Number of doses per child
Vaccine parameter (schedule)
1
D
Number of doses needed
B X C
662,728
199,166
463,562
E
Estimated vaccine wastage factor
Table 5.2
2
F
Number of doses needed including wastage
D X E
1,325,456
398,331
927,125
G
Vaccines buffer stock
Buffer on doses needed = (D - D of previous year) x 25% 
Buffer on wastages = ((F - D) - (F of previous year - D of previous year)) x 25%, = 0 if negative result
G = [buffer on doses needed] + [buffer on wastages]
103,560
31,123
72,437
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
1,429,500
429,599
999,901
J
Number of doses per vial
Vaccine parameter
10
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.11
850,580
0
850,580
L
Reconstitution syringes (+ 10% wastage) needed
(I / J) x 1.11
158,675
0
158,675
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) / 100 × 1.11
0
0
0
N
Cost of vaccines needed
I x * vaccine price per dose (g)
919,169
276,232
642,937
O
Cost of AD syringes needed
K x AD syringe price per unit (ca)
34,663
0
34,663
P
Cost of reconstitution syringes needed
L x reconstitution syringe price per unit (cr)
487
0
487
Q
Cost of safety boxes needed
M x safety box price per unit (cs)
0
0
0
R
Freight cost for vaccines needed
N x freight cost as % of vaccines value (fv)
32,171
9,669
22,502
S
Freight cost for devices needed
(O+P+Q) x freight cost as% of devices value (fd)
0
0
0
T
Total funding needed
(N+O+P+Q+R+S)
986,490
285,901
700,589
U
Total country co-financing
I * country co-financing per dose (cc)
285,900
V
Country co-financing % of Gavi supported proportion
U / (N + R)
30.05 %

	Table Annex 1.1 D: Estimated numbers for Meningococcal A, 10 dose(s) per vial, LYOPHILISED, associated injection safety material and related co-financing budget (page 3)
Formula
2019
Total
Government
Gavi
A
Country co-financing
V
30.05 %
B
Number of children to be vaccinated with the first dose
Table 5.2
786,942
236,495
550,447
C
Number of doses per child
Vaccine parameter (schedule)
1
D
Number of doses needed
B X C
786,942
236,495
550,447
E
Estimated vaccine wastage factor
Table 5.2
2
F
Number of doses needed including wastage
D X E
1,573,884
472,990
1,100,894
G
Vaccines buffer stock
Buffer on doses needed = (D - D of previous year) x 25% 
Buffer on wastages = ((F - D) - (F of previous year - D of previous year)) x 25%, = 0 if negative result
G = [buffer on doses needed] + [buffer on wastages]
62,107
18,665
43,442
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
1,636,000
491,657
1,144,343
J
Number of doses per vial
Vaccine parameter
10
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.11
942,445
0
942,445
L
Reconstitution syringes (+ 10% wastage) needed
(I / J) x 1.11
181,597
0
181,597
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) / 100 × 1.11
0
0
0
N
Cost of vaccines needed
I x * vaccine price per dose (g)
1,051,948
316,136
735,812
O
Cost of AD syringes needed
K x AD syringe price per unit (ca)
38,407
0
38,407
P
Cost of reconstitution syringes needed
L x reconstitution syringe price per unit (cr)
557
0
557
Q
Cost of safety boxes needed
M x safety box price per unit (cs)
0
0
0
R
Freight cost for vaccines needed
N x freight cost as % of vaccines value (fv)
36,819
11,065
25,754
S
Freight cost for devices needed
(O+P+Q) x freight cost as% of devices value (fd)
0
0
0
T
Total funding needed
(N+O+P+Q+R+S)
1,127,731
327,201
800,530
U
Total country co-financing
I * country co-financing per dose (cc)
327,200
V
Country co-financing % of Gavi supported proportion
U / (N + R)
30.05 %

	Table Annex 1.1 D: Estimated numbers for Meningococcal A, 10 dose(s) per vial, LYOPHILISED, associated injection safety material and related co-financing budget (page 4)
Formula
2020
Total
Government
Gavi
A
Country co-financing
V
30.05 %
B
Number of children to be vaccinated with the first dose
Table 5.2
919,837
276,433
643,404
C
Number of doses per child
Vaccine parameter (schedule)
1
D
Number of doses needed
B X C
919,837
276,433
643,404
E
Estimated vaccine wastage factor
Table 5.2
2
F
Number of doses needed including wastage
D X E
1,839,674
552,866
1,286,808
G
Vaccines buffer stock
Buffer on doses needed = (D - D of previous year) x 25% 
Buffer on wastages = ((F - D) - (F of previous year - D of previous year)) x 25%, = 0 if negative result
G = [buffer on doses needed] + [buffer on wastages]
66,448
19,970
46,478
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
1,906,500
572,949
1,333,551
J
Number of doses per vial
Vaccine parameter
10
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.11
1,094,777
0
1,094,777
L
Reconstitution syringes (+ 10% wastage) needed
(I / J) x 1.11
211,622
0
211,622
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) / 100 × 1.11
0
0
0
N
Cost of vaccines needed
I x * vaccine price per dose (g)
1,225,880
368,406
857,474
O
Cost of AD syringes needed
K x AD syringe price per unit (ca)
44,615
0
44,615
P
Cost of reconstitution syringes needed
L x reconstitution syringe price per unit (cr)
650
0
650
Q
Cost of safety boxes needed
M x safety box price per unit (cs)
0
0
0
R
Freight cost for vaccines needed
N x freight cost as % of vaccines value (fv)
42,906
12,895
30,011
S
Freight cost for devices needed
(O+P+Q) x freight cost as% of devices value (fd)
0
0
0
T
Total funding needed
(N+O+P+Q+R+S)
1,314,051
381,301
932,750
U
Total country co-financing
I * country co-financing per dose (cc)
381,300
V
Country co-financing % of Gavi supported proportion
U / (N + R)
30.05 %


	

	

	

	

	

	


	

	

	

			
	Annex 2 – NVS Routine Support – Preferred second presentation
		
			
	No NVS – routine immunisation – second preferred presentation requested this year 
		
			
	Annex 3 – NVS Preventive campaign(s)
		
			
	No NVS Prevention Campaign Support this year
		
			
	Annex 4
		
			
	Table Annex 4A: Commodities Cost
		
			
	Estimated prices of supplies are not disclosed
		
			
	Table Annex 4B: Freight cost as percentage of value
		
			
	Vaccine Antigen
Type of Vaccine
2017
2018
2019
Meningococcal A, 10 dose(s) per vial, lyophilised
MENINACONJUGATE
3.50 %
3.50 %
3.50 %
		
			
	Vaccine Antigen
Type of Vaccine
2020
Meningococcal A, 10 dose(s) per vial, lyophilised
MENINACONJUGATE
3.50 %
		
			
	Table Annex 4C: Initial self-financing phase - Minimum country's co-payment per dose of co-financed vaccine.    
Vaccine
2017
2018
2019
Meningococcal A, 10 dose(s) per vial, lyophilised
0.2
0.2
0.2
Vaccine
2020
Meningococcal A, 10 dose(s) per vial, lyophilised
0.2
		

	

	
	


	Table Annex 4D: Wastage rates and factors


	
	
	The table below presents the wastage rates for the different vaccines (routine immunisation and campaigns) for 2017.    

	
	Vaccine
dose(s) per vial
Maximum Wastage rate*
Benchmark Wastage Rate **
Yellow Fever, 10 dose(s) per vial, LYOPHILISED
10
40 %
0 %
Yellow Fever, 5 dose(s) per vial, LYOPHILISED
5
10 %
0 %
Meningococcal A, 10 dose(s) per vial, lyophilised
10
50 %
10 %
Pneumococcal (PCV10), 2 dose(s) per vial, LIQUID
2
10 %
0 %
Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID
1
5 %
0 %
Rotavirus, 2-doses schedule
1
5 %
0 %
Rotavirus, 3-doses schedule
1
5 %
0 %
Measles, 2nd dose, 10 dose(s) per vial, LYOPHILISED
10
40 %
0 %
JE, 5 dose(s) per vial, LYOPHILISED
5
10 %
10 %
HPV bivalent, 2 dose(s) per vial, LIQUID
2
10 %
0 %
HPV quadrivalent, 1 dose(s) per vial, LIQUID
1
5 %
0 %
MR, 10 dose(s) per vial, LYOPHILISED
10
15 %
0 %

	
	Observations:    

	* Sources: WHO recommended wastage rates   

	** Source: Country APRs and surveys, approved by WHO, UNICEF, and the Gavi Secretariat    

	Note: HPV demonstration project wastage rates are the same as for the national introduction of the vaccine

	
	Table Annex 4E: Vaccine maximum packed volumes

	
	Please note that this table is used solely for reference and includes both the vaccines supported by Gavi as well as vaccines not supported.

	
	Vaccine product
Designation
Vaccine formulation
Admin route
No. of doses in the schedule
Presentation (doses/vial, prefilled)
Packed volume vaccine (cm3/dose)
Packed volume diluents (cm3/dose)
BCG
BCG
lyophilised
ID
1
20
1.2
0.7
Diphtheria-Tetanus
DT
liquid
IM
3
10
3
Diphtheria-Tetanus-Pertussis
DTP
liquid
IM
3
20
2.5
Diphtheria-Tetanus-Pertussis
DTP
liquid
IM
3
10
3
DTP liquid + Hib freeze-dried
DTP+Hib
liquid+lyop.
IM
3
1
45
DTP-HepB combined
DTP-HepB
liquid
IM
3
1
9.7
DTP-HepB combined
DTP-HepB
liquid
IM
3
2
6
DTP-HepB combined
DTP-HepB
liquid
IM
3
10
3
DTP-HepB liquid + Hib freeze-dried
DTP+Hib
liquid
IM
3
10
2.5
DTP-HepB liquid + Hib freeze-dried
DTP-HepB-Hib
liquid+lyop.
IM
3
1
22
DTP-HepB-Hib liquid
DTP-HepB-Hib
liquid+lyop.
IM
3
2
11
DTP-HepB-Hib liquid
DTP-HepB-Hib
liquid
IM
3
10
4.4
DTP-HepB-Hib liquid
DTP-HepB-Hib
liquid
IM
3
2
13.1
DTP-HepB-Hib liquid
DTP-HepB-Hib
liquid
IM
3
1
19.2
DTP-Hib combined liquid
DTP+Hib
liquid+lyop.
IM
3
10
12
DTP-Hib combined liquid
DTP+Hib
liquid
IM
3
1
32.3
Hepatitis B
HepB
liquid
IM
3
1
18
Hepatitis B
HepB
liquid
IM
3
2
13
Hepatitis B
HepB
liquid
IM
3
6
4.5
Hepatitis B
HepB
liquid
IM
3
10
4
Hepatitis B Uniject
HepB
liquid
IM
3
Uniject
12
Hib freeze-dried
Hib_lyo
lyophilised
IM
3
1
13
35
Hib freeze-dried
Hib_lyo
lyophilised
IM
3
2
6
Hib freeze-dried
Hib_lyo
lyophilised
IM
3
10
2.5
3
Hib liquid
Hib_liq
liquid
IM
3
1
15
Hib liquid
Hib_liq
liquid
IM
3
10
2.5
Human Papillomavirus vaccine
HPV
liquid
IM
3
1
15
Human Papillomavirus vaccine
HPV
liquid
IM
3
2
5.7
Japanese Encephalitis
JE_lyo
lyophilised
SC
1
5
2.5
2.9
Measles
Measles
lyophilised
SC
1
1
26.1
20
Measles
Measles
lyophilised
SC
1
2
13.1
13.1
Measles
Measles
lyophilised
SC
1
5
5.2
7
Measles
Measles
lyophilised
SC
1
10
3.5
4
Measles-Mumps-Rubella freeze dried
MMR
lyophilised
SC
1
1
26.1
26.1
Measles-Mumps-Rubella freeze dried
MMR
lyophilised
SC
1
2
13.1
13.1
Measles-Mumps-Rubella freeze dried
MMR
lyophilised
SC
1
5
5.2
7
Measles-Mumps-Rubella freeze dried
MMR
lyophilised
SC
1
10
3
4
Measles-Rubella freeze dried
MR
lyophilised
SC
1
1
26.1
26.1
Measles-Rubella freeze dried
MR
lyophilised
SC
1
2
13.1
13.1
Measles-Rubella freeze dried
MR
lyophilised
SC
1
5
5.2
7
Measles-Rubella freeze dried
MR
lyophilised
SC
1
10
2.5
4
Meningitis A conjugate
Men_A
lyophilised
IM
1
10
2.6
4
Meningitis A/C
MV_A/C
lyophilised
SC
1
10
2.5
4
Meningitis A/C
MV_A/C
lyophilised
SC
1
50
1.5
3
Meningitis W135
MV_W135
lyophilised
SC
1
10
2.5
4
Meningococcal A/C/W/
MV_A/C/W
lyophilised
SC
1
50
1.5
3
Meningococcal A/C/W/Y
MV_A/C/W/Y
lyophilised
SC
1
10
2.5
4
Monovalent OPV-1
mOPV1
liquid
Oral
20
1.5
Monovalent OPV-3
mOPV3
liquid
Oral
20
1.5
Pneumo. conjugate vaccine 10-valent
PCV -10:
liquid
IM
3
1
11.5
Pneumo. conjugate vaccine 10-valent
PCV -10:
liquid
IM
3
2
4.8
Pneumo. conjugate vaccine 13-valent
PCV -13:
liquid
IM
3
1
12
Polio
OPV
liquid
Oral
4
10
2
Polio
OPV
liquid
Oral
4
20
1
Polio inactivated
IPV
liquid
IM
3
PFS
107.4
Polio inactivated
IPV
liquid
IM
3
10
2.5
Polio inactivated
IPV
liquid
IM
3
1
15.7
Rota vaccine
Rota_liq
liquid
Oral
2
1
17.1
Rota vaccine
Rota_liq
liquid
Oral
3
1
45.9
Tetanus Toxoid
TT
liquid
IM
2
10
3
Tetanus Toxoid
TT
liquid
IM
2
20
2.5
Tetanus Toxoid Uniject
TT
liquid
IM
2
Uniject
12
Tetanus-Diphtheria
Td
liquid
IM
2
10
3
Yellow Fever
YF
lyophilised
SC
1
5
6.5
7
Yellow Fever
YF
lyophilised
SC
1
10
2.5
3
Yellow Fever
YF
lyophilised
SC
1
20
1.5
2
Yellow Fever
YF
lyophilised
SC
1
50
0.7
1


	

	


	12. Banking form


		
		
	In accordance with the decision on financial support made by Gavi, the Government of NIger hereby requests that a payment be made via electronic bank transfer as detailed below:
Name of Institution (Account Holder):
Address:
City, Country:
Telephone no.:
Fax no.:
Currency of the bank account:
For credit to:
Bank account’s title:
Bank account no.:
Bank name:
	
		
	Is the bank account exclusively to be used by this programme? 
	
		
	By whom is the account audited? 
	
		
	Signature of Government’s authorising official
	
		
	Seal
Name:
Title:
Signature:
Date:
	
		
	FINANCIAL INSTITUTION
Bank name:
Branch Name:
Address:
City, Country:
Swift Code:
Sort Code:
ABA No.:
Telephone No.:
FAX No.:
	CORRESPONDENT BANK
(in the United States)

		
	I certify that account No.
 is held by 
at this banking institution
The account must be signed jointly by at least (number of signatories) of the following authorised signatories:
1
Name:
Title:
2
Name:
Title:
3
Name:
Title:
	
		
	Name of bank’s authorising official
Signature:
Date:
Seal:
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