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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 the 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 the 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 the Gavi in its Annual Progress Report if it wishes to propose any change to the programme(s) description in its application.The Gavi will document any change approved by the Gavi, and the Country's application will be amended.

	RETURN OF FUNDS

	The Country agrees to reimburse to the 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 the Gavi, within sixty (60) days after the Country receives the Gavi's request for a reimbursement and be paid to the account or accounts as directed by the Gavi.

	SUSPENSION/ TERMINATION

	The Gavi may suspend all or part of its funding to the Country if it has reason to suspect that funds have been used for purpose other than for the programmes described in the Country's application, or any Gavi-approved amendment to the application. The Gavi retains the right to terminate its support to the Country for the programmes described in its application if a misuse of Gavi funds is confirmed.

	ANTICORRUPTION

	The Country confirms that funds provided by the 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 the Gavi, as requested. The 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 the 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 THE Gavi TRANSPARENCY AND ACCOUNTABILITY POLICY

	The Country confirms that it is familiar with the 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 the Gavi arising out of or relating to its application that is not settled amicably within a reasonable period of time, will be submitted to arbitration at the request of either the 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 the Gavi. For any dispute for which the amount at issue is greater than US $100,000 there will be three arbitrators appointed as follows: The 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.

	The 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 for which type of Gavi support you would like to apply to.


	
	
	Type of Support
Vaccine
Start Year
End Year
Preferred second presentation[1]
Routine New Vaccines Support
Rotavirus, 2-dose schedule
2017
2019
Rotavirus, 3-dose schedule

	
	[1] Gavi may not be in a position to accommodate all countries first product preferences, and in such cases, Gavi will contact the country and 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.
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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 : 

The duration of support

The total amount of funds requested

Details of the vaccine(s), if applicable, including the reason for the choice of presentation

Projected month and year of introduction of the vaccine (including for campaigns and routine)

Relevant baseline data, including:

DTP3 and Measles coverage data (as reported on the WHO/UNICEF Joint Reporting Form)

Target population from Risk Assessments from Yellow Fever and Meningitis A

Birth cohort, targets and immunisation coverage by vaccines

Country preparedness

Summary of planned activities to prepare for vaccine launch, including EVM assessments, progress on EVM improvement plans, communication plans, etc.

Summary of EVM assessment and progress on EVM improvement plan

The role of the Coordination Forum (ICC/HSCC or equivalent) and stakeholders’ participation (e.g. government, key donors, partners, key implementers, CSOs) in developing this proposal
The Government of Afghanistan (GoA) is requesting support from Gavi to introduce rotavirus vaccine. The introduction will start in October 2017*, and the support will continue until 2022 in line with the planned update of the cMYP.
Afghanistan was estimated to have the highest rate of rotavirus mortality in the world (518 per 100,000 in 2008).  Global estimates showed that 25,423 Afghan children under 5 years old die of rotavirus infections annually. 
In terms of global rotavirus-associated fatalities, the country was shown to have the 6th highest crude rotavirus death count. Mortality estimates from 2013 show remarkable decreases in rotavirus mortality across the globe, and similar reductions in Afghanistan have brought the number of children under 5 years of age who are estimated to die from rotavirus to 4,792.  Still, 36.9% of all diarrheal deaths in these children are attributable to rotavirus infections. Two of the largest hospitals in the country, Indira Ghandi Hospital (Kabul) and Kandahar Hospital, documented the cause of diarrhea hospitalizations, showing that diarrhea contributed to move than three-quarters of hospital admissions in children under 5 years of age.
The 2015 AfDHS was conducted and showed 29 percent experienced diarrhea in the 2 weeks preceding the survey.  Given mothers’ high awareness and appreciation of diarrhea as a significant cause of childhood illness in children under 5, demand is expected to be increase compared to existing levels.  According to the coverage evaluation survey (CES) conducted in 2013, coverage in child by 23 months of age for pentavalent 3 was 59.7%.  Afghanistan reported in the WHO/UNICEF Joint Reporting Form (JRF) 2014: pentavalent 3: coverage of 75%.  The anticipated demand for rotavirus vaccine in 2018 is expected to be 80%.  In addition to focusing on vaccine, all health facilities, based on need, will also deliver co-packs of ORS and zinc.  This will encourage a comprehensive approach to the disease and help tackle child mortality.
A Post Introduction Evaluation (PIE) was conducted in November 2011 and highlighted several improvements and continuation of work that is done well prior to the introduction of RVV.  At the national level, clearly written plans and policies will be shared at all levels in advance of the launch, cold chain personnel will be trained in advance of the launch, and health workers (both curative and preventive) would be trained and empowered to investigate, manage and report AEFIs.  At the provincial, district and health facility level, improved training of health workers on use of data, particularly to monitor coverage, personal communications, improved availability of IEC materials and waste management plans are recommendations that are also relevant to RVV introduction.
The EVM Assessment was conducted in 2014 (attachment 19). The report highlighted the significant improvement in performance between the 2011 EVM assessment and the current assessment for the central store performance.  The overall score was 78% for all levels of the supply chain, but several weaknesses were identified. Including the need to improve temperature monitoring, stock management, maintenance, and information management.  Based on the EVM assessment, the country has significantly increased storage space and is concentrating on building capacity of cold chain system staff.  They are also conducting temperature mapping; updating & using the cold chain standard operating procedures (SOPs); improving the reporting system and developing a preventive maintenance plan.
Afghanistan’s 2017 birth cohort is estimated to be 1,222,378 and surviving infants targeted for vaccination were 1,157,371.  The total funding requested will be US$ 5,286,000 for RVV for 2018* and US$ 1,030,535 the vaccine introduction grant (VIG). The 2019 funding requested is $ 5,140,597.  The VIG will address a number of areas including training, communication and launch expenses, AEFI reporting, surveillance & monitoring, initial distribution of vaccine, mapping and inspection of cold chain equipment and post introduction evaluation.
The GoA committed co-financing of US$ 511,500 in 2018 and $501,901 in 2019*.  Afghanistan is requesting Rotarix single dose presentation as a first option. The reasons for selecting Rotarix are 2-dose schedule, reducing the possibility of dropout, less cold chain volume, low cost and presence of VVM.
The ICC meeting held on December 22nd, 2016, endorsed the proposal for getting Gavi support for introducing the Rota Vaccine into the Routine Immunization Program in Afghanistan.
*Afghanistan is requesting a 4Q 2017 launch as agreed upon in consultation with Gavi and partners.  The Gavi Portal, however, does not accept the 2017 introduction and therefore the date and co-financing amounts are not reflected in the Portal.


	

	

	4. Signatures
4.1. Signatures of the Government and National Coordinating Bodies
4.1.1. Government and the Inter-Agency Coordinating Committee for Immunisation
The Government of Afghanistan would like to expand the existing partnership with the Gavi for the improvement of the infants routine immunisation programme of the country, and specifically hereby requests Gavi support for:
Rotavirus, 2-dose schedule routine introduction
The Government of Afghanistan commits itself to developing national immunisation services on a sustainable basis in accordance with the Comprehensive Multi-Year Plan presented with this document. The Government requests that the Gavi and its partners contribute financial and technical assistance to support immunisation of children as outlined in this application.
Table(s) 6.2.4 in the NVS Routine section of this application shows the amount of support in either supply or cash that is required from the Gavi. Table(s) 6.2.3 of this application shows the Government 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 annually release its portion of the co-financing funds in the month of March.
The payment for the first year of co-financed support will be around March 2017 for Rotavirus, 2-dose schedule.
Please note that this application will not be reviewed or recommended for approval by the Independent Review Committee (IRC) without the signatures of both the Minister of Health and Minister of Finance or their delegated authority. These signatures are attached as DOCUMENT NUMBER : 1 and 2 in Section 10. Attachments.
Minister of Health (or delegated authority)
Minister of Finance (or delegated authority)
Name
Dr. Ferozuddin Feroz
Name
Mr. Eklil Ahmad Hakimi
Date
Date
Signature
Signature
This report has been compiled by (these persons may be contacted in case the Gavi Secretariat has queries on this document): 
Full name
Position
Telephone
Email
Dr. Abdul Shakoor Waciqi
PM/WHO
+93 700025888
abdulghafoora@who.int
Dr. Fazil Ahmed
Immunization Specialist
+93 798507505
faahmad@unicef.org
Dr. Sardar Mohammad Parwiz
National EPI Manager
+93 799311532
drsparwiz@gmail.com
Mr. Abdul Mateen
NIP CC/Logistic
+93 773 834 212
vsfmateen@yahoo.com
4.1.2. National Coordination Forum (Interagency Coordinating Committees (ICCs), Health Sector Coordinating Committees (HSCCs), and other equivalent bodies)
To be eligible for support, Gavi asks countries to ensure a basic functionality of their Coordination Forum (ICC/HSCC or equivalent body). Countries can demonstrate this by adhering to the requirements listed in section 5.2 of the General Guidelines. The information in this section and a set of documents submitted along with this application will help the Independent Review Committee (IRC) to assess adherence.
Profile of the Coordination Forum
Name of the Forum
ICC
Organisational structure (e.g., sub-committee, stand-alone)
ICC /HSSC
The Terms of Reference for the Coordination Forum is attached as DOCUMENT NUMBER : 4. The Terms of Reference should include all sections outlined in Section 5.2 of the General Guidelines..
Please describe the role of the Coordination Forum and stakeholders’ participation (e.g. government, key donors, partners, key implementers, CSOs) in developing this proposal:
Role of the HSS/ICC Steering Committee
· Fosters partnerships by coordinating all inputs and resources available from inside and outside the country in order to maximize resources for immunization.
· Advocates for political commitments and financial support
· Approve the priority areas and proposed interventions to be funded by HSS grant
· Ensure the program's scope aligns with the requirements of donor and MoPH National Health Strategy.
· Approve the new and un-planned activities to be supported by HSS program
· Approve the HSS and EPI annual work plans and annual budget
· Provide comments and approve the Joint Appraisal draft report.
· Ensure and monitor timely budget implementation and overall project expenditures applicable to donor expectation.
· Monitor the progress of outcome and output indicators reflected in the M&E framework.
· Conduct monitoring visits from the implementation of HSS funded activities.
4.1.3. Signature Table for the Coordination Forum (ICC/HSCC or equivalent body)
We the members of the ICC, HSCC, or equivalent committee [1] met on the 22/12/2016 to review this proposal. At that meeting we endorsed this proposal on the basis of the supporting documentation which is attached. The minutes from the meeting endorsing the proposal and of the meetings of the past 12 months are attached as Document number 5. The signatures endorsing the proposal are attached as Document number 7 (please use the list for signatures in the section below).
Function
Title / Organisation
Name
Please sign below to indicate the attendance at the meeting where the proposal was endorsed
Please sign below to indicate the endorsement of the minutes where the proposal was discussed
Chair
Deputy Minister MoPH
Ahmad Jan Naeem 
Secretary
NEPI MoPH
Dr.Sadar Mohammad Parwiz 
Members
EU
Dr. Sefatullah Habib, 
UNICEF
Dr. Fazil Ahmad 
WHO
Dr. Shakoor Waciqi
NGOs Representative 
Dr. Asef Ghyasi
 MoPH HSS3
Dr.Shafiqullah Shahim
MoPH DG Preventive Medicine
Dr. Najibullah Safi
MoPH NEPI
Dr. Akbar Paiman 
MoPH GCMU
 Dr. Zaheer
MoPH HSS3
 Dr. Malali Ahmadzai
By submitting the proposal we confirm that the quorum has been met. Yes
The minutes from the meeting endorsing the proposal and of the meetings of the past 12 months are attached are attached as DOCUMENT NUMBER : 6.
4.2. National Immunization Technical Advisory Group (NITAG)
Has a NITAG been established in the country ? Yes
We the members of the NITAG met on the 04/09/2016 to review this proposal. At that meeting we endorsed this proposal on the basis of the supporting documentation describing the decision-making process through which the recommendations were reached, attached as Document number 31.
4.2.1. The NITAG
Profile of the NITAG
Name of the NITAG
Afghanistan NITAG
Year of constitution of the current NITAG
2010
Organisational structure (e.g., sub-committee, stand-alone)
NITAG
Frequency of meetings
Twice per year
Function
Title / Organisation
Name
Chair
MoPH HIS 
Dr. Attauallah Sayedzai
Secretary
NEPI
Dr. Sardar Mohammad Parwiz 
Members
MoPH DG Preventive Medicine 
Dr. Najibullah Safi
MoPH DG Preventive Medicine Technical Advisor 
Ms. Shugufa Basij 
Independent Consultant 
Dr. Palwasha Anwari
President ELCS
Dr. Javed Rehmani 
FMIC Specialist Internal Medicine 
Dr. Mohammad Saleh 
MoPH NEPI Technical Advisor 
Dr.Akbar Paiman 
MoHP NEPI Training Officer 
Dr. Roqia Nisar 
WHO EPI Officer 
Dr. Shakoor Waciqi 
UNICEF Immunization Specialist 
Dr. Fazil Ahmad 
Health Coordinator AHDS 
Dr. Abdul Kabir 
MoPH NEPI Communication officer 
Dr. Gula Khan 
Major functions and responsibilities of the NITAG
Terms of Reference (TOR) of NITAG
1. The NITAG will assist the MOPH, PHC and EPI departments, National Regulatory Authority (NRA) if any and Inter-agency Coordination Committee (ICC) by providing evidence-based policy direction on various immunization related issues as required and desired. e.g., 
i. Formulation of immunization policy and strategies for routine and supplementary immunization activities
ii. Introduction of new vaccine in routine EPI schedule
iii. Evaluation of new immunization technologies
iv. Vaccine quality and safety
v. Immunization schedule
vi. Advocacy for immunization
vii. Vaccine handling and storage at public and private sector
viii. Commissioning of new research, assessments/evaluations to guide policies
2. The NITAG will also provide special policy and strategy direction to the Ministry of Health in any emergency situation (e.g. earthquake, flood etc.) for any particular population in any particular area to control any imminent epidemic of vaccine preventable diseases.
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 (Document Number: 8)


	

	5. Immunisation Programme Data
5.1 Background information
Please complete the table below, using the most recent data from available sources. Please identify the source of the data, and the date and attach the source document, where possible. The following documents should be referred to and/or attached:
▪ 
Comprehensive Multi-Year Plan for Immunisation (cMYP) (or equivalent plan). Please attach as DOCUMENT NUMBER 9.
▪ 
New Vaccine Introduction Plan(s) / Plan of Action. Please attach as DOCUMENT NUMBER 12. 
▪ 
New Vaccine Introduction Checklist, Activity List and Timeline. Please attach as DOCUMENT NUMBER 12.
▪ 
Effective Vaccine Management (EVM) assessment. Please attach as DOCUMENT NUMBER 20.
▪ 
Two most recent annual WHO/UNICEF Joint Reporting Forms (JRF) on Vaccine Preventable Diseases.
▪ 
Health Sector Strategy documents, budgetary documents, and other reports, surveys etc, as appropriate.
▪ 
In the case of Yellow Fever and Meningitis A mass preventive campaigns, the relevant risk assessments. Please attach as DOCUMENT NUMBER 24 and DOCUMENT NUMBER 25.
Please use the most recent data available and specify the source and date.
Figure
Year
Source
Total population
34,336,448.00
2017
َUNIDATA
Birth cohort
1,222,378.00
2017
UNIDATA 
Infant mortality rate (per 1000)
70.00
2011
 AMS
Surviving infants[1]
1,167,371.00
2017
UNIDATA
GNI per capita (US$)
680.00
2015
WB
Total Health Expenditure (THE) as a percentage of GDP
8.00
2012
National Health Account
General government expenditure on health (GGHE) as % of General government expenditure
5.60
2012
National Health Account
[1] Surviving infants = Infants surviving the first 12 months of life
5.1.1 Lessons learned
Routine New Vaccines Support
If new or under-used vaccines have already been introduced in your country, please give details of the lessons learned from previous introduction(s) specifically for: storage capacity, protection from accidental freezing, staff training, cold chain, logistics, coverage and drop-out rates, wastage rate, etc., and suggest action points or actions taken to address them. Please refer to previous Post Introduction Evaluations (PIE), if applicable. If they are included in the Introduction Plan, please cite the section only. If this information is already included in NVIP/POA, please reference the document and in which section/page this information can be found.
Lessons Learned
Action Points
The National EPI program learned many lessons from introduction of Penta, PCV, Hep B birth dose, IPV and switching bOPV to tOPV in the past. These learned lessons will be used to further improve the implementation and management of the newly introduced vaccine (rotavirus vaccine) in Afghanistan. A detailed plan for introduction of rotavirus vaccine (RVV) is already in hand at national level. Afghanistan NEPI made sure that enough cold chain capacity is available for introduction of new vaccines through HSS3 proposal, and further needs will addressed under CCEOP.
Establishment of technical committees for introduction of new vaccines such as training, cold chain and communication was another achievement of the immunization program in the country. The committees have ensured timely completion of planned activities such as training of front-line health workers.  Some specific lessons from previous introductions include the following:

Training at a late stage was identified as a concern and therefore should be conducted earlier.

Communication has increased the demand for other antigens and therefore needs to remain a critical focus.

For PCV there was a need for cold chain expansion, particularly at national level.  




The detailed and well explained rotavirus introduction plan (including communications materials, training, cold chain, supply planning, monitoring and evaluation) will be shared with all immunization staff and to all involved partners (BPHS NGOs). 

 A detailed communication plan, including IEC materials and plans to address increased demand will be developed.

Training materials will be developed and training plan, for both both health workers and cold chain technicians implemented well in advance of introduction.

Reporting formats will be revised,

Vaccine and associated supplies along with IEC materials and formats will be delivered to the field.  

Three committees at the national level will manage communication, training and cold chain.  A provincial coordination committee will be set up to manage training and distribution of supplies to health facilities.

Plans will be made for a post introduction evaluation.  

Once the product presentation is known, plans will be adjusted accordingly to address any storage using HSS3 grant & CCEOP proposal (for rota, particularly at the health facility level) and distribution changes needed and schedule.  
 

Easy administration of pentavalent  vaccine at times resulted in a lapse of good practice with regard to other vaccines.

Knowledge of the immunization schedule should be emphasized in some HF at peripheral level 

Improvement of capacity of vaccinators for record keeping and adhering to standard operational procedures such as compliance to vaccination schedule is also vital.

Emphasize the schedule, importance of recording keeping, etc during training.  Take the opportunity to provide refresher training for other vaccines (e.g, safe injection practices).


Immunization charts with coverage not exposed/displayed in all Health facility
Ensure availability of immunization coverage charts and training of use of charts to drive activities at the HF level
Limited launch of introduction of pentavalent vaccine at Health Facility Setting 
Implement the communication plan similar to the PCV launching
The knowledge of mothers regarding the disease was often insufficient during previous launches.
Develop an inter personal communication training for the health care worker

Use the media to build disease knowledge and demand for the vaccine.

The EPI strategy should also address new vaccine introduction.
Most Health Facilities have no protocol in place for monitoring AEFI for all vaccines 
AEFI protocol should be available at all facilities to monitor AEFI of all vaccines
No crisis plan to manage AEFI. 
A crisis plan should be developed and communicated to key stakeholders.
Demand for PCV at the health facility level was higher than expected, resulting in shortages following introduction
Order vaccine supply for 6 months to coverage potential increased initial demand and reevaluate demand after the 2nd quarter to determine future supply requirements.  Communicate need and rationale of additional initial stock to Gavi.
Need to reduce dropout rate and reach the unreached.

Well planned outreach and mobile activities in areas with geographical barriers – quality and updated micro-plans developed.  Add communication messages through all channels regarding the importance of  2nd dose of RVV.
Significant inequities exist based on equity and coverage analysis and low coverage areas may also be highest burden areas
Analyze burden vs. feasibility to conduct intensified interventions to increase coverage (e.g, increase outreach, upgrade health centers, training on religious leaders, teachers, etc)
Need for financial sustainability and increased government commitment is critical
Identify advocacy opportunities to build value of vaccines amongst political leadership and call for increased government commitment.
5.1.2 Health planning and budgeting
Please provide information on the planning and budgeting cycle in your country
Aghanistan has two key documents for the health sector -  a national health policy and a national health strategy.  The national health strategy is budgeted for 2016-2020.
The budget is normally approved for the fiscal year (January - December), however as parliament only provides approval for a single year, and the introduction is planned for the last only 1 quarter of co-financing is approved.
Please indicate the name and date of the relevant planning document for health
National Health Policy 2016-2020
National Health Strategy 2016-2020
Is the cMYP (or updated Multi-Year Plan) aligned with the proposal document (timing, content, etc.)
The cMYP was revised in December 2016 and covers 2015 to 2019.  The new vaccine application covers 2017 to 2021.  Afghanistan has a plan to update the cMYP to cover the full period of proposal support.
Please indicate the national planning budgeting cycle for health
The approval is obtained in December for the following fiscal year (January - December)
Please indicate the national planning cycle for immunisation
The national planning for implementation of the immunization program covers January to December.  
5.1.3 Coverage and equity
Please describe any health systems bottlenecks or barriers to access, utilisation and delivery of immunisation services at district level (or equivalent), for example geographic, socio-economic and/or gender-related barriers. Please indicated if there are specific populations of concern. If available, please provide subnational coverage and equity data highlighting geographic, socio-economic, gender-related, or other barriers and any other relevant categories of vulnerable or high-risk populations.
Insecurity is the largest barrier to access and results in some areas with very low coverage and inability to receive the vaccines.  Polio vaccinators have been targeted on several occasions in certain parts of the country and these are also the same areas where routine immunization is very low.  Geographical barriers are also a challenge for access and utilization, particularly as harsh weather prevents accessibility.  Delivery is costly as well to those areas to ensure that there are sufficient supplies.  Quality of NGOs delivering services is variable and in some areas, poor.   
Misperceptions are high in some areas, although those are being addressed.  In many areas, religious leaders or community elders may hinder immunization.
ahar province, with very few EPI centers (1/35,000 population) has a 30% full immunization coverage rate whereas the rate is 80% for Bamiyan province with one EPI center/10,000 population.
Children living in urban areas have high coverage (61.8%) compared to those living in rural areas (49%)
Full immunization coverage is higher in wealthiest quintile (60%) than the poorest (38%)
High coverage is positively associated with education of mothers (65.8% for children whose mothers have attended some schooling compared to 48.7% for those whose mothers did not attend any schooling)
For routine immunization for infants, there are no gender related issues
See Equity in Immunization (UNICEF April 2015) for further detail.
Please explain how the proposed NVS support (activities and budget) will be used to improve coverage and equity of routine immunisation with reference to specifically identified health systems bottlenecks and/or specific populations of concern. For countries that will be receiving Gavi HSS and/or CCEOP funding concurrently with NVS funds, please also highlight how NVS funds will support/complement/leverage specific activities or investments included in those other grants.
The process of introduction will positively affect demand and coverage coverage of other antigens and capacity building for health workers.  Funds will be specifically used for communication (IEC materials, media) that not only builds mothers' knowledge, but also increases political will.  
Budget already is allocated to train religious leaders, teachers and frontline healthworkers under the HSS3 grant.  These trainings will help increase demand, particularly in areas of inequity.  On the supply side, HSS3 will also address inequities through upgrades in health facilities.
Please describe what national surveys take place routinely in country to assess gender and equity related barriers. Highlight whether this application includes any activities to assess gender and equity related barriers.
The following surveys are done in Afghanistan to assess gender and equity:
Immunization Coverage Evaluation Survey  (every 3 years)
Multiple Indicator Cluster Survey (every 3-5 years)
National Risk Vulnerability Assessment (NRVA), Gov't of Aghanistan (every 3-5 years)
Afghan Health Survey (every 5 years)
Demographic Health Survey 
The introduction process will update profile of resources to address gender and coverage issues.
Please indicate if sex disaggregated data is collected and used in immunisation routine reporting systems.
All data collections forms have columns for males and females and sex disaggregated data are reported separately. Our main database also reflects sex disaggregated data. The data analyses also indicate that slightly more girls than boys were vaccinated. 
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 vaccines or campaigns and financing of these activities.
Afghanistan has a long history of both natural and human made disasters and these disasters can affect immunization program, planning for introduction of routine vaccines or campaigns and financing of these activities. Insecurity is a huge problem and periodical eruptions of fighting in different parts of the country make our task more challenging. However, dealing with these disasters needs special skills, knowledge and experience. Active fighting will also disrupt supply availability and further disperse the population.  The National EPI program has learned many lessons and has experience to deal with these issues.  The National EPI program of Afghanistan in close coordination with religious and ethnic elders and other stakeholders plans to analysis the situation and find the solutions for the given problems on time. Therefore, the National EPI program looks to these problems as challenges and tries its best to overcome these challenges and take special measure for reaching the vaccine to those who need it. 
5.1.4 Data quality
To support country efforts to strengthen the availability, quality and use of vaccination coverage data for strengthened programme management, Gavi requires that countries applying for all types of Gavi support to undertake routine monitoring of vaccination coverage data through an annual desk review; conduct periodic (once every five years or more frequently where appropriate) in-depth assessments of routine administrative vaccination coverage data; conduct periodic (at least once every five years) nationally representative vaccination coverage surveys; and develop and monitor plans for improving vaccination coverage data quality as a part of their own core work plans.



	5.2. Baseline and Annual Targets for Routine Vaccines


	
		
	Please refer to cMYP pages to assist in filling-in this section. For HPV, please also refer to Annex 3 of the HPV Guidelines.
The Base year information should be completed for the year in which the application is being completed.

		
	Table 5.2: Baseline NVS routine figures

		
	Number
Base Year
Baseline and Targets
2016
2017
2018
2019
Total births
1,179,844
1,222,378
1,288,169
1,346,426
Total infants’ deaths
53,093
73,808
71,613
68,377
Total surviving infants
1,126,751
1,148,570
1,216,556
1,278,049
Total pregnant women
1,179,844
1,222,378
1,288,169
1,346,426
Target population (routine cohort) vaccinated with OPV3[1]
901,400
918,856
1,034,073
1,150,244
OPV3 coverage[2]
80 %
80 %
85 %
90 %
Target population (routine cohort) vaccinated with DTP1[1]
901,400
1,024,524
1,152,991
1,282,522
Target population (routine cohort) vaccinated with DTP3[1]
811,260
918,856
1,034,073
1,150,244
DTP3 coverage[2]
72 %
80 %
85 %
90 %
Wastage[3] rate in base-year and planned thereafter (%) for DTP
10
10
10
10
Wastage[3] factor in base-year and planned thereafter for DTP
1.11
1.11
1.11
1.11
Target population (routine cohort) vaccinated with 1st dose of Rotavirus
0
114,857
973,244
1,150,244
Target population (routine cohort) vaccinated with 2nd dose of Rotavirus
0
93,034
788,329
1,150,244
Rotavirus coverage[2]
0 %
8 %
65 %
90 %
First Presentation: Rotavirus, 2-dose schedule
Wastage[3] rate in base-year and planned thereafter (%) 
0
5
5
5
Wastage[3] factor in base-year and planned thereafter (%)
1.00
1.05
1.05
1.05
Maximum wastage rate value for Rotavirus, 2-dose schedule
5 %
5 %
5 %
5 %
Second Presentation: Rotavirus, 3-dose schedule
Wastage[3] rate in base-year and planned thereafter (%) 
0
5
5
5
Wastage[3] factor in base-year and planned thereafter (%)
1.00
1.05
1.05
1.05
Maximum wastage rate value for Rotavirus, 3-dose schedule
5 %
5 %
5 %
5 %
Target population (routine cohort) vaccinated with 1st dose of MCV
901,400
918,856
1,034,073
1,150,244
MCV coverage[2]
80 %
80 %
85 %
90 %
Annual DTP Drop out rate [ ( DTP1 – DTP3 ) / DTP1 ] x 100
10 %
10 %
10 %
10 %
[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. Whereby: A = the number of doses distributed for use according to the supply records with correction for stock balance at the end of the supply period; B = the number of vaccinations with the same vaccine in the same period.
	
		

	


	5.3. Targets for 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 Under-Used Vaccines (NVS Routine vaccines)


	
	
	6.1. Assessment of burden of relevant diseases (if available)
If already included in detail in the Introduction Plan or Plan of Action, please cite the section only.
Disease
Title of the assessment
Date
Results
Rotavirus diarrhea
Rotavirus-Attributable Hospitalizations from Sentinel Surveillance
2008-2015
Incidence rate of Rotavirus among diarrhea hospitalizations among children <5 years of age:
              Year     Positive           tested
- 2008:    454 (61%)       740
- 2009:    343 (54%)       635 
- 2010:    482 (56.5%)    853
- 2011:    680 (53%)      1278
- 2012:    789 (63.5%)   1241
- 2013:    524 (54%)       972
- 2014:    431 (44.5)        968
- 2015:    552 (57.5%)     960

Rotavirus Diarrhea
Rotavirus-attributable Mortality among Afghan Children under 5 years old (2012 & 2016 reports
2008, 2012 & 2016

In 2008, worldwide estimates of rotavirus mortality among children under 5 years old demonstrated Afghanistan to have the highest rate of rotavirus mortality in the world (518 per 100,000).  This study showed that 25,423 Afghan children under 5 years old die of rotavirus infections annually.  In terms of global rotavirus-associated fatalities, the country was shown to have the 6th highest crude rotavirus death count.
   Tate JE, Burton AH, Boschi-Pinto C, et al.  2008 estimate of worldwide rotavirus-associated mortality in children younger than 5 years before the introduction of universal rotavirus vaccination programmes: A systematic review and meta-analysis. Lancet Infect Dis 2012; 12:136–41.
Mortality estimates from 2013 show remarkable decreases in rotavirus mortality across the globe, and similar reductions in Afghanistan have brought the number of children under 5 years of age who are estimated to die from rotavirus to 4,792.  Still, 36.9% of all diarrheal deaths in these children are attributable to rotavirus infections.

  Tate JE, Burton AH, Boschi-Pinto C, et al.  Global, regional, and national estimates of rotavirus mortality among children under 5 years of age, 2000-2013.  Clin Infect Dis 2016; 62:S96-S105.


Rotavirus Diarrhea
Non-bacterial etiologies of diarrheal diseases in Afghanistan
2009-2010

This study documented the causes of diarrhea hospitalizations in Afghanistan from 2009-2010 at the two largest hospitals in the country, Indira Ghandi Hospital (Kabul) and Kandahar Hospital.  Children under 5 years old who presented to these hospitals within 3 days of onset of diarrhea were enrolled, and stool specimens were collected.  Those testing negative by bacterial culture were tested for viral etiologies, and results confirmed by US NAMRU-3 laboratories.  
Of 699 samples, 76% of those tested were rotavirus test-positive, with no evidence of other co-infections.  Most of the detected rotavirus infections occurred among infants, <1 year of age.  Rotavirus cases also showed notably more severe symptoms, and occurred largely during the winter months.  
  Elyan D, Wasfy M, El Mohammady H, et al.  Non-bacterial etiologies of diarrheal diseases in Afghanistan.  Trans R Soc Trop Med Hyg 2014; 108:461–5.

Rotavirus Diarrhea
Factors associated with the health and nutritional status of children under 5 years of age in Afghanistan
2006

A systematically-sampled study of 1,327 households in Kabul Province in 2006 revealed that 33% of households reported that non-specific diarrhea was a common child health problem for the family.  Factors associated with childhood diarrhea in this sample included low maternal educational attainment and child marriage (maternal), in addition to shortages of basic material needs.
  Mashal T, Takano T, Nakamura K, et al.  Factors associated with the health and nutritional status of children under 5 years of age in Afghanistan: Family behavior related to women and past experience of war hardships.  BMC Pub H  2008; 8:doi10.1186/1471–2458–8–301 

Rotavirus Diarrhea
Acute malnutrition among under-five children in Faryab, Afghanistan
2000-2001

Another systematically-sampled household survey, this one taken in Kohistan in 2000-2001, showed again that diarrhea was a common health concern among the population, and that diarrhea caused 25% of the mortality among children under 5 years old (behind respiratory infections [19%], measles [16%], and scurvy [7%]).  Nearly two-thirds (64%) of children under 5 years old in Kohistan were stunted (low height for age – marker of chronic malnutrition), and 7% were wasted (low weight for height – marker of acute malnutrition).  This is comparable to more recent population-based data (2013) reporting wasting among 10% of Afghan children.   More recent, unpublished anthropometric assessments indicate that the degree of acute malnutrition in Afghan children has improved in recent years.  However, critical anthropometric and nutritional deficiencies within the hospitalized childhood population that are likely to accentuate the severity of the clinical course of rotavirus infections.  

  Frozanfar MK, Yoshida Y, Yamamoto E, et al.  Acute malnutrition among under-five children in Faryab, Afghanistan: Prevalence and causes.  Nagoya J Med Sci 2016; 78:41–53.

Rotavirus Diarrhea
Preventable diseases in Afghanistan
1980s

Evidence from Indira Ghandi Hospital from the 1980s showed that diarrhea contributed to over half (52%) of childhood deaths and accounted for almost 70% of hospital admissions, although pathogen-specific testing was not conducted.  This study demonstrated critical anthropometric and nutritional deficiencies within the hospitalized childhood population that is likely to accentuate the severity of the clinical course of rotavirus infections.  Twenty percent of these children were admitted with concomitant severe protein-energy malnutrition, and two-thirds had some degree of clinically significant malnutrition.
  Choudhry VP, Fazal I, Aram G, et al.  Pattern of preventable diseases in Afghanistan.  Indian Pediatr 1989; 26:654-9.


	

	


		
	6.2. Requested vaccine (Rotavirus, 2-dose schedule)
As reported in the cMYP, the country plans to introduce Rotavirus, using Rotavirus, 2-dose schedule.
When is the country planning to introduce this vaccine? January 2018
Please note that, due to a variety of factors, the launch date may vary compared to the date stipulated in the application. Gavi will work closely with countries and their partners to address these issues.
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 logistical requirements. If cold chain expansion is required, state how it will be financed, and when it will be in place. The Independent Review Committee requires assurance that the cold chain is ready or will be ready for the routine introduction of the new vaccine, and evidence/plans need to be provided. All proposals that include Gavi- financing for cold chain equipment intended for vaccine storage shall need to procure equipment pre-qualified by WHO under their Performance Quality and Safety (PQS) program. The purchase of non-PQS equipment will only be considered on an exceptional basis, with justification and advance agreement from Gavi.
Afghanistan conducted EVM in December 2014. The report along with its improvement plan are attached to this application. The rating of this assessment was 78%. As of now 75% of EVM recommendations have been addressed, the remaining are in process. 
Net capacity of cold chain (m3):
National: 104.75
Regional: 206.4
Provincial: 93.3
HF: 36.2
Total: 335.9
The Real Time Vaccine Logistics Management System (UNICEF financed) has been set up, and is planned to  launch by the end of January 2017. This will help all Provincial and Regional EPI Teams (P/REMTs) report all EPI related resources, reports and records in a timely manner, which will be visible through a dashboard to all partners. 
UNICEF financed real-time temperature monitoring system was installed at national level and one region in Dec 2016. There is a plan to set up this system in all 7 regions. Changes in temperature of national and regional vaccine storage facilities will be automatically recorded and reported.
Using HSS3 grant, 110 new standard solar fridges (WHO prequalified) have been purchased which will increase the net capacity of cold chain at HF level and address cold chain needs for rotavirus introduction.

		
	6.2.1. Vaccine Prices
Vaccine
Presentation
2017
2018
2019
Rotavirus, 2-dose schedule
1
2.19
2.19
2.19
6.2.2. Co-financing information
If you would like to co-finance an amount higher than the minimum, please provide information in Your co-financing row.
Country group
Initial self-financing phase
2017
2018
2019
minimum co-financing per dose
0.20
0.20
0.20
your co-financing per dose (please change if higher)
0.20
0.20

		
	6.2.2.1.Specifications of vaccinations with new vaccine for routine cohort

		
	Source
2017
2018
2019
Number of girls in routine cohort to be vaccinated with the first dose
Table 5.2
#
114,857
973,244
1,150,244
Number of girls in routine cohort to be vaccinated with the second dose
Table 5.2
#
93,034
788,329
1,150,244
Immunisation coverage with the second dose
Table 5.2
%
8%
65%
90%
Country co-financing per dose
Table 6.2.2
$
0.2
0.2
0.2
	
		

	

	

	


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

	2017
2018
2019
Number of vaccine doses
#
Number of AD syringes
#
Number of re-constitution syringes
#
0
0
0
Number of safety boxes
#
Total value to be co-financed by the Country [1]
$
60,301
498,901
501,901
[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 contain the costs and fees of the relevant Procurement Agency, such as contingency buffer and handling fees. Information on these extra costs and fees will be provided by the relevant Procurement Agency as part of the cost estimate to be requested by the Country.


	

	

	

	


	6.2.4 New and Under-Used Vaccine Introduction Grant


	
	
	Calculation of Vaccine Introduction Grant for the Rotavirus, 2-dose schedule

	
	Year of New Vaccine Introduction 
Births (from Table 5.2)
Share per Birth in US$
Total in US$
2017
1,222,378
0.80
977,902

	
	This is a one-time cash grant of US$0.80/child in a single birth cohort or a lump sum of $100,000 (whichever is higher). It should be noted that for introduction applications submitted from January 2017 onwards and for all Gavi vaccine introductions planned for implementation in 2018 onwards, this grant will be adjusted according to transition stage of the country. Countries in preparatory transition phase (Phase 1) will be provided with $0.70 per targeted person in a single birth cohort, and countries which have entered accelerated transition phase (Phase 2) $0.60 per targeted person in a single birth cohort. For low income countries, the amount will remain at $0.80 per targeted person.

	
	Please describe how the Gavi Vaccine Introduction Grant will be used to facilitate the timely and effective implementation of critical activities in advance of and during the introduction of the new vaccine (refer to the cMYP and the Vaccine Introduction Plan).

	
	The Vaccine Introduction Grant will support the following activities and expenses:
· Communication activities including communication plan, redesign of immunization cards and data recording tools (e.g, registration books, monthly reporting formats, tally sheets), IEC materials for health professionals, influencers and community and radio and TV spots and community sensitization
· Training of all front line workers
· In-country transportation
· Mapping and inspection of cold chain
· Supervision and monitoring (at least two visits/month per health facility for first 3 months and after that at least one visit monthly)
· Surveillance and monitoring (34 provinces), including hospital based sentinel sites
· Post introduction evaluation

	
	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. 22,23.

	
	Where Gavi support is not enough to cover the full needs, please describe other sources of funding and the expected amounts to be contributed, if available, to cover your full needs.

	
	Local UNICEF and WHO offices cover additional expenses not included in VIG. UNICEF covers the cost of customs clearance and handling, which is not part of this proposal.  Additionally, this proposal does not include additional surveillance costs, which will be explored separately.

	

	

	

	


	6.2.5.Integrated disease control


	
	
	a) Please describe any existing interventions for the prevention and treatment of pneumonia and diarrhoea and the status of implementation.

	
	Using IMCI guidelines, Afghanistan has implemented and continues to implement curative (antibiotics, ORS, zinc) and preventative (pneumococcal conjugate vaccines) interventions.
Health workers refer patients to the nearby health facilities.
ORS and zinc co-packs have been procured, launched and are distributed free of charge to health facilities nationwide.

	
	b) Please provide any considerations for how vaccination could strengthen delivery and communication of additional health interventions. Please highlight any barriers that you may foresee with integrating vaccination with other health interventions.

	
	Mobile teams provide both immunization and maternal and child health interventions in underserved areas. Demand for rotavirus vaccine will have a positive impact on delivery of other interventions.  In some areas anti-government elements do not allow polio vaccine, but do allow routine immunization, enabling better distribution and administration of vaccines and other health components. Integration of rotavirus vaccine with other health interventions has a synergistic effect.


	
	
	6.2.6.Technical assistance
Please describe any particular area(s) the Ministry would require technical assistance to support the introduction of Rotavirus. Please consider the support in the context of developing and implementing an integrated approach to disease prevention and control.
MOPH will explore opportunities to request technical assistance for AEFI surveillance with partners including RAVIN (IVAC/JSI/CDC)


	

	
		
		

	

	


	7. NVS Preventive Campaigns


	
	
	No NVS Prevention Campaign Support this year

	

	

	

	8. NVS Follow-up Campaigns
No NVS Follow-up Campaign Support this year


	


	9. Procurement and Management


	
	
	9.1 Procurement and Management of New and Under-Used Vaccines Routine

	
	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 procurement of vaccines (Gavi expects that most countries will procure vaccine and injection supplies through UNICEF or PAHO’s Revolving Fund):
Vaccine will be procured through and managed by UNICEF.  No additional injection supplies are needed as the vaccine is orally administered.
b) If an alternative mechanism for procurement and delivery of vaccine supply (financed by the country or the 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 procurement of locally-produced vaccines directly from a manufacturer which may not have been prequalified 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 is assured by a fully functional National Regulatory Authority (NRA), as assessed by WHO in the countries where they are manufactured and where they are purchased.
No alternative mechnism is requested.
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.
The funds for the VIG should be transferred as follows:
UNICEF:
Communication, printing of materials, cold chain, in-country transportation: $356,223
WHO:  
Training, surveillance, PIE:  $674,312
d) Please indicate how the co-financing amounts will be paid (and who is responsible for this)
UNICEF Supply Dvision (SD) sends estimates of needs to MoPH and then MoPH requests Ministry of Finance to transfer the amount to UNICEF SD in Copenhagen.
e) Please describe the financial management procedures that will be applied for the management of the NVS direct financial support, including procurement.
For co-financing:
MoPH sends the requirement to MoF, which then goes to parliament (around December of each year).  After parliamentary approval, the co-finance amount is transferred to UNICEF for procurement of vaccines.  
Direct financial support (VIG)
Money is transferred to UN partners and utilized under the leadership of MoPH.  Financial and programmatic reports are prepared and shared with Gavi as well as government. All activities are detailed in action plans which are developed in full consultation with the government, are also presented to ICC for review and comment. Once approved, partners can start implementation.
f) Please outline how coverage of the introduced vaccine will be monitored, reported and evaluated (refer to cMYP and Introduction Plan)
A detailed monitoring plan is prepared by all partners and government at the national and provincial level.  
Reporting of coverage is compiled using existing routine immunization reporting mechanisms.
A post introduction evaluation is planned 6 months and will be conducted using standard evaluation methods.
g) If applying for measles second dose, does the country wish to have the support in cash or in-kind? N/A

	
	9.2 Procurement and Management for NVS Preventive Campaign(s)

	
	No NVS Prevention Campaign Support this year

	
	9.3 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 prequalification and, if so, describe the procedure and its duration. In addition, state whether the country accepts the Expedited Procedure for national registration of WHO-prequalified vaccines.
Note that the necessary time for licensure should be factored into the introduction timeline and reflected in the Vaccine Introduction Plan or Plan of Action.
The national regulatory authority (NRA) was established in 2013, but not yet fully functional.  Therefore, as long as the product is WHO prequalified and procured through a reliable partner (UNICEF), MOPH/Gov't generally accepts without local registration.  
For each of the vaccine(s) requested, please provide the actual licensure status of the preferred presentation and of any alternative presentations, if required.
Rotarix, the strongly preferred option, is WHO prequalified, is not licensed locally.  
A second option would be Rotateq, which is also prequalified.  This option, however, would result in significant dropout rates.  This will also impact cold chain capacity.  
Please describe local customs regulations, requirements for pre-delivery inspection, 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.
UNICEF currently covers the customs and handling costs of vaccine shipments including Gavi financed supplies.  There is an agreement between UNICEF and government that UNICEF continues to receive supplies on behalf of the government through 2018.  Customs requires documentation from the manufacturer before the delivery reaches the country.  All vaccine shipments land at Kabul airport where UNICEF has constructed an emergency transit point in case of unexpected delays at customs in order to mitigate any risks by having a cold-storage facility.
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 was established in 2013 and some members with a support from WHO were sent abroad for proper training. Currently the NRA exist but is not yet fully functional and it needs strengthening. 
UNICEF currently covers the customs and handling costs of vaccine shipments including Gavi financed supplies.
NRA points of contact: Dr. Adam Khan, phone number: +93799351532 - email: adamkhan_azizi@hotmail.com

	
	9.4 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), the safe handling, storage, transportation and disposal of immunisation waste, as part of a healthcare waste management strategy. Please describe the country’s waste management plan for immunisation activities (including campaigns).
Incinerators are available at all levels with the exception of subcenters.  Safety boxes are used in all EPI sessions (for injectable vaccines - standard AD syringes are used).  Vaccination clinics dispose of the safety boxes shortly after each session, using available incinerators.  This is part of the training package for all vaccinators - fully detailed and included in the manual.  For rotavirus vaccine, the existing system will be used. 
MoPH also uses the "Comprehensive Health Care Waste Management Plan for the Sytem Enhancement for the Health Action in Transition" (SEHAT 2014)

	

	

	


	10. List of documents attached to this proposal


	
		
	10.1. List of documents attached to this proposal

		
	Table 1: Checklist of mandatory attachments
	
		
	Document Number
Document
Section
File
Endorsements
1
MoH Signature (or delegated authority) of Proposal
4.1.1
PROPOSAL_2017_AFG 2017 02.pdf
File desc: 
Date/time : 07/02/2017 10:18:04
Size: 342 KB
2
MoF Signature (or delegated authority) of Proposal
4.1.1
PROPOSAL_2017_AFG 2017 02.pdf
File desc: 
Date/time : 07/02/2017 10:18:17
Size: 342 KB
4
Terms of Reference for the Coordination Forum (ICC/HSCC or equivalent) including all sections outlined in Section 5.2 of the General Application Guidelines (Note: countries applying before May 2017 can submit their existing Terms of Reference)
4.1.2
Final  HSS-ICC Steering Committee  TOR.doc
File desc: 
Date/time : 24/02/2017 03:42:56
Size: 110 KB
5
Minutes of Coordination Forum meeting endorsing Proposal
4.1.3
ICC meeting minute endorsing the rota vaccine draft application.pdf
File desc: 
Date/time : 16/01/2017 11:59:46
Size: 372 KB
6
Signatures of Coordination Forum members in Proposal
4.1.3
ICC signatures.jpg
File desc: 
Date/time : 10/01/2017 10:00:12
Size: 230 KB
7
Minutes of the Coordination Forum meetings from the past 12 months before the proposal
4.1.3
One year ICC meeting minutes.zip
File desc: 
Date/time : 10/01/2017 10:11:41
Size: 7 MB
8
Role and functioning of the advisory group, description of plans to establish a NITAG
4.2.1
Role and functioning of the advisory group, description of plans to establish a NITAG.doc
File desc: 
Date/time : 16/01/2017 12:02:08
Size: 48 KB
28
A description of partner participation in preparing the application
4.1.3
A description of partner participation in preparing the application.docx
File desc: 
Date/time : 16/01/2017 12:20:30
Size: 21 KB
Planning, financing and vaccine management
9
Comprehensive Multi Year Plan - cMYP
5.1
Comprehensive Multi Year Plan - cMYP.pdf
File desc: 
Date/time : 16/01/2017 12:05:31
Size: 3 MB
10
cMYP Costing tool for financial analysis
5.1
cMYP_AFG_Costing_Tool_2015-19_Updated V10 (1).xlsx
File desc: 
Date/time : 05/01/2017 04:32:22
Size: 3 MB
11
M&E and surveillance plan within the country’s existing monitoring plan
5.1.4
Monitoring & Evaluation and Surveillance plan.pdf
File desc: 
Date/time : 24/02/2017 03:44:59
Size: 394 KB
12
New vaccine introduction plan (NVIP), New Vaccine Introduction Checklist and Activity List & Timeline for routine vaccines or Plan of Action (PoA) for campaign vaccines
5.1
New vaccine introduction plan (NVIP).docx
File desc: 
Date/time : 20/02/2017 02:13:22
Size: 565 KB
19
EVM report
9.3
Afghanistan Effective Vaccine Managment_report__December 2014FINAL.pdf
File desc: 
Date/time : 04/01/2017 06:57:33
Size: 1 MB
20
Improvement plan based on EVM
9.3
Effective Vaccine Mangment improvement_ action plan .xls
File desc: 
Date/time : 04/01/2017 06:57:33
Size: 103 KB
21
EVM improvement plan progress report
9.3
Effective Vaccine Management implementation plan progress report.docx
File desc: 
Date/time : 04/01/2017 06:54:26
Size: 20 KB
22
Detailed budget template for VIG / Operational Costs
6.x,7.x.2, 6.x.2
Revised format, ROTA VIG Afg Budget 150217l.xlsm
File desc: 
Date/time : 20/02/2017 02:14:41
Size: 1 MB
23
Risk assessment and consensus meeting report for MenA. If the DPT was used instead, please include this.
6.x,7.x.2, 6.x.2,8.x.3
Blank doc.docx
File desc: 
Date/time : 18/01/2017 08:47:11
Size: 11 KB
24
Risk assessment and consensus meeting report for Yellow Fever, including information required Section 5.3.2 in the General Guidelines on YF Risk Assessment process
8.1,5.1
DOCUMENT.docx
File desc: 
Date/time : 27/02/2017 07:46:45
Size: 11 KB
32
Data quality assessment (DQA) report
5.1.4
Data quality assessment (DQA) report.docx
File desc: 
Date/time : 16/01/2017 12:15:03
Size: 23 KB

		
	Table 2: Checklist of optional attachments
	
		
	Document Number
Document
Section
File
3
MoE signature (or delegated authority) of HPV Proposal
4.1.1
No file loaded
13
Introduction Plan for the introduction of RCV / JE / Men A / YF into the national programme
8.x.3
No file loaded
14
Annual EPI Plan with 4 year forward view for measles and rubella
No file loaded
15
HPV Region/ Province profile
6.1.1
No file loaded
16
HPV Key Stakeholder Roles and Responsibilities
6.1.1,6.1.2
No file loaded
17
Evidence of commitment to fund purchase of RCV (in place of the first dose of MCV) / JE for use in the routine system
5.1.6, 6.1.7
No file loaded
18
Campaign target population documentation
8.x.1, 6.x.1
No file loaded
25
Risk assessment and consensus meeting report for Yellow Fever, including information required in the NVS guidelines on YF Risk Assessment process
5.1
No file loaded
26
List of areas/districts/regions and targets to be supported for meningitis A mini catch up campaigns
Blank doc.docx
File desc: 
Date/time : 18/01/2017 08:48:18
Size: 11 KB
27
National Measles (& Rubella) elimination plan if available
No file loaded
29
Annual EPI plan for measles and rubella support
No file loaded
30
For measles and rubella support, evidence that the country is currently financing the measles mono-valent vaccine component of MCV1, or that it can meet the requirement to be self-financing this from government funds from 2018 onwards
Blank doc.docx
File desc: 
Date/time : 18/01/2017 08:48:46
Size: 11 KB
31
Minutes of NITAG meeting with specific recommendations on the NVS introduction or campaign
4.2
Minutes of NITAG meeting with specific recommendations on the NVS introduction or campaign.docx
File desc: 
Date/time : 16/01/2017 12:22:09
Size: 18 KB
33
DQA improvement plan
5.1.4
1.Afghanistan EPI DQ proposal_15th FEB 2016.pdf
File desc: 
Date/time : 05/01/2017 04:43:36
Size: 1 MB
34
Plan of Action for campaigns
8.1, 8.x.4
No file loaded
35
Other
No file loaded
36
Strategy for establishing or strengthening a national comprehensive approach to cervical cancer prevention and control
No file loaded
37
Evidence of self-financing MCV1
5.1.5
No file loaded


	
	

	
	


	11. Annexes


	
	
	Annex 1 - NVS Routine Support

	
	Annex 1.1 - NVS Routine Support (Rotavirus, 2-dose schedule)
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
Number of vaccine doses
#
Number of AD syringes
#
Number of re-constitution syringes
#
0
0
0
Number of safety boxes
#
Total value to be co-financed by the Country [1]
$
60,301
498,901
501,901
Table Annex 1.1 B: Rounded up portion of supply that is procured by Gavi and estimate of relative costs in US$
Portion of supply for routine cohort to be procured by Gavi (and cost estimate, US$)
2017
2018
2019
Number of vaccine doses
#
0
0
0
Number of AD syringes
#
0
0
0
Number of re-constitution syringes
#
0
0
0
Number of safety boxes
#
0
0
0
Total value to be co-financed by Gavi
$
617,609
5,109,870
5,140,597


	


	Table Annex 1.1 D: Estimated numbers for Rotavirus, 2-dose schedule, associated injection safety material and related co-financing budget (page 1)


	
	
	Formula
2017
Total
Government
Gavi
A
Country co-finance
V
8.89 %
B
Number of children to be vaccinated with the first dose
Table 5.2
114,857
10,217
104,640
C
Number of doses per child
Vaccine parameter (schedule)
2
D
Number of doses needed
B x C
229,714
20,434
209,280
E
Estimated vaccine wastage factor
Table 5.2
1.05
F
Number of doses needed including wastage
D x E
241,200
21,455
219,745
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]
60,300
5,364
54,936
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
301,500
26,819
274,681
J
Number of doses per vial
Vaccine parameter
1
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.10
0
0
0
L
Reconstitution syringes (+ 10% wastage) needed
(I / J) x 1.10
0
0
0
M
Total of safety boxes (+ 10% of extra need) needed
(I / 100) x 1.11
0
0
0
N
Cost of vaccines needed
I x vaccine price per dose (g)
660,346
58,738
601,608
O
Cost of AD syringes needed
K x AD syringe price per unit (ca)
0
0
0
P
Cost of reconstitution syringes needed
L x reconstitution price per unit (cr)
0
0
0
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 % of vaccines value (fv)
17,564
1,563
16,001
S
Freight cost for devices needed
(O+P+Q) x freight cost as % of devices value (fd)
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
677,910
60,301
617,609
U
Total country co-financing
I x country co-financing per dose (cc)
60,300
V
Country co-financing % of Gavi supported proportion
U / (N + R)
8.89 %

	

	
	Table Annex 1.1 D: Estimated numbers for Rotavirus, 2-dose schedule, associated injection safety material and related co-financing budget (page 2)
Formula
2018
Total
Government
Gavi
A
Country co-finance
V
8.89 %
B
Number of children to be vaccinated with the first dose
Table 5.2
973,244
86,571
886,673
C
Number of doses per child
Vaccine parameter (schedule)
2
D
Number of doses needed
B x C
1,946,488
173,141
1,773,347
E
Estimated vaccine wastage factor
Table 5.2
1.05
F
Number of doses needed including wastage
D x E
2,043,813
181,798
1,862,015
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]
450,654
40,086
410,568
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
2,494,500
221,886
2,272,614
J
Number of doses per vial
Vaccine parameter
1
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.10
0
0
0
L
Reconstitution syringes (+ 10% wastage) needed
(I / J) x 1.10
0
0
0
M
Total of safety boxes (+ 10% of extra need) needed
(I / 100) x 1.11
0
0
0
N
Cost of vaccines needed
I x vaccine price per dose (g)
5,463,454
485,975
4,977,479
O
Cost of AD syringes needed
K x AD syringe price per unit (ca)
0
0
0
P
Cost of reconstitution syringes needed
L x reconstitution price per unit (cr)
0
0
0
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 % of vaccines value (fv)
145,317
12,926
132,391
S
Freight cost for devices needed
(O+P+Q) x freight cost as % of devices value (fd)
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
5,608,771
498,901
5,109,870
U
Total country co-financing
I x country co-financing per dose (cc)
498,900
V
Country co-financing % of Gavi supported proportion
U / (N + R)
8.89 %

	Table Annex 1.1 D: Estimated numbers for Rotavirus, 2-dose schedule, associated injection safety material and related co-financing budget (page 3)
Formula
2019
Total
Government
Gavi
A
Country co-finance
V
8.89 %
B
Number of children to be vaccinated with the first dose
Table 5.2
1,150,244
102,315
1,047,929
C
Number of doses per child
Vaccine parameter (schedule)
2
D
Number of doses needed
B x C
2,300,488
204,629
2,095,859
E
Estimated vaccine wastage factor
Table 5.2
1.05
F
Number of doses needed including wastage
D x E
2,415,513
214,860
2,200,653
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]
92,925
8,266
84,659
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
2,509,500
223,220
2,286,280
J
Number of doses per vial
Vaccine parameter
1
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.10
0
0
0
L
Reconstitution syringes (+ 10% wastage) needed
(I / J) x 1.10
0
0
0
M
Total of safety boxes (+ 10% of extra need) needed
(I / 100) x 1.11
0
0
0
N
Cost of vaccines needed
I x vaccine price per dose (g)
5,496,307
488,897
5,007,410
O
Cost of AD syringes needed
K x AD syringe price per unit (ca)
0
0
0
P
Cost of reconstitution syringes needed
L x reconstitution price per unit (cr)
0
0
0
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 % of vaccines value (fv)
146,191
13,004
133,187
S
Freight cost for devices needed
(O+P+Q) x freight cost as % of devices value (fd)
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
5,642,498
501,901
5,140,597
U
Total country co-financing
I x country co-financing per dose (cc)
501,900
V
Country co-financing % of Gavi supported proportion
U / (N + R)
8.89 %


	

		

	

	

	


	
	Annex 2 - NVS Routine – Preferred Second Presentation

	
	Annex 2.1 - NVS Routine Support (Rotavirus, 3-dose schedule)
Table Annex 2.1 A: Rounded up portion of supply that is procured by the country and estimate of relative costs in US$
2017
2018
2019
Number of vaccine doses
#
Number of AD syringes
#
Number of re-constitution syringes
#
0
0
0
Number of safety boxes
#
Total value to be co-financed by the Country [1]
$
90,451
748,351
752,581
Table Annex 2.1 B: Rounded up portion of supply that is procured by Gavi and estimate of relative costs in US$
Rounded up portion of supply for the additional cohort that is procured by Gavi and estimate of relative costs in US$
2017
2018
2019
Number of vaccine doses
#
0
0
0
Number of AD syringes
#
0
0
0
Number of re-constitution syringes
#
0
0
0
Number of safety boxes
#
0
0
0
Total value to be co-financed by Gavi
$
1,534,526
12,696,105
12,767,869


	


	Table Annex 2.1 D: Estimated numbers for Rotavirus, 3-dose schedule, associated injection safety material and related co-financing budget (page 1)


	
	
	Formula
2017
Total
Government
Gavi
A
Country co-finance
V
5.57 %
B
Number of children to be vaccinated with the first dose
Table 5.2
114,857
6,394
108,463
C
Number of doses per child
Vaccine parameter (schedule)
3
D
Number of doses needed
B x C
344,571
19,180
325,391
E
Estimated vaccine wastage factor
Table 5.2
1.05
F
Number of doses needed including wastage
D x E
361,800
20,139
341,661
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]
90,450
5,035
85,415
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
452,250
25,174
427,076
J
Number of doses per vial
Vaccine parameter
1
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.10
0
0
0
L
Reconstitution syringes (+ 10% wastage) needed
(I / J) x 1.10
0
0
0
M
Total of safety boxes (+ 10% of extra need) needed
(I / 100) x 1.11
0
0
0
N
Cost of vaccines needed
I x vaccine price per dose (g)
1,582,875
88,107
1,494,768
O
Cost of AD syringes needed
K x AD syringe price per unit (ca)
0
0
0
P
Cost of reconstitution syringes needed
L x reconstitution price per unit (cr)
0
0
0
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 % of vaccines value (fv)
42,102
2,344
39,758
S
Freight cost for devices needed
(O+P+Q) x freight cost as % of devices value (fd)
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
1,624,977
90,451
1,534,526
U
Total country co-financing
I x country co-financing per dose (cc)
90,450
V
Country co-financing % of Gavi supported proportion
U / (N + R)
5.57 %

	

	
	Table Annex 2.1 D: Estimated numbers for Rotavirus, 3-dose schedule, associated injection safety material and related co-financing budget (page 2)
Formula
2018
Total
Government
Gavi
A
Country co-finance
V
5.57 %
B
Number of children to be vaccinated with the first dose
Table 5.2
973,244
54,174
919,070
C
Number of doses per child
Vaccine parameter (schedule)
3
D
Number of doses needed
B x C
2,919,732
162,520
2,757,212
E
Estimated vaccine wastage factor
Table 5.2
1.05
F
Number of doses needed including wastage
D x E
3,065,719
170,646
2,895,073
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]
675,980
37,627
638,353
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
3,741,750
208,275
3,533,475
J
Number of doses per vial
Vaccine parameter
1
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.10
0
0
0
L
Reconstitution syringes (+ 10% wastage) needed
(I / J) x 1.10
0
0
0
M
Total of safety boxes (+ 10% of extra need) needed
(I / 100) x 1.11
0
0
0
N
Cost of vaccines needed
I x vaccine price per dose (g)
13,096,125
728,962
12,367,163
O
Cost of AD syringes needed
K x AD syringe price per unit (ca)
0
0
0
P
Cost of reconstitution syringes needed
L x reconstitution price per unit (cr)
0
0
0
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 % of vaccines value (fv)
348,331
19,389
328,942
S
Freight cost for devices needed
(O+P+Q) x freight cost as % of devices value (fd)
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
13,444,456
748,351
12,696,105
U
Total country co-financing
I x country co-financing per dose (cc)
748,350
V
Country co-financing % of Gavi supported proportion
U / (N + R)
5.57 %

	Table Annex 2.1 D: Estimated numbers for Rotavirus, 3-dose schedule, associated injection safety material and related co-financing budget (page 3)
Formula
2019
Total
Government
Gavi
A
Country co-finance
V
5.57 %
B
Number of children to be vaccinated with the first dose
Table 5.2
1,150,244
64,026
1,086,218
C
Number of doses per child
Vaccine parameter (schedule)
3
D
Number of doses needed
B x C
3,450,732
192,076
3,258,656
E
Estimated vaccine wastage factor
Table 5.2
1.05
F
Number of doses needed including wastage
D x E
3,623,269
201,680
3,421,589
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]
139,388
7,759
131,629
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
3,762,900
209,452
3,553,448
J
Number of doses per vial
Vaccine parameter
1
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.10
0
0
0
L
Reconstitution syringes (+ 10% wastage) needed
(I / J) x 1.10
0
0
0
M
Total of safety boxes (+ 10% of extra need) needed
(I / 100) x 1.11
0
0
0
N
Cost of vaccines needed
I x vaccine price per dose (g)
13,170,150
733,082
12,437,068
O
Cost of AD syringes needed
K x AD syringe price per unit (ca)
0
0
0
P
Cost of reconstitution syringes needed
L x reconstitution price per unit (cr)
0
0
0
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 % of vaccines value (fv)
350,300
19,499
330,801
S
Freight cost for devices needed
(O+P+Q) x freight cost as % of devices value (fd)
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
13,520,450
752,581
12,767,869
U
Total country co-financing
I x country co-financing per dose (cc)
752,580
V
Country co-financing % of Gavi supported proportion
U / (N + R)
5.57 %


	

		

	

	

	


			
	Annex 3 - NVS Preventive campaign(s)
	
			
	No NVS Prevention Campaign Support this year

			
	Annex 4
Table Annex 4A: Commodities Cost
Vaccine
Presentation
2017
2018
2019
Rotavirus, 2-dose schedule
1
2.190
2.190
2.190
Supply
Form
Note: WAP - weighted average price (to be used for any presentation: For DTP-HepB-Hib, it applies to 1 dose liquid, 2 dose lyophilised and 10 dose liquid. For Yellow Fever, it applies to 5 dose lyophilised and 10 dose lyophilised)
Estimated prices of supply are not disclosed
Table Annex 4B: Freight cost as percentage of value
Vaccine Antigen
Vaccine Type
2017
2018
2019
Rotavirus, 2-dose schedule
ROTA
2.66 %
2.66 %
2.66 %
Table Annex 4C: Initial self-financing phase - Minimum country co-payment per dose of co-financed vaccine
Vaccine
2017
2018
2019
Rotavirus, 2-dose schedule
0.2
0.2
0.2
		

	

	


	12. Banking Form


	
		
	In accordance with the decision on financial support made by the Gavi, the Government of Afghanistan hereby requests that a payment be made via electronic bank transfer as detailed below:
Name of Institution (Account Holder):
Ministry of Finance Afghanistan
Address:
Pashtonistan Watt
City Country:
Kabul, Afghanistan
Telephone no.:
+93 (02) 2102211
Fax no.:
Currency of the bank account:
USD
For credit to:
Bank account's title:
Global Alliance for Vaccine & Immunization
Bank account no.:
3000208027039
Bank's name:
Da Afghanistan Bank

		
	Is the bank account exclusively to be used by this program?  True

		
	By who is the account audited?  Auditor General & External Audit Firm

		
	Signature of Government's authorizing official

		
	Seal
Name:
Dr. Ferozuddin Feroz
Title:
Minister of Public Health
Signature:
Date:
10/01/2017

		
	FINANCIAL INSTITUTION
Bank Name:
Da Afghanistan Bank
Branch Name:
Central Branch
Address:
Pashtonistan Watt
City Country:
Kabul Afghanistan
Swift Code:
AFGBAFKA
Sort Code:
ABA No.:
Telephone No.:
+93(20)2102211
FAX No.:
	CORRESPONDENT BANK
(In the United States)
Citibank NA
New York, NY, USA
CITYUS33

		
	I certify that the account No 3000208027039 is held by Ministry of Finance at this banking institution
The account is to be signed jointly by at least 3 (number of signatories) of the following authorized signatories:
1
Name:
Mr. Mohammad Aqa
Title:
Director General Treasury Dept
2
Name:
Mr. Mohammad Arif Musazay
Title:
Director of Payments, Treasury Dept
3
Name:
Mr. Hussain Hazara
Title:
Director AFMIS

		
	Name of bank's authorizing official
Mr. Noor Mohammad 
Signature:
Date:
1/17/2017 12:00:00 AM
Seal:
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