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To, 
I 
I 

QRG HEALTH CITY (55265881) I 
PLOT N0-1,SECTOR-16.AMBEOKAR MARG. l 
Fartdabad 
Fartdabad 
121002 

I 

I 
I 

f" 

Denial Letter 

Subject :- Denial or Pre-Auth for "iEERU MAHESHWIR' 

Dear Sir/Madam, 

Date: 
AL No: 

08/Jan/2019 
80238780-02 

We are in receipt of your request for pre-authorlzat10!1 of cashless hospitalization of NEERU MAHESHWARI . as per the following 

detail: j 

Member ID >2204256 I Provisional Dlagno~s Umbilical hernia I 
Class or Accommodation Single I Polley Number 10316227 

We have reviewed your request. and hereby Inform yL that the cashless hospitalization cannot be approved as per the lerms and 
conditions or the policy stated below: 

-----~--------·-···-----

PREVIOUS FINAL APPROVAL REMAIN SAME. } 
• WRONG __ ';;J 

.Q Should you require any assistance, please call 1800-200-4488 or write to claims@religare.com 

With warm regard~ 

For Rellgare Health Insurance Company Ltd 

Authorized Signatory 

,. 
/ 

A ~"'"" relioarehealthinsurance.com 
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QRG HEAL TH CITY {55265881) I 
PLOT NO-l,SECTOR-16,AM8EDKAR MARG,1 
FaJidabad 
faridabad 

121002 

Subject:- Denial ol Pre-Auth for NEERU MAHESHiNARI 
I 

Dear SlrfMadam, 
j 

Dc:njal Letter 

Date: 
AL No: 

Health 
Insurance 

OB/Jan/2019 
80238 780-02 

We are in receipt of your request for pre-authorizJtion of cashless hospit;ili:zation of NEERU MAHESHWARI . as per the foTiowing 

detail: I 
Member ID >2204256 I Provisional Diagnosis Umbilital hernia 
--- -
Class of Accommodation Single i Policy Number 10316227 

I 

I 
We have reviewed your request, and hereby inlorri1 you that the cashless hospitalization cannot be approved as per the terms arid 
conditions of the policy stated below: j _ · 

• PREVIOUS FINAL APPROVAL REMAIN SAME. 
• WRONG ENTRY 

I 
Should JOU require any assistance, please call 1800-200-4488 or write to claims@religarc com 

Wi•h worm regard• II V , _D \)'.· n 1(; \\e.v{S.te.9· I 6LL' 
For Religare Heallh Insurance Company Ltd 

zr r.)J1)..,t,;/ 

CJ, -IC..I_ bt..tf 

Authorized Signatory 

,<.'." ,,_ 
i,j.\,,J'. 
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usr OF !iOCUMENTS Rt:QUIRE'O FOR SETTLEMENT OF HOSPITALISATION CLAIMS 
~--· - ----- - ---
_!:__ _. Fq~~_!:~!~~NG_':'~~:?P!l: ALIS,ATlON EXPENSES 

A CLA.\M F(1RM - PA.RT A.: DULY COM-:Pc-L-E~-::TE''·D-c:-B·Y--:T-H_E_IN-S.,-IJ-R-E-0-0-N-T-H-E-P-R-ES-C-R-l-B-EO-F-O-R-M-A-T---0-R-IG-l-NA-L------1 

- ---------------------;--·--- --
B Cl.AIM FORM -PART B: DULY COMPLETrn ANO SIGNED BY THE HOSPITAL AUTHORITIES - ORIGINAL 

C AOl....,!SSIOl-1 IJOTl:S--CERT\FlED COPY 

0 TP.A. ID c; .. ~.D -XEROX COPY 
~----------------------------------------! E f,~/'I OTHER :D PC<OOF Llf:[ VQTER \DI D\J PA.SSPORT ETC·· COPY ..___ - . 

F ADDPESSPROCF-COPY ,---------------------------! 
G f<EFEP.Fc'L l.EHER. IF ANY. TO HOSPIT.~L-· CERTIFIED COPY 

H DETAILED DISCHARGE SUMMARY· ORIOll~~.L 

DEATH SUMMARY (INSTEAD OF Discharge Summary) IF PATIENT HAS PASSED AWAY DURING HOSPITALISATION -
ORIGINAL 

~ ~~~~-----------------------------------l J INVESTiGA.flON f;EPORTS - lrl ORiGINA4- FOR INVESTIGATIONS DONE DURING HOSPITALISATION 

\\ 1-1\STOPATHOLGGY REPOR1, iF AN'.', IN (JRIGINAL 

L CERTWIEU GOPt OF OPERATION THEAl'RE (OT) NO 1 ES -WHERE SURGERY IS PERFORMED 

M MLC REPORT/ FIR FOR ACCIDENT CASE:s -CERTIFIED cop·( 

N STICKER FOR THE IMPLANTS USED - ORIG\\JAL 

0 SUPPPORTING INVOICE FOR THE IMPLJ\NTS USED - CERTIFIED COPY 

p l~OSPrlf\L MAIM BlLL- ORIGINAL 

C.i 8HEAK-lJP BILL FOR THE HOSPITA;_ MA\fl BILL-01<\GINAL 

R U<.:TAILED S:LL FOR YHE MON-ADMiSSIB~E AMOUNTS CC1'-LECrEo FROM THE PATIENT 

S RECE:PT FOfl THE AMOUNT COLLECTE~; FROM THE PATIENT 

T RECEIPT FOR THE CO-PAY COLLECTED: FROM THE PATIENT 

U COPY OF THE PRE-AUTH DENIED LETTdR. IF ANY, FOR CASHLESS DENIED 

V CONFiRl.IATION Fi\OM THE HOSPITAL FbR NON-UTILISATION OF CASHLESS FACILITY, IF CASHLESS SANCTIONED 

W PRESCRIPTIONS FOR MEO\C\~!ES PURCHASED DURING HOSPITALISATION 
' ' 

X PHP.RMACY BILLS IN ORIGINAL FOR MElllCINES PURCHASED DURING HOSPITALISATION 

y UST OF B1LLS GiJB~::iTTED Vl/1TH THE J\~
1

\0UNT UMOER EACH BILL 

DOCUMENTS FOR NATIONP..L ELECTRO(~IC nJNO TRANSFER (NEFT) 

a. NEFT FORMAT GIVING DETAILS OF!BANK ACCOUNT CLAIM AMOUNT TO BE TRANSFERRED 
z 

A COPY OF THE PAGE OF BANK p,,j55 BOOK CONTAINING NC NUMBER & NAME/ ADDRESS OF NC HOLDER 
' 

b. 

c. A CANCELLED CHEQUE FOR THE ~BOVE ACCOUNT IN TO WHICH CLAIM AMOUNT HAS TO BE TRANSFERRED 

AA 
COVERING LETTER STATING YOUR COMPLETE CURRENT ADDRESS, CONTACT NUMBER ANO THE UST OF 
DOCUMENTS AH ACHED I 

AB ANY OTHER OOCU~IEl'T THAT THE CLAIM PROCESSING TEAM/ TPA REQUESTS 
' 

2. FOR CLAIMING PRE-HOSPITAL~SATION EXPENSES 
a CLAIM FORM - PART A DULY COMPLET~:o AND SIGNED 

b OPO CONSULTATION PAPER, IF ANY-tjlRIG\NAL 

C CONSULTATION BILU CASH RECEIPT,!\' ANY 

d PRESCRIPTION FOR MEDICINES PURC~IASED PRIOR TO HOSPITALISATION 

e PHARMACY CASH BILLS FOR MEOIC\N~S PURCHASED PRIOR TO HOSPITALISATION 

f INVESTIGATION REPORTS - IN OR!GIN~L - FOR INVESTIGATIONS DONE PRIOR TO AOMISION, IF ANY 

g CASH BILLS FOR THE \NVESTIGATIONSJooNE PRIOR TO HOSPITALISATION 

h REFERENCE LETTER FOR INVEST\GAT\bN CONDUCTED PRIOR TO HOSPITALISATION 
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i DOCU~·,=.i.,,•TS FOR NA11GN.t..L f:L~CTR(:.:-.:.1('. FUMO TRANS!=i::R: (l'JEFT) AS IN ITEM 1 • 'Z' ABOVE 

. I COVERING L.EnER s··.A.TING YOUR COMPLcTE Cl.l~RENT P.DDRESS. CONTACT NUMBER & LIST OF DOCUMENTS 
J MT ACHED • · -'--' . 

3. FOR CL1~IM\NG !'OST-HOSPITALISATION EXPENSES 0· Cl..J._\M FCRM-PAHT ,\-01_1LY COMPLET~D AND SIGNED 

b t CPD C.:0!-!Sl!L i·1\TiON PAPt:H. !F /\NY·· OR!Gil·!,\L 
~ ------·-----·-----

c Cl....IN.51JLTAT!ON BILLI ('ASH RECEIPT, !F ANY . 
d Pi-":E~CR.i;;T 1 •:.iN FO~ i· .. :El'IC\~..;E~· Fu;.;.cH.;SEC·. ?0ST·D\3CH.l\F.GE 

e f-'H/1iRMACY !11L:_s FOF. MEDlCJMES PUR•~H1l.~::EG-POST-DiSCHARGE 

f l."lVESTIGt~T!O/\' HEPCiR.TS - II~ OR!G:N/.L ·-FOR INVEST1G.!1.Tl01"(S ootu:. POST-DIS<:HARGE, IF ANY 

i--L. CASH s1:.Ls ?OR THE l~ JVS'.S'ilG/\ Tl0f--:'S j)ONE - POST-DISCHARGE 

h R~FE!'-C::ilCE LETTER r:or:. lMVESTIGATlON CONDUCltD -POST-DISCHARGE 
I- ·-

i DOCU~iENTS FOR. i~ATIC~~AL ELF.CTROi·liC r-UND TR,l,NSFE.R (r~EFT) AS IN ITEt..11 - ·z· ABOVE 

I COVERING LETTER STATING YOUR COMPLETE CURRENT ADDRESS. CONTACT NUMBER AND THE LIST OF 
j DOCUMENTS AlTACH::O 

4. F<JH HOSPll ALS CLAlMING CASHLESS HOSPIALISATION EXPENSES APPROVED 
A CL/\IM FCRM -· ?Afn e.: llUL'I COIAPLETrn EY THE ll~SURED ON THE PRESCRIBED FORMAT. ORIGINAL 

B CLA1t1l FORM -PART E:: OULY COMPLETt~O AND SIGl'-lED BY THE HOSPITAL AUTHORITIES - ORIGINAL 

c 1\DIAISS1CN NOTE:.$-· CE:RTlFlED CCP'f 
~ ---------------------------

D TPA ID C . .<l,RO -Xr::RCJ:( COPV 

E .1;f,"( OTHEF ID PROOF' LiKE VOTEP. 10/ (,lU FASSP.-.)HT CIC·· COPY 

f' .~.DDRE3S ?ROOF - CO?Y I 
; -

G PRE·.:i.JJTHOR.ISATION REQUEST IN ORi~>lHAL DULY SiGNED SY THE l~JS!JRED AND THE HOSPITAL 

H PHE-,';.UTliORISf1TlON ,~PPR.'JVP..L LETI~:R COPY 

I REFERRA.L LF.TIER. IF ANY, TO HOSPIT;~.1_-CERTlFlED COPY 

J CETAILED DISCHt>.RGE SUM~A;\RY • ORl!?INAL 

K DEP.TH SUMMARY (INSTEAO OF Dis~:harge Summary) IN CASE THE PATIENT HAS PASSED AWAY DURING 
HOSPITALIS.O..TtOM - O~.!GlNAL 

L !NVESTIGATIO.'I REPC•RTS. iN OR1GINA'- - FOR INVESTtGATIONS DONE DURING HOSPITALISATION 

M HIS TOPf\THOLOGY REPOH1. IF ANY. iN;ORIGlt~Al 

N CERTIFIED COPY Of' DPERATION THEATRE (OT) NOTES - WHERE SURGERY IS PERFORMED 

0 MLC REPORT/ FIR FOH ACCIDENT CASE'.:S -CERT!flED COPY 

p I STICKER rcR THE !MPLANTS usEo - o(l1G1NAL 

a / SUPPPORTIMG INVOICE FOf~ THE IMPL\~"TS USED - CERTIFIED COPY 

R I HOSPITAL f\·1.0..IN BILL. OF:IGINAL 
' 

s ! BREA~(.'JP BILL FOR lHE HOSPIT.c\1_ ~1IA\N BILL· ORIGINAL 

r DETAILED BILL l'OR T-iE NDN-ADMISS1i1LE AMOi.JNTS COLLECTED FROM THE PATl1'NT 

u RECEIPT FOR THE ANIOUNT COLLECTE!JFRO.MTHE PATi.ENT FOR THE NON-ADMISSIBLE AMOUNTS 

v RECEIPT FOR THE CO-PAY COLLECTEq FROM THE PATIENT 

w PRESCRIPTIONS FOR MEDICINES PURCHASED DURING HOSPITALISATION 

x PHARMACY BILLS IN ORIGINAL FOR ME~JICINES PURCHASED DURING HOSPITALISATION 

y LIST OF BILLS SUBMITTED WITH THE A~!OUNT UNDER EACH BILL 

z ANY OTHER DOCUMENT THAT THE CLJ\IM PROCESSING TEAM/ TPA REQUESTS 
.. 

NOTE: (1) YOU SHOULD SUBMIT !HE ABOVE DOCUME
1
NTS ALONG WITH A COVERING LETIER (2) IF YOU ARE SUBMITIING PRE &/OR POST

HOSPITALISATION CLAIMS SEPARATELY YOU SHOULD SLIBMIT TH( CtAlM FORM DULY COMPLETED {3) ALSO SUBMIT THIS CHECKLIST 
I 
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CLAIM FORHi. !'Al\ TA' to 'Cl.Ai~d fORM r-on fl~LT:i m'sURAMCE POLICIES 0 rHER THAN TRAVEL At!D PERSONAL ACCIDENT. PART A 
TC> '3E FILLED DY THC \H~URED (To tM FlUed In block lettera) 

DETAILS OF PR!N:A"°'f INS~REO: 

·•-''"00[]000000000000l::JODDO """"c"""''·~- DDDDDDDuOO 
~o.nnnr~ooo-r·onol-,·c· c)Compal'lylTPAli>~· u L.iL.J _•1 __ JU ULJl._ l_ -- _J 

-~ DD00~88~0DODDD00~rnmoG8000D@mrnrnmmoG000DDD • 
,,....,., OuuuOCJOuOOOOODOi:JuOOuOOODDOOOODDDODODDDOD i 

DDDDUODDOUOODDDi:JDODDDODOODDDDDODDDDDOODD • 
~uouooonoooo~oo~ouou-00.00.0000000000000001 
'"'"""DDDDCJO '""• 1•DuOfJ[J[JCi[JCJl::Jl::J0 1""'~C-_:::=_~---------~ 

D!TAU OF INSllAANCE HISTORY: 

•I Cl.mnt/ eovelld b)' any otl:er ~kdidd'f!I HHl:h lns•.muu: 0 'l'os 0 No :;~::-:::::.::na:rtcl .'i!;t :11S1Jr1:u \V:!."7JUI !)(U).. [I]~ GD [.ill GJ [;J[!JGJ 
,,,,.._.,,,,.-oooonnocoooooriJ ""'·"' O[JODlJooorJooouooooooo ~ 
51.mfllurM(RI.) ooooooo~)i-lavll)'fl\1Df'91'1.'Q-l\'tafmir>lh:11a.,t1:T.11:tt.;r;uinr.th.:;:.o:.'llnd\IMOO'llrE? Ovu []No Oat.: [~IT~ 00 i 
Ollgnoilb: L__---· ---------'--==j t}?~~byllfrtQIMl'Mtnlclll'm/Holall!'l~sur~ra:: Ov. 0No a:i 

ul_Jnooonoor.JOO[J[JCJ I 
~DETAl~U~D~F~~·~u·~"~'~~~·<~·~~="~"~'·uz='='~:: _______ ~,-----------------------~ 

·•- OOlD001'i 1f'J\illIJl::J00000i::D~GJQ00ElEllI]DDC'ICilGIC2JGJODG0G0000 
.,....... ••• 0 ''"""' u "''""'"" 0G "'1" llilG ~,,, •• ,.., llil@J G0 GJGJGJQ 
•I Rela~i'.!p :o Pr!mliry l;1$:11t.d: Sell 0 StC\ISll Q c.-..i 0 Fat--· Q I.Iott"' [J Oh:r L'J (Please Specify) c=_ <l'l 

fl ~lion s~iv1ca Q se11 Emi;loye':I 0 Home Ma~e.Q s1L1a1~1 0 Reimi 0 O-Jwr 0 Cf'luse Specify) C-- ~ 
.,......,r•-"""""""'' OOOOIJODOOODC::JCJOLJOOOODOCJOOOOOOODOOOOO z 0 

OODOODODDDOODDDOODOOOOODODDODDOOOOOOOOOO 
~oooooooDODOODOPDDDD-DODDDDOOOOOOODOOOOOI 
'"'""000000 '~"'""•000[pu0000000'N"''~------------~ 

OETAILSOFHOSHTALIZ.lTIOH:: 1:---------------
•)-ol-Oiwho0>Ad- DDDDDDDl::JODpOOOr:JOODOOOODOOOOOOODOOOOO 
bl Roam Cltegoty ocwpiotd: Or/ .::ff9 0 Single ~U~/ D j Twin r.t:::t~ D 3 or morn ')edr, ~r room 0 
t)Hcllpib&ubonMro: Injury 0 lhu 0 Matan»:; 0 · ' dl06tacrln]w110ateO\uaM1'ntde11C*1 /03taolOell'l"y: 12..J@] [fil@) [!][II[!)[!] W 

''""'""""""''· 00 illl!:'l r:le!:\ ~- GJGI Wll:ill ''"''"'"""••l:iDlII 00 GJG h""'" 0G • 0G ~ 
l)r~gMieause: &ilf~,lldod 0 R~r ... ttic::Accid1r.1 0 , Sut>11Mc!!Afl'~l1'.'::oi'..-ICoraumpdonO l)hl.lad!eole(pl D v_.QNo c 

~-·- 0 0 
;i. MLC R6porl & Pc!ice FIR lt:llcllld tJ Ye' Q No 

! 
f1Sys11moll.\tdldne: ~----- --------~ 

DETAILS OF Cl.AIM: ' 
•I 0.i.19 ol lhe Treatm~t UPt111SH dlL,..(ld 

L Ple~~ex~1r.s~ "'OOLJOOOO 
.. 0000000 
... oooonoo 

"'0000000 
0000000 
0000000 
0000000 

11. H'al!M:heek up tc1t Rs. 
I rol ... rs(tod•):ono Rs. 

I Totll Rs. 

' {~ f'l:lit ·1:cs~:1~ii:l·lo.r. )eriod: c1y1 "~DOC] 
0 y,, 0 No \~ ;-c.;, ;:::;-,7.:c ~~~i~ r. a:::.tx-~;~) 

DOD 

c) O.ta!b ol Lum~ ~um Ir.a~ I _l's d#r.ad: / 

.. 0000000 i'"·'""'"h "' 0000000 
"'0000000 1""""'""~'"' '" 0000000 

•· ,,...,.,,,,.,.,,,.,.,""''-"'M••"'· OC:..lDDODO I"'""" UDO "'· ODOOOOO 
'°'" .. 0000000 

OETAILS OF Bit.LS E.'lClOSE!:'· 

SL No Bl\INo:T 
--·- ... 

I Data Issued by T-.wards 

'· ' D 0 " • v Y !:ti°1pit~ mo n Bi 
L 0 D r.: •,: ' Y .l J~·l'•n~i!z~nibl ['il.; ""' >. 0 0 " " ' ' ,--------r P;:t·hJsp!b~:.e.1 !!ru: "" L 0 D M " y ' I Pharmacy Bills 

• 0 D .. " 
. ' I 

L y ' 

Ct.Im C'ac1:mants Sullmltml • Clwcll Ust: 

0 Clalrri lcrm du!-/ 5'gned · 

0 Copy of Clll dalm lntio:nadorl. ii Inf 

0 H:l'?'.1.11 Main 5:1 

0 Ho;p.1ill Bleak~ Bil 

0 Hotpltll Bil P111ment Recqit 

D ·~~~~?al Ol'ICharge Slll!'.maty 

0 Oi:era!lon Theat'r Nclet 

D ECG 

0 Dodor't r.quesl f!;)r 1rr.·11%a:ton 

0 lnv15:lgallcn R1~orts {lntU!itlg CT 
I MRI I USG I HPE) 

0 Dock.r's Prewlpllone 

D Olhon; 

Amoun l Rs} 

I 
I 

I 

I 

i 
m 

D 0 " " I 
7. , 0 " " 

y y : 
L 0 D " " ' v I 
I. 0 0 " " v v I 
10. 0 0 " :.1 v v ! ~·••·--"'W•- I I 

•)PAN 0000000 DOD ,,,_,j,,.....,,, 0000000 0000000000 0 ~ 
''""''"-'"'"""" 0000000 oooooboooo 00000000 0000000000 ooo ~ 
~a.'"''°'"""'··~· ~-----------; =:::i o)IFSCCodo DOD 0000000000000 :; 
--------------------,1:----------------------------~D 

I (lMF'ORTAlrT: PLEASE TURN OVER) __ , __ _ 



0 

0 

DECLARA'OCM BY THE INSIJREC: 

I hereb)I de:dani '.hat tht> lnk.l1TT.a~ h.Jmist.od in l:ICI clelm form 18 !run b cnrra.:: lo ."'8 b-..1.~l 11! my k.">CWli:dQ<t ond bnllal. H I have mad11 Rl'IY :&lse rr i.;ritrue !1tnlt1ment, auppreulon 
or concealant af any rnaterlal fact v.ith respect ta ciunsl!~n:. '!:<:tr-cl !ti r;:k:!Cr lo \'ii l c:ai.1•. rr.y r'-;i:il \n cir.lr~1 ;-<J!-!'bni:::er.i~nt ~l'lel! ~ forfeD:ed, I al5o con&anl & llUthOrizO tp,t, / 
lnsui;i.-.cc C'-r.~?l'.lny, ti sr.::.~ ::?~'!t!·-1 =::!::al ':i~~t!on I ~:;:.!r:".C:".':;; 1'?"::ri 3~; !:ci;pl!n\: Uo.:!ir..l ~~':ic'rier wt-.o ~ attcr.doC on lhc pr:-:~ ayal."131 whom t."l!s c;blm Is m.de. 
I herfltl'i d<1cbr3 thol: ,-..;·,·t. :~.::...:.:::~a:: tho bU:S I rece!p~ lo: l'-.c pu~:;.o <:ii ~ll .;Ja!rn .!. ~"\.;!: ~·•i:.t :::i: be ma~~ ~c;plllmentary Q.1!m e·.;ecp11:\3 ;iielpc:>t-hoipltd~ 
cleim. ~ u:-y. 

Place:r-----.-------~ SigNlturo ol lhe ln81..Ultd I ·--·-------··-·---·----------------------------
~---------------·---------··--·--·-·-------------------·-

FORMAT 

,__ ____ ------------------·-'-•_c_. '-'c.'/_'_· _-~~:2:~:_~-'-'-"-'"-'-""-'"_s_u_•_e_o _____ -r-·-
'-'"--'-"'-"-'""------------------+_.,"'"'"''"''~'''o'o~c?.,:;"' "c'"""'1!:!1~ /'l!'.-"o""'~",""'°"""'""""""'"e'o"ro""'~"'-c"o""~"""•,,,.~c_ ___ ~ r E.11!;,r :;: .. !>OC.;,,\ \r,s•Jmr.c-.-,.-,-m'b-.,-, .. ,c,c.-~-·•cb~~-00-m'bo-,-0'1~+~ - , 

~.!<!!.!!.~.!!'!!-!'.!~~~-".SI!.~~~~.!! ·-----·-------,.__-" __ .,,,_~ed ~y ~1CI o.'t>\,j<:ntzaUO:i 
-------·-----4-~ Llci!ne1t·;;;.;b;; as ellotted by IROA •nd prtrzted 

Enh1r 1itG 7r';.. j;:o ~-'-· --·-------------t-~~TP,A c"rn:tJr.i!~I,,, 

,, Pt-!'-:v !'lo, 

b) SI. :~o/ Cer~~c:.te ~:U. 

<) Comp<1ny T?A 10 No. 

E'.:i:.,~ :r., :-..i!I n;i:r.1< 011;,n ~~cynoloer Surr.::m'.l. Flrst r.11me, Mfdc!\e nama 
>-'~------------------4- --- ··-------~----------+-,-c-·-oo--oc-~c'-~~-----j 
1-----------------------~-'-'-·:i;_,_·: 'J -.:~ ;;:;z-.;;i i::iC...,:;! lt"tdvae Strout, C::y <Ind l>(n code 

1-~-~--·--~----~~--~-=-----·-"-•c_r.c._GN G -DEt,,j\.S qi= 1"1Sll11,A.NCE HIS_To·~·,v~----~ -----------------< 
a) C.ir1ion1t1· t:u;11ud by anv atier Med!:lal.-n I Hcllllth l:-vt:c:i:1\..~(';1i.;;f~.;;;r,'.fyt~Or~"':-1 ~' Medldaim I T1ci: Yes or No 

lnsumnc:e'?___________ :-k".;ir.~·,r,z•a.?m_!!_, ________________ _,._ .. _________________ _, 

b) D!te ol eorn.....,N:ement of ~I Insurance wlV-out brea!I E~l_";'~':!_~,!llr t">f ~.!~'.:'!~~m.,t">\ of fi~t lnSU111n~ l'"!'.~m·rtc''.=•.-'"c'---------l 

f--<Cl __ c_o_mcp_•_"'lc_"_"-"-'----------------J-Ec"-'"-'-"""-'._~11 n,;m'! M lb<! !ns•;r;.11ce company tlar'"le ..,, in .. C>!;lP.ni?."lion In ful 

f----,'-""°'-''-"°-·---·---·------------4··-'-"-t~~·'"' 9""""ry '~\•'l>h.'-1 N; allo~tetl t>y \~ lnsur-:1,,.-,11 Company 
Sul"!"'. !r.:;u<?.1 Er.1.,: l'1e to\<>~ ~urr. l11'Jumd as pa1 tho poky l!"I 1upMs 

dl t:2:no 

•l A:klrt:~., 

d) Have ·mu l>0a11 Ht-si.i!:ai"illOd ln lhG lalil four y11arfi slr>ee l:,C:-ca":f..• ~•h• \h::or ~,~·p\:n:t::.l-~ ii' ',!',!11.!l!I r.i 11 '/!Jill'il 

f----"~~~,'~:•1'''°"""""'"rt0''" cco·~~··~''""'""~'-------------l~Ec,.-",-,-,,-.,-J·-,-,,-. -"-l-hi»,~l:.is,,;:.111:in u~~ mr:.-yt forr. • .l\ 

DWgroo~is -E·,,,-,-,-~",-,-,-,,-,-,-,-i:::-,-,,-,,-,..-------------;-cc,-,.-,c;c,-,,---------------1 

>-,c)-~P"m"·,°'o-,-,"7-oo<-,-,-.. ~by-.,-,,o-~"•-,",01o-d01cl'•c'-m"t"H'o-,~nh~---;l~IM~l<··:t,c.,,c.c,,c,.c.,!iCi 01v·1i~'l.J:lli covered by 31"10lher medlclalm I Tu:. Y1t!I 0, No 

~u~nee,1. ________________ ~i,_Hco'c·'o"'~''~"'"'"''c'c'"''--------------------+·--·-----------------1 
f) Comp.iny !Jiimo !::::r: t~a !cl! ~mr.e ::f :he !~sur:i~ COm~ar.y N;:irr.e cl Ula :icganlzaUon in ~D 

r--~~--------·---.,·-·-"'-T"-;o.i'c';;iii'AiCso'F'iNsU1'-.il'?<ii'soNHOS..::PIT=A:-L~·~."'o--~---~---------I 
---·--·-··--·----------~-----·---·-- -------------------< 

----------------~i_e_"'-~-~~-~~~~~! l_h_,_,_,_,,_,_1_·---------+-"·-'-m-'-"-"-·-'-""--" ... •,_m_•.c·_M_id_""-"-'-m_• _____ _, 
---------------+-''"""°-'-,'1,e_9~_:f~!..?.~'.~"~'"c'•".c".c'.-----------+--~''-'cMc''c''~'-'-'c°"c"•·'''----------l 

•) t.lan>G 

b) Ge11Uer 

---·-·------f-'e, .. ,•~c.,11g~!~:.nt i-:umbflr of yeart1 and months 

l-~---------------·-----__.-'E"o"l'"'~"'"""-(11i:lirtt-,01 oml1n! U:::i:i d~·mm-"Y format 

<) Aoo 

d) Dr.:~ of Fllr".h 

•) R6iJl.'')nihip lo pr.ma!'/ lnsmod \Nfl::ale ~·:H:,~r.o.:;'1lr :if ~:i•IN1: wiji pollqtiolder T'.=:.. t.'l.:I ~M o;ulon. i1 others, please 8pecify 

0 Oco;i.;patlcn h',(~k;11•t1 r.<:c;upall:m :,! cr.:!or.! Tic;.. tn11 right ou~ioo. II others. please specify. 

g) ~dl!;S, 

h) Phona No 

tntar ir.o ru:1 r.:i!lt;il <>11l1re1' I \r.elutl~ Strool. Clty and Pl11 code 
Ent;o,r in!! ;>ha1.-,-,,-,,m·-,-... -o·I·-,-,,-;,-.,-,-----------;-/_!nci_""_•_S_T_O_oooo_"w-l_lh_l_••-Pho_M __ -----~ 

I) E-rma ID En\llr ,, ... rnall address of patient I Gomplele e-mail address 

SECTll)N 0 • l)ETA!L!.> OF HOSPlfAUZATION 
1----------------r·='--''-'------·'--''-"'=~~----,------------j 

e) Name of Hosp11al whe_,. __ •_d_m_,_,._, __________ +-_E_,_,._•"Jti_•_"_.•_m_•_••_h_•_•"r'_"_.1 ____________ _,__N_,_m_•_•_l_h_o">r"·;-"-"-"-"'-'-' ---------! 
1-b") __ R ____ ~_,_.,c"-'~'-""~'-'"'------------+--'""-""-,·'"'_· _•_•_•oo __ m c:.!.,!}01y oc_·Q_"c''-od-----·----·- -"c"c'c'-"··"""-'-' _op='c"·"-----------1 
f--'".) __ H~'='="='"=,o'"~'='°o,"~'=·"='-o'oc~-~-,-.,-,-,-.,"c---c----+-="'=""~!.ce r1tr.:<;<-:11 ~f;.:;;,i~~~lion r.c;;. U111 right option 

d) Da!G ol ln]urvlD11te O!gease rnt detecied I Date or En:t.~ \t,! ;c'.:·.-~:i: tt..::c use c:d-mm-;i'Y fCM"r.ml 

1--~c0,"1~------------------+-·-i-·-·-·--· .. -------- -------------< 
~-'-" 0_1_~~---"------ E~t~~.~~~?.~~:"!.d~~'.:l~n..._ _______ ----··-----+-''-".'--'-'~-~-~,. _lo_•m_•_I ---------j 

f) Time ------·-----·----------J-'·'-~i~Qi:~.~-~-~~~'~!~~-·-· --·--------·------+-"-"-----~---'°-'""'-'-----------! 
_e~~~-1~-~~~s.:~.·~~-~-------------------+--u~e dd-mm-yy 10m1at 

h) Turie En!r;r~llor.11 .>i dl:>r.t.<11!,J11 l:iit hh-min- format 
f-Clo)--ll=l"=--.-----------------J-~~:;;~~~~fi;;,;~---------·------+-TI-<"k-C"-,o-riQ-hl-,-,,.-:Jo-,----------1 
1----''-"ry_o __ ,._•_.~_"' ... "-------··----·-----+--,,.,c-,-,-~-"~-..,,_,-.,---------t-=-c:-:--,,--------------i 

If Medk.o lelJ<ll l.id~.ite wt;et.~.er lnJuiy I:. me-~-'°--" .. '-'·c' --------·---+--T-""_Y_•_•_o_•_N_o ___________ _, 
,_ __ R_•"oo_rt_o<1_1_o_P_o_'"-'---------------+-'"'-"'-<·~~~-;,-~ett?ort was Hied 11c:k Yes or No 

MLC Report & Police FIR oU.!!Ched ind!c:it~~~~~'.l'='~'cPcotr.='°~Fl=R~•c!l3='chc'-'----!~"""'~Yc•~•c~~t:.cJ. ___________ _, 
ll sys:,m ol_.,_<o··-'-""--'-'·----------------~-••-~e~~~?'~~.'-~'.'::~~_:.~-~ treellrg tM r11!ient O:i1m Te:d 

g) De.le al Uis~~!._ _____ _ 

1--,--,.--.--,,,,.---,,-------------,·-c~.£!~t!.~:.!:_E~~~-------·-------------------! 
t-'"l __ C_•~_iis_o_1_1_·ru_'.'-''-"'-"-"-""~'-''-"-"----------;;-E_o_:cr'.U:o PIT\O\m\ clolmed as treatment expences lo\ rupees (0., •oOl enler p11lse values) 

b) Claim fer Domlciliar1 Hospitalization imll:nte wtm:~:r :.:t:.in• :s i~·r :forr.ic::i.iry hospitanui!lor. Tic:1' Yes or N-:i 

c;) Delolls of Lump sum/ Cash benlnt claimed [;r.!1>i thu 111:.c:-cnt r.:..11.,.,.w ~t. l~m·~ S'J'"" I 1:11s;o. iietW?nl In rupees (Do not enter palse values) 

d) C.l;;lrr: dOGurnenls Submilte:l.Cl'le::~. Ll~t 
1 

lndic;1t11 w!ii~h suppeirt!ng docum~nts aro submU~d-----l-,-.-,c~c,-riQ~h=,-,=,,-,.',-'"--'---'---'------j 
SECllON F ·DETAILS OF BILLS ErlCLOSED 

Indicate which bins a1e endosed with the amount In rupee, 

SECTIOll G • O~:TAILS OF PRIMARY INSURED'• BANK ACCOUNT 

•) PAN Entct the permanent 11ccount roum~r As allotted by the [nc;(ime Tax Department 

b) A.ccoull\ Numbec Eril&f lhtt Bnn~. a:.counl .iumbor "5 ollolied by the &ink 

<) Ballk Name and Branctl 

<) Cheque/ DO puynbla details 

Ente,~ lt:o i:liink name along vil:h t..,o b:-anch N11me of Ille Ba11k In fun 

Ente.• the n:imo ol tlut beroco~!lcic.ca-ryclhc•-cl>0oq-,-,c.,~O~Cc"'°"7.·c~=,.--ll-..,-m-,-01_lli_o_lo_dh<_id_"_''_'_o_~-.-,-,,.-,lon-~~ru-n---I mitdJ, out to · • 

<) IFSC Codo Entel lho IF::.C cede ::r th;i Bank branch IFSC code or the Bank bra11ch in ful 

SEc°TION H ·DECLARATION BY THE INSURED 

Read dectamUon c:arefu\1:1 ~nd mcnllon da:O (Jn !ld:mm:yy foimat), place (oi>en te~t) and ~!;;n. 



DETAIL.!' OF liO~PITAL 

C:LAIM FORM • PART B 
TO SE FILLED IN BY THE HOSPITAL 

The l!".s\l11 o1 thl!I F1,.•rm 1:1 nnt to Ile ttksn a::1 an admlstilon of llablllty 
Please lnciud• Iha ori{linnl PN!&uihorbntlon request fonn in lieu of PART A 

O'u btt Fiiied In block i.ttsrs) 

:;:::::::· [j[JOOODDODCOOCJDODDDOOOO[JIJOODODDDDDDDDDD I 
•}H:a;l:.~IC: 000000000 c)Tyfl4!ofiio~iW. Nttw:1::Q Hon~·etwn: 0 {if"it111tt«<:r'-l~Js.,,"'.iol\E} m 
'''"'''"""""'""' 008000CODDC::JDCCJ~CDGDG0lillGJODG008000GG000 ~ 
''"""""""" '"""'"'""'"·~·'"''""' DDDDODDD ''"""''•-DDDDDOODDDD > 

DETAILS OF THE PATIENT ADMITTED . I 
~-·~p- ~nrn0mmm00oooooom0~~DB0G~OOROG~0GOGGG00 
b!P-"'"""' 00000000 ''°''"" ""° 0 ,.,..,. 0 ~A,.,Yuo t]EJ "''"'G[iiJ •l0.••1•t"~fDl ~~ (!](!] 
OD••·J.•<-n;,;,,, Rloi G0 00 olTI•" GEJ l!!Jl!:'.J '''''"'o'-" G@ ~EJ WW QT~ GG iE:J[!] ~ 
'"""'"'"""" """'"' o '"""" o """"' o ......., lJ "'"""""" ~""'''""'•d:El@ 00 GJGJ """"""''"" ODO : 

Q oET.e.ILS OF AILMEt~T ~i.l.~:~osr:o (?;;.:MARY) 

•I 

0000000 

ouooooo 

LJCJOOOOO 
if.Co~i~s: DDDDOOD 

c) Pre-au\hulwu:on ob~ 

E--·--·~ 
I ·-3 

' 
I. If Ye~. ~ ca'JS!I , Scl!-ir.~ct!'d 0 

'"'"'ODD ODCJDODD 
Q Cl.AIM DOCUMENTS SUBMITI"ED ·CHECK LIST 

O :::.:.11rew.~1,1i(l,.~ 

O OlllJi.Oil P:wull'lciiza~ rerr.mt 
D C~ollhePrwuiMi"utdl~t..-ifl!9r 

D Copyol~IOIOCardol~n1Vrns.d!J1hl;spllal 0 __ ...,., 

0 Opera~~ TN311~ 1~, 

0 H~lpibl 1naln b~ 

O Hospital break~ ::! 

' 

I 
I 

m)To"1""'"''"~"' 0000000 

1CO \OPCS -DDDDDOD E~·~~~--' 
0000000 

i!. Pr,;:e.:11.-t J: 0000000 

_________________ __, 

Suttbr.a a:iuse I W..t.ol eot1Sumplion 0 

c ____________ __J 

0 1rwu·egiik111 repolb 

0 C1".""JSGl.;?E ,,.,,_.,,.., ·~" 

0 Ckxiol',rtltr.!nee1'i?ltrft•uligafr.:1 

D ECG 

D ~.~qt'l1 

0 l.llC r~pcrll ~ !'gt. f'IR 

0 O:igi'111d9ol:hwr.'.irwy~hM;:ii!J!wti::.-a:i;i;5::.al:h 

D >.rr1~r. *-J.)I) 1~e:1~, 

ADDITIONAL DETAILS IN CASE OF NON NETWORK HOSPITAL (O~LY FILL IN CASE OF NON-NETWORK HOSPITAL) 

I 
n 

I 
0 

·----~~ DDDODDDDOOOdooouODDDODDDODODDDDDDODDDD 
DOOOODDOOODOODODDDOODDDDODOODDDODODODD 
-DDDDODDDDDODDDDDO- OODDODODDDDDOOODDD. 
,,......,,000000 ''"'"""'· EJOOODDDDDD ,1 • .,..-,.,.;os••"" DDOODDDD g 

~""''"'"' DDOODDDOOD ·1-~··'"'""''"' ODO ~Fdk,.,,,... ... _ I.CT o, .. 0"' l~U 0Yo• 0No ~ 

L- I 
DECLARATIO~l 9Y THE HOSPITAL (PLEASE READ VERY CAREFULLY') 

Wt he1tlrf ded3111 lhilt llltlr.lclm3licn llmls.~.ed ii tt.!J. Oarn Forni Is true 4 cerrttlto IM xsl DI OU! •r-O'~ie~ !>!"ti tdat JI.,, 1'#;11r.1:18 •:.Y filse or im:rue s.bltnWl St;";>uiio.i Ol :.or,t111lmerl ~I ilrtfm:l:erial lad. · 
OIJI ~ht 1o dil'm uMer this d:>it:l shal be lortelt~. 

- ,___ _________ _, fj 



Q 

Q 

' 

-------------------------------------------- -----------------
GIJIOAHCE FOR F!l!.J~H:+ CtA.ti.,I. F!.'RM - PART l! (To be filled ln by the hoss:-lt?!) 

~-------;-,_A_T_/.._E_L_E_ .. -_E_N_T.::_co.c"-'---=----=-_---=1= __ -_-_--___ -_""'_. _________ --~=~~:~:!_':_~J ___________ =i _______ F_-o_•_•_• ... _r ______ _, 

SEcncu A- DETA:L~ OF MOSPITAL -------------------------·- ---------------! 
····-··--·-·------------L--a} na:-:-1!! ccfc"'_'~---!'P_?._cl_' ____________ ~ ,,_, __ '_:~rm:_::-:;_ ::1_~~-~-~~:a!_. __________________ _,_N~~:.r~:~::~:~ in fu! 

b) Hi>Sy:;;.i IC .Sr,tuf tO r.um::e; -.1 ~.v~c:~i ~ aki.:.a!ad by::-~ T_PA ________ _, 

~~n of lfasJ~;i! ~~:.~~~ir~~~~0~:~;~;~-,-,-,-"-,-"-"'-,-_,,-.,-,,.------->--,-,,_--.,-t:i.-'."-.~-,,-.?~~----------l 
c) r..: .. _,,., :i! :."'£.;;_,~'c·lc"='""c"c'"=---------------'---'-'-'-"-' _·::~!'. :::."":".;. :-~ t'"::i ff!2!ir.1; :lcc!-:r l'l3~'!ci'(!C':'..crin!ull 

e) ai~::!i~-;;;tior.c. -----------------~L_3:;~:~!~~-~~-~:'.:::'.:~.~~-·-·'=""--='-!l.~c-c'-''c·e_"-'--------+.a_1:._~~~:~s-~_::_:.~11onel qo.a.l!lcallons 
L..C~'-----"-"'c--ci~-'-'-"'-·'-'-'°---"'-~_s_••_l•_°"" __________ _.___E_"'":_r_~·~~~t~1c, :'!t1rn'i!!r cf~ iiCIC!ot' ~loiig ....;tti t!ie ~t:i1e cnde -~ _r.'for< __ '~--~-lry' 1kf! Uf'(flc:Jll Counci of lndla 

SECTIONS·· DETAll.5 OF THF. PA.TlENT ADMITTED 

'----,-) --.-,-,,.,-:-_"'-__ .,.-_-,-,,_-~~--===========================:•==€=,-~ __ -~,-.. -.. :-.~-:-~~.t-~~~. --···------------t-"-''-""'---"'_P<'tlent in fl.IA 

~-:2:~-~=":c"c'-----------------1---!:.ri_t_er_•_! ;:~?.:'!:~:.:_~_~·-"-""'-·· __ c'=""'="='--------~1-A"!:- ~!lotted cy the insurance pro~r 
c) Ge"lder ---------------->-,~~~:~~nct;_r_~~:_P.:~~------------ r;c1r Melo! or Flffllal& 

cl) ~-e _________________________ __._E __ ,'<' a.,-. cf~->'"''" =r--;;;,;,~,. of Y~:~-""-'-""----------l 
e) Ol!te ~~~------------------ti_,_,_.-_;;_;;._~~~~~~~~~-~~---·-. ; 11~~~!!~:"'-'_' ----------! 
f) Qzte olk\m.iss!cr. ~!!" ~~ c' e1mi~!:~>fl Use #m'l'-yy rtirmat 

~: ::: .,r!)~r_-,-,-,.,-.---------------------+i--::::·:~~1iB:~:~ -·- -----·---·--·-·-··--·--~I ~:: ::;,:-,..,,,--,-,------------l 
i.__:____----------------------4-----··------ ~ ______________ ___, 

i) T~e I :"!~ t'!"!.' !:'! Dt~!:lia·i.:~ '-~ htnnl"!' 1-:>rrn"t 
L"----CC'-----------------------'1'-,nd~=-:,f~;:~~-OfO-;;tJ~~;----------- ,I l'.cli: \i;e-M-. -,-, ,-,-,.-,-----------! 
~vpe_uf Adrnir-sion . .....,,1: '11'" v ...., ..., "" 

~;:klc.___:ff_:M:::':::":_m:::'tyc.__ ____________ __,: _. ___________________________ ___; _____________ ~ 

l Oa!9 oi riellvery E; .. :c;r D.J!a ~~ i)e~.~:..,· ii matun\l~i ! 1J$8 dd-rr.m-1y lanna\ 

l G;a,'ida Sl:l:~s Entar \ira~ida status 1i r.ia!err~ly Usi: standard format 
'------------------------'------------------------------'·---------------~ 

I) ~ialt1s at lime of dlsd'large lntilcod stat:~ of Ll~i.:t:m 11\ time ..:·I •.ii;;chsrge 

Ml Tc:.tl claimed amount 

•I 

SECTION C • Ot.'fAIL~ OF A!L~ll!ENT DIAGNOSED (PRIMARY) 
----~-~------,-_ --'---~~---~----~~--l 

ICU !:l Cude ! 

Ackli!iouoi Ui11g110Si3 E:1t£:1 t.:ie ISO ':V C\.'d" imd dc~~:ip\lcn ol lhe addillom:il diagnosis Slalldard Fo'""'41! and Open text 

SU:r.dard Format and Open l8XI 

b) ICO 10 PCS 

Frocedure 1 Cntttr ~e iG;) 10 C<id11 and dDSCr.pUon o! lhe llrst procedure Standard Format and Open text 

.___ ___ •'°""--'-''--'------------------l-E-"-'-~-~c·,_~_o_:o_e-0_'_'-'-'-"'-•_''-'-""'----""'-'-'-""-"'°""---'-'"-'-'-''-'-~i-'-rn_,_·'-'-"'-'-'-'-'-''-'-'-'-Ocpe_o_~_rl ______ ~ 
Proce<iure J EritCt l,ie lf.0 10 c:;.:,,tn 11llrl d11sc1ipOOr: or lhe third procedure Stmc.'urd Fo<mat and Open lexl 

~---~--------------1-
L ___ c_, __ .,_:is_,_,_,_"_'_'! :!_e_·~---------------'-[:'l_"'_·_'c·~ 1e!<i!l'; o! th~ p~m~ C.pen text 

c) Pro:--mithoriza:lon obtakled hC::::ii:i wt:-;'."?r ~;t·:1\i:tcrlz;;t'o::;; -:btainad Tic\ Yes er ~lo 

d) I A.~ ii~:ted by TPA 

l----•cl __ 1_1 •_uthorlza. t~o by"""""' ""PH•t oo\ ob~lood, •"•"'""I Eof." \""'' f.,- •.ot ''''';''"' O'>-"''"""'''"' ""b" j o,., '"' 
f) Hosp:tnl!zatlon d:.ic !.: :tii'Jry indl.;a~e if ho·>pit<·lizalk,n l, di.:£, ·to lnjur/ T!Clc Yes or No 

Cause !::1.'i:i~·-,"--u-,-,-,.-,.-b-jc_o_· ___ ____;____; ___________ '11-r.-icl<_lh_•_rig_h_t_Oi>_U_o_o 

U ~~jury due to substance abuse/alcohol eonwmptlon test ....,.,_\ h lh 1 1 ~ .......... _.. 1.,.k. Yes 
0

,_ No 
L-__!£1X!uct~-""''"'"'""~"'""""'"""''------------'-•-N•-;ew s er es __ ~_-_"_"-~---------------1-----------------------l 

Melf.oo len:J lnd~}e wtie1her ln)~ry Is ml!tfk:o lllgal Tick Yes or No 
'--------'""'"'-"""-----------------'-·-'--- ----··-·-----------------+----------------l 

Repcsldd to PQl'L:e ln.f.c~:~ whe\l:~r ~~~i! iei;-crt \'HS filed 

FiR !Jo. En:e: ,firs: !;:r1Jrira~i;n ro;iort Ill.Imber ---------------l-----'----
Er.tcriar;son for no! rq:crt:r:!; !J::. ~ol!ce 

SECTIOU r:1 - .::LA\M DOCUMEflTS SUBMITTED-CHECK LIST 

1ici: Vcs or Mo 

k. iss~ ~y pnllca au:tiri:IM 

Open text 

lncllcale which supporting doetSllenls are submilled 

SECTICrJ E:- DETAILS IN CASE OF NON NETWORK HOSPITAL 

a) Address Enter1!the luR postal add1sss lndude Strec~ City and Pin Code 

b) Phone No. Enter;lhe phone number of hosoltal Include STD code with telephooe rvmber 

c) Registration No. with S:a!O Code Enterjthe registration numbe1 of !he Hospital oblalned from local body 
\llte c\tv Co,.,orn~on / Munici""ri"• A$ a/Joea!OO by !he City Corporation I Municipality 

d) Hospital PAN ' l---'----'---------------------1--E-o_ta_'L!•~·~pe-nna_nent accoont numbe1 As aDocated by the Income Tax Oepartmenl 
•I Number of Inpatient l:Jeds e----'---'----'-'--'--CC'.C:.C:CC:.C:-'-------------L~E:':":;r:_lhe r.umber ol lnpaUcnl t-ecls Digits 
n Facilities a•tailable In the hospltal lnd~te faolities avaDable in lhtl hospllal 1lck the righl option. lf others, please specify 

1--------~---'--'--------L-=::!. 
SEC'flON F ~DECLARATION BY THE HOSPITAL 

Read dodamt!on carefully and men lion d3!e On dd:mrry:yy fo«nat), place (~pon text) and sign. and stamp 
! --'----'---~-----------------__J 



To. 

A0 }:{~:fl H:c•t'1£-:5ha 
1 

Authorization Letter 

Health 
insu,ance 

~ r::J t,_, 

Done : 08/jJn,. ~·.o I :-; 
__,...QRG HEALTH CITY (5526588 I) AL No: 80236780-01 

G 

Q 

PLOT NO-l.SECfGf\-1 GA1·18EDKAR MARG. 
Fa1idabad 

Faridabad 
1:,1002 

In reference to the Pre-authori7..ation Request submitted by·you. we hereby authorize and guarantee payn'ent up to Rs. 60500.00 ·rr.e 
autrorization details are as under: 

r;::~:~ ~~corn·_"_'o_d_~--t~-'n_n_·_·-+,-~_:.:::_:e_2_5_6 _______ ---_-_-·--·--------·~--~-~~----_-_1j..·~_,_:Q_i~_:_~_n_:_i ;_a_~,_~~-~-·c_n ______ l60;f~;-~.~~-·-··~.:-·· 
llr-.ii1al f;.Ui.h~nzed l.1m1t 1 90000.00 Patien;: Narne --------'!_ li'!EFJ:~-~:.-~~:_E.Si-_!\A//·.~'.~-- J 

~ P:·err1::.irn jo.oo Total SanctionedA_m_o_u_n_t ___ ~j6_~~~o_:~_ ·-·-· _J 

I) KYC documents i.~- lde"tity Proof/Address Proof and Latest phote- of tt-\e proposert.:i be sent if bi:I estimate is rnon:: than R~. 

1.0 Lakh. 

2) If the hospital bdl is estimated to be higher than the i;uarantee of rnymont. the odd•ticnal arnour.t wo·.•ld need to be sanctioned 
by RHlCL 

3) in absence of such additional guarantee. the hospital ·n1ust coHect the excess amount directly from the insured at the tirne (if 

adrnission or prior to discharge. 

4) The hospital bill summary and the detailed final bill vi.;11 have to be authe-11ticated with the insureo's signa1ure.Tnis along v:ith thi:

5) 

6) 

original discharge surnmar/ and investigation reports:v:ill have to be :>ubmined to the cornpan;. 

Please collect an undertaking from the insuredlpatier:1t for submitting his/her docurnent.s to RHICL 1n orig1n.:il. 

Ch.?rgcs for the fcllov.:ing miscellaneous services mui.i be collected dirf:ctly from the patient : 

fa) Registration charges ! gl Ch.::rges for T v. Laundry T el~phcne f a.x etc 
L.:......:: ____ ~----------------- -+''----''------'-------------------·- - ..... I b) Attendant I Visitor charges h) Food and Beverage for attendance/visitors 

-!--'------__;;_---------·-------·----- -. -- - -
~~-.;_l_A_rn_ • .::bu.::1.::an_c_e_c.:_h_arg_.::.e_:s_u_n_le_s_s_:a_ut_h_o_n_·z_e_d ____________ +i)_T_o_i_le_tn_·e_s _______ -------- ----- ·- __ 

\ d) Nursinz charges not authorized j) Medicines not related to Treatment 
",-----~-----------------~------+--------
: e) Service charge.s k) Stationary anci othe; cha112_•_'----------·--

~ Charges for extra bed I 
--'------

APPROVED AS PER PROVIDED DETAILS,?, AGf !£\l HOSPITAL lAP.H RS 700/- DEDUCTED FOR NO~l-l'AYAP.j f i ;1 r~t, 

.--------
For Religare Heatth Insurance Company Ltd 

/\i..:tho1ized Signatory 

,_. - 'r-

Jili www.religarehealthinsurance.com 
'-; 
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.. VatueJ ina1 bind 

. Health 
i Insurance 

Note' 

• This .:iutho•".z;:it:o., is ""'!ic' fo~ i!.d:-.,;ssio" withiri 15 day~ fl"'(.rn trt~ rJ:>.t ! of issue 'Jr e·.rpi:·y I caricel!ati<:in of the potic:; \•chiche-.~:- is eJ.rlier. 

The avthori1ation will not be valid if the patient is discharged bt!ron: the da~e of iss•Je of rhis letter. 

Co p<i.)ment arr.vur.t ""'i!! be ;:o::ecti~d from insured. 

Claim Senlement will be as per <:greed tariff structure bet>Neen,RHICL & ti1e hospit<l.i. 

This is an initial approval c.nd st.ands cane.el v:here Misinierpret.ation of Facts is noticed. 

All payment to hospital will be subject to deduction of tax at sou~:e a.\ per prevailing government rates e:<cept where NiliLov.' TDS certificate~. h;i.·(' 

been prcv:ded. 

Please ;ate th.!T hospitaiization for Treatment. of foiiov'ltng'.o::on:iiti::>ns i~· r.c·t .i:iayable: 

:) !n\·C~:?alion a,-,d Evaiuat·on. lnfeitilit), STU. Jdf-infii.:tcc ln.iury. condit;on:; caused by use of alcoi1olltobacco/incoxicating drt.:fS 
al'1d oth~·'5 conditiof'\S as per po I icy tE.•:ms. 

11) Reiigare Hear:..h lnsuranc1? Company will n.:;i~ be liaDl:e in the ever:t of an:-- discrepancy b1~t'Neen the iat.\.S presented at the t1n1f! 

of admission & at time of ftnal discharge docl1mentztJon 

.4.nnexure i 

I 10316227 ' NEER.U M'\HESHWARI 

Hospital ID 55265881 Policy Owner Name MANISH MAHESHWARI 

Date of Admission 07-Jan-2019 i Date of Discharge 08-Jan-2019 

Total Approved Amount 60500.00 Claimed Amount 61200.00 

-29500.00 0 
I 7 --.w·D·' 

I 
00.00 . I , .ooo:tol IOcou~t ,not to 

' be collected from Patient) 
~-----------;,-----0-.""v-v----,,-, To!',1 n'°'v"uct1'nnc UnPaid Pr:2r..iurr. .... _ - _ ~ 

0 Nor: Pay.J.b!c !tc;T',:; • 

700.00 

,. Annexure 11 

Particulars Reason for Deductiorj1 Remarks Amount 

Medicine and Consumable Non Medical Expense's 
! 

7001- ADMISSION 700.00 

charges ' CHARGE 
' 

Total Deductions 700.00 

Jf1 www.religarehealthinsurance.com 
\, 
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bl~T OF OOCUfv'ENT5 REOUIR!'D 0 0R SE1TLEMENT OF HOSPITALISATION CLAIMS 
-·-··--·--- -- - -·· --·- ·--· .. . -------·· ----- ---- -

1. FOR CLA;rJHNG HOSPiTALiSA"r!G1N EXPENSES 
~-J=~-~:~;F~~~~~"EE:RT=~[);~j-~~QMP~~2·_~i~-~~-0~-~!"-_-_~-U-R--E-:-t-~-O-N_T __ ~-E-_':-:!-~~-2-'=--,R-~-B-E_D_F_~_R_M_A_T--n-_ -R-IG_l_N_A_L--------J 

~ CL-"i'1 FORM -PART B: DULY COMPLETED AND SIGNED BY THE HOSPITAL AUTHORITIES - ORIGINAL 

l~-1 .~.Dll!l;::-;3iON NCTES --(.E:;T!F1f::{) C0FY 

r: l ·-·-.~ 1 ~ r "n x--,.-..·< rO"Y _.::.__j . r· . • H...' _., 1:-'.l.. •• !:.n\.', ,J •:-

G 1~~=7EF.R.\L i..Enl:n., I.'- A:JY. "(0 HO~;prr!.L- :::~:RTIFICD COP'( 

H Dl:!"AlLED DiSCH;..J\GE SUMMAE'( · GRl(;li,Ji.;L 

DEA.TH SUMMf\R'f {INSTEAD (.Jr- D1.3choi'g-,-,c5:~u-m-m-,J-ry7)-IF~-~p'cA~T~IE=-NT HAS PP..SSED A'NAY DURING HOSPITALISATION -
1 

. ORIGINAL . 

'JI lt>l\/ESTiGATll)M REPOR rs - iN OR1GINAL- FJR IN\r'CSTIGATIONS DONE DURING HOSPITALISATION 

~ 1i1STOPAlr!CLCGY REPORT. IF Al·J'f. ;H :)R.IG:N.\L 
>---------~--~---~-----~--------------------------l 

L Ct::RTIFIEO COPY or OPERATION THEA:! RC: (Qi) ~l~TES - ;J\'HERE SURGERY IS PERFORMED 

M lvlLC r;:EPOi~T/ FIR FOR ACCIDENT CASE::-3 -CEF\ T:i-=IE:.D C.:CPY 

N S'~iCi<ER FOR THE IMPLArJrS USED - O~iGH>JAL 
--~--~--~~-~~-~-~---~---! 

0 SUPPPUrtT~NG lN\iOICE. FOH THE IMPLANTS USE.0-CERTIFlCD COPY 
~: --------~---------~----------! 

P \ HOSPilAL t·JIAIN a1LL. - or:1G,'N,t;:_ 1 

0 I BREAl<-UP U:k fOFi THE HOSPITAL M/,!j'J BILL - ORIGINAL 

--~--------------------------< F< [.[l AJL[D G.l;_l ::on: Ti-![ :~Or•/./\Ol·,u::-:SiE.1_13 AMOUNTS (.;f)l.LE(:'fED FROM THE PATIENT 

s I :'ECEJPT roH rHE 1:..MoUNT C'JLLEc·r:=.~J .:-r.:o,•,1 ~·~1~ PATIENT 

T 1 RECEIPT FOR rHE CO-PA'{ COLLE.CTED'.FROM f_H_E_P_A_T-IE--t-~T-----------------------1 
--~~----~---------~·~------~------------------------! 

u I coPY CF THE PK.E-AUTH DEN!Ec LE11E:F~. n: ANY, FOR. CASHLESS DENIED 

V-, (;QNFIR.MATIO~! FROM TttE HOSPITl\l F~~R !~ON·UTILIS.l\YiON Of CASHLESS FACILITY, IF CASHLESS SANCTIONED ------------------r-
w l'RESCO:IPflOi'IS FOR MEDICllES PURC;<ASED DURING HOSPl1ALISATIOI< 

y / !.!.:iT OF 3E.:.: .';UB~.li ~ l ED V-.T:r; Tf iE Ati.;ouf.'.T U!·~OER Ci\C.i l ua.L 

I !JOCUMENTS FC•P. NATiONAL C.l.~CTRCi\ilC PU"\D TR;..NSFER (NEFT) 

NEFT FORMAT 31\'ING DE.TAILS OF'.BMH( ACCOUNT CLAIM AMOUNT TO BE TRANSFERRED I ... z I b. A copy or- THE PAGE OF BANK PAi;s BOOK CONTAINING AJC NUMBER & NAME/ ADDRESS OF AJC HOLDER. 

I •::. A CANCEi.LED CHEQUE FOR THE A.~OVE t ... CCO!JNT IN TO 'fJHlCH CL;\IM AMOUNT HAS TO BE TRANSFERRED 

M I COVIORING LETTER STATING YOUR <~OMPLETE CURRENT ADDRESS. CONTACT NUMBER AND THE. LIST OF 
DOCUMENTS A TT ACHED ' 

P..B I ANY OTHER DOCUMENT THAT THE CLAlM PHOCESSlNG TEAMi TPA REQUESTS 

2. FOR CLAIMING PRE-HOSPITALISATION EXPENSES 
a CLAli\·1 FORr\~ - PAP.TA DULY COi'/1PLETE,D ANO SIGNED 

b OPD CONSULTATION PAPER. IF ANY -ORIGINAL 

C CONSULTATION BILUCASH RECEIPT. IF ANY 

d PRESCRIPTION FOR MEDICINES PURCfjASED PRIOR TO HOSPITALISATION 

e PHARMACY CASH BILLS FOR MEDICINE\> PURCHASED PRIOR TO HOSPITALISATION 

f INVESTIGATION REPORTS - IN ORIGINA(. -FOR INVESTIGATIONS DONE PRIOR TO ADMISION, IF ANY 

g CASH BILLS FOR THE INVESTIGATIONS flONE PRIOR TO HOSPITALISATION 

h REFERENCE LETTER FOR INVESTIGATl~N CONDUCTED PRIOR TO HOSPITALISATION 
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i j G·".:'C'l)f.·'F:HTS f()R N.:.. T:Of·if·.t. ELf:C:TF"C·qi('. FUHD TR;,N31"=ER {MEFTI AS IN ITEM 1 - 'Z' .A.BOVE 

j I CO\i=R1:...:G ;_ET7EP. .STAT!l-IG ':'GLiR •::OMFi_E7E CURR:::!-IT .ADORCSS, CONTACT NUMBE:R & UST OF DOCUMENTS 
AT"fACHF:i) 

3. FOf~ CL;!~~~lli'~G Pos·r .. J·-1'.'.JSfll-tAL:~iA TIO~J EXPENSES -------- -------------·----
a CL/-.),\1 ;:·u~-(~-~ --PAF.:1 .A.1)U!.\' COi·APLETEO A~~D S!G~!EO 

- ----· 
b cr·D CCi·lSULT/1;:·10r·! PAPt:r.:. IF .1\t.!Y -CH1f3.:·!,!,L 

--·-------------·---------- - ----- -------- ----- ------
c ((lf\i-[-,lJl,l ~.T\Or·I ClLU r:: . .:..sH REC~l?T, !P At~Y 

------- -----
d ! t'~~~:;s-:-.R::-=-=·1c;..j r-c:~: i'~1r:o;c;:-1r::> -:.:;1~Ci·{f .. :: r:c . ~·C·ST-G:GG•l :t.~13":: 

----
e t-:·U\!-.r.l:-:.:,:•;' (·11 ... L~..; FOS !·iiC::.Ji,-::!t~SS F~r-\.:'Hi~• .. :;E::.• -P•'.;ST-GISCrtll:RGE 

- -
f l."JVE'..;T:C.t>,T!CN P.E?CRT'.3 · P\~ CRIGi~~A~ -FC:R.1i~YEST;GA1lC·N3 CONE:.-PCST-DISCl-IARGE. ti:: AtJY -------------
g c.1 .. st-: F..!LLS ro~ -~HF. :;.r./E.3TU.; ... "'..T!ONS 00.'li:: - FOST-GISCHARGC 

h REFEP.f.i..:i:::: l.ElTER FCR 1~-.!VESTIGAT10t-J CONDUCTE0 ··POST-DISCHARGE 
-------·--------

i noc1.H.:'.Er-r•s FOF ;-;;. T\OMl~.L f:!_i;GT-::;'Jr..:r(: -:u.t·JD TF.Ai"i"3rER (~lE!=T) AS IN ITEM 1 - 'Z' ABOVE 

j I G<)VER.ING 1_f.TfER ST.6.T!NG YOUR COMPLETE CURREr<T ADDRES!!., CONTACT NUMBER ANDTHE UST OF 
Ot)(:tlf11H:.NTS t..TTl,(:Ht:O 

4. FOR i-i(!SP1Tf .. ~S CLAli\~ifoiG CAS~:!LEBS HOSFlALISAT:ON EXPENSES APPROVED 
A CLJ.!M f"()[{,\,j -- PJ\R":- J.1: DUL':' C8IJ1PLE·rcu S'f ·:-HE IN~UHED ON THE PRESCRIBED FORMAT - ORIGINAL 

5 CL;IM FOR~··· -· FAf-\ 1' ci: DU1... Y C0f·,;P:.E1 ED A1·:~: SIGNED SY TrlE HOSPiTAL AUTHORITIES - ORIGINAL 

c A[;,~1\i.SS;CM N~)TES -GER";"lf-:!:.O COPY 
---------·------------------- ---------------

c TP.l\ !Cl ('.,i:..,R!.) ·-Yf.P.OX G()Py 

E P.i'I~' cr11-1::.r~ lD PEC..!C•F LIKE VO-:"ER !DI t:V i::hSSPO'.=:T ETC. GCPY 

F ADD=:~:".SS PH')OF - GOFY ------ ·---~--- -
G FrH:-/1 .. ur:.-ioR:S'.1\ -:·ioM i~Et:':Ui:.:rr If-' OP.!G!\J..!.l. DUL'/ Sl3l~ED BY Tl-iE "~~3UR!:.'J ·'~iD THC HOSPITAL 

H Pr.::::-.r.UTH.:JR1$1l T:ON .'\Pr-·nov..:.L LETTE~: (;(;P'1· 

I RFFEnR/\L LETTER. 1r- i~J.IY, TO l·!QSPIT/.i.\~ ... Cf.:RT!FlED COPY 

J C·f:Ti\!LED 01.SGHARGE SIJr~1M/,RY · Or.IG(":/ . .1_ 

t; I DE' .. A.TH SLIMMA~Y (INSTf.A!) OF Discharge Summart) rN CASE THE PAT!ENT HAS PASSED AWAY DUR!NG 
HOSPITAUSP.Tlf_lN - OPIGINA.l 

L l/'l\/t:.STIGAT10i~ aEi='Ol<TS - 1~; 0Rh3JN;..L 1-f-OR IN'iESl"!G/,TIONS DONE DURING HOSPITALISATION 

M HiSTOPAlHClLOGY REPORT. lF J\rJ'(, IN (}R.lG\NAL 

N CERT:i-"lED COP'( OF OFEHAT!CM THEATj<E \0 f) l\!OTE:.S -\'iHERE su1:.:Gt::R'( IS i>ERFORMED 

G MLC R.EF'ORTJ FIH FOR ACCIDENT CASE~.·- CERTiFIEO COPY 

p STiC;-:t:F.. FOR THE l~JiPU\~!TS !.:SEO· O?.:GlNAL 

Q SUPPPORliNG JNVOlCC FOR THE :1\1PL/\!_frs USED ·-CERTli=!ED COPY 

f; HO:..ISFITAL ,\'i,l•.!M 5'.LL - OR!G:N1\!.. 

Sl BHEA!<.u;: 8l~L 1:01~ fl~E HOSPITAL M.0.:1':1 31LL .. OP.iGIM.~.L 

DETAILED 81LL FOR fHE NON-ADM13SiBl~E Alv10U1~1S COLLECTED FROM THE PAT:ENT 
-·--·---------------·------·------------------------------

u RECEIPT FOR THE AMOUNT COLLECTE~· FROM THE PATIENT FOR THE NON-ADMISSIBLE AMOUNTS 

v RECEIPT FOR THE CO-PAY COLLECTED FROM THE PAT!ENT 

w PRESCR!PT!ONS FOR MED\C!NES PURci~ASED DURING HOSPITALISATION 

x PHARMACY BILLS IN ORIGINAL FOR MEDICrNES PURCHASED DURrNG HOSPITALISATION 

y LIST OF BILLS SUBMITTED WITH THE Aw:ouNT UNDER EACH BrLL 

z ANY OTHER DOCUMENT THAT THE CLAl,M PROCESSING TEAM/ TPA REQUESTS 

liQJl.;. (1) YOU SHOULD SUBMIT THE ABOVE DOCUMEr~TS ALONG WITH A COVERING LETTER (2) IF YOU A"-E SUBMITTING PRE &/OR POST· 
HOSPlT ALISA TlON ClA1MS SEPARATELY YOU SHOULD SU3MIT THE ClAllvl FORM DULY COMPLETED (3) ALSO SUBMIT THIS CHECKLIST 

. I 
' 

N 
"' Oil 

"' 0.. 
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CLAIM FORM - r-_;,s_; A' :~1 'CL./·.lii! f'Oh~l FOR Hi~i..TH INSUr':.ANCE f'OL:c:es OTI!ER THAN TRAVEL AN~ PERSOl~ft}_ ACCIOENT. PART A 
TC1 BL F!!.LEiJ e·,· Tl-IE IN5 1JRr::n {To b• Filled In btocli: letters) 

DETAILS OF PRl!Al.RY JNSl!REC: ·----·-------· 

I ·•-·"OClOCJOOiJlJCOl!COODDDCOO ""'"'"""''~· OOOOuCJDCOC 
<)-TPA~No DCJCJO!.JL"J[.JLJ[JOOL~i[JlJ[jCJCJ 

·- ODCC~uc~~DDDCDDD~ODDGOGmDDGmG0mmoG~~0000 ~ 
.,.-.. DuDiJOCJCJUU' !UL!UL..'f.JC:!i.JuuOODODDDDDOOOOOODDDDDD c 

r1rr[11~01~ro·~c,oornnnn-"or1nooononoonnoooooooo·o : ... L.. ·-· .............. J U U-~--~Li . ...JU u <...J Uu 
=u1~uuL.OuDDuuuuuDDuuD-uD1-1u-uDDDuonooooooool 
f'ri~LJCJDLJ'.JO =.-.:mfm·[JCJ~j[~JL:JDDO[.J[JCJ(Jctniflli:[~=~=~===---=:._-=------···-

-------~ 

DETM.SOFIHSlllU.'CC.!:HISTORY: --------··-----'-·- _ • ·-------------

•)~~~"~O"'tl'!.111:jrJll:m!~.111110::T.".ee: LJY .. 0 Ho bJOll:tol ~:rr~'llGIUITot1111oi!~T.Lns..7mnc:o'li'!".:;:::.or&U;GJ[.U [ill!] wW0GJ 
,, ..... --.·~·OOOilCJOOODOuuDD ""'1""- DODDOCJO[J[J[J[JOOuOODuDD ~ 
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•- D00@~~8S~~ODDD088GGD~8~~DDQD~GODOG0G0000 ·. 
b)Gend• >.W!. 0 Femalll [J tfAGt<yMfS ~GJ Yonl.'1f G0 df!JUc?tliir:n /2]0 QGJ GJ[DGJGJ 
•}~l;l?::.r.a1yi·.!~1~: S""' D !'?'hlHO ~ 0 Fl"·"'". 0 ~kllt1u 0 ()11>$; o(l'IPM~1-.edlyl 1::::.==~---~------, ii\ 

l)OtaAtlOll :::~O s."£"'f-\cy(ld L! ~l.Ae-~o s"OO!l'll o Rebred o Otr&" 011>11a"'s1>11Ci,,, r--·==--==-==------' !l ii 
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OECL .. O:.\,."rlO~ ll'f mt: ltJSIJRED: 

I he!ll~Y ne;J11.m !.het th~ ln10rr..a1:u11 lu~nis.hed lt1 thu dalm fo:)rm I!< lf\M <l :,.,rr..,.:t » : '" l:"'lsl I'· ~•/ i.r.:w1l1>:lpe l•l>d h.1fef. If l h3\'l!l l'M(ie w~ f:>~~~ l'.l~ •;nlfl)ft Btl'lle1T1enl sup~ 
or cor=:.ler;t of 11n~ rl\lltarilll r.ct with resoect lo '11.:~:-J't~n.; i;.~.:. 1 ~;- ,.; -:-,,. 'u :1 • c-::r-. 'T'"f .~~:•th t!:1t•:1 t>!'rn:1-n:?r,;r--.1 !l!ln!! 1:1'1 lorfe!Wj, I abio oonsent & authorize TI¥./ 
l~::i-;;::- ';:;:o.;::;:','j, :: .:e.-::"i; -;e,":";:~::.•y ~~.'::::! h!ti~:::rt.!cr. ! dc::-.:-:'lt:'":l::'.: ~:r.· imy ;:;~:-µl~r.! '!~~.-~! !"re.~~r.etw~ ~e~ :::~n'!l':::d er. !ha ~.::l"'.c:-. cm::·.t! vt-.cm th!s cl:lm b made. 
J hemt.1 tlv~ra ::o~: l !",;.·11: :~..c!"..;-..!t>:; ;i: ~bl~ I nice.I;;~ 1¥ Ill::• p;1r-....G$111 cl !l".!s c!tmn !. l~.;:-:. ~•!J :...:: ::io :r.;sk!nif ur.:; auo~lem.,'1l:iry c!i'l!rn axce;i! t,";,1 ~1ul;>0st-ho.5pltallzallon 
$Irr, l1 ;J;i•;. 
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I ·-------··-=1 i 
---------------·- ··- --··- .... ··---------·--···--·---------

.------------------------------------------·---------
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.... ~~-"-".·''·-'~-''-'-' -----------------·--·-.<_.c11:L N":•Jt;.-;•fori ll~ t:~l
1

oZ:"t 
1--''CJ __ ,_,,,_._,_o_r.1_. -----------------;--[-•_\~ 1111.1 I•.•~ Co'<l:<it ;.;:k)fn$~ 

r-:c;-c:-:-
0
;-:c11""-0----------------_J :~: :::~:~:~::;c:tf::~~t 

'3Cr.no.~ 0 - !IE1'A\i.!i OF i-!l;•S?~TAllZATION 

'c .cl\ :."'i•J 11\!h! t,pl'.ori. If Othfl,., pleaSlll spedfy 

-.c;.; I!•" righ: avtin11. 11 "thflrs. oleu" specify • 

l;;ciUo.-:.G Sm-< 1. C:ly a11d Pin code 

irociu.Jo STD cude ..Ntth teleDhone numbet 

r------~---~-----------~---·-~-~=~.:::.::..:_:!:T,\!~!-=~:_~~ --···---------------------------! 
.._•cl __ o_,_~_•_•_o_l_f_••_•_o_0•."-'-""'~'-'-~-'-----·------] l.nt~~~_.!;_l~~"°'·''e'~""o'c""'"'°.""c''~'~'''""~"'-----i--''c'c"'c~~·c<cCco_~_•~~:-••"P"•-"'-•-•-•-~-)~----1 

b) Clt~'ll !l:J;· DomlclUary Hospimllzallon , mdll;:.1t11 Nht:\l" • .,: :..-tair:. i:s rur t!:;1mi:,:ilia11 hotpltallza:lon fie). '1'.is :i: No 

1-''ol_coc'c~c•c•c'c';Lo=m='='="m1.::..en::.c"c'c'c"c•c• cdactcmc'"'::... __ ·_· =====-·-__.l_c __ ,~c••,. -'-'-"c'.°'_··_,r,_: _ • .;_,·_-,_1,._,_._,_:·J_'·"·'ic• _,._:,-_··-'-'"-"-'-'-'-""-'-'----+ In rupee• (Do l"lot '"ter ?•IM vft.Ntl} 

.._•_l __ c_:_arn_,_~_'•_=_._"'-"-''-'-"-'-"-"-'-'-..:_;_,~_,_L;_,_: -·--·----- i lri~~ whi:I'. Jup;:.c.1Hf'g docum1mts are submitted Tick !he righ: option 

SECilON F • DETAILS OF BILLS ENCLOSED 

lndieete whlcn bill• era encloaad with :he amc;unt In '1.l?&es 

SECTION G ·of.TAILS OF PRIMARY !NSURED'a BANK ACCOUNT 
>-------------,----------- En1.1t Itta permaner.t =ount numt>uf ;... allotted by tho Income Tax Depar\'nerd 

-·-----------t---,-c-,-;:--------1 •) PAN 

b) Aoc;ount Number Emaf ltul Ba:ik &ea1un: llllmbe• ~ allotted by the Benk 

•) Bank Name lll'IO Blllt1ci'I em~ the S.nk neme ·~ wllh the br8nch Name of the Bank In run 

•) Chequa' OD payable dslaitl Name ol lhe lndMdual f OflJllntldon k'I ful 

0) IFSC Codfl Ent.If lh11 !FSC code of the Bank branch IFSC code of Itta Bank branch In ful 

r-----------------------'SCECC,C:flON H ·DECLARATION BY THE ltlSUREO 
Rud dederation ea:-.fvly end menlbn d2111 {in dd:mm:yy fnrtmlt). pbCfl (c~·en :Oc!) nnd 1'ign. 



Q 

Q 

CLAIM FORM - PART B 
"!'"C• BE FILLED IN BY THE HOSPITAL 

Th• b:!'l!'l of thl:! F om1 111 fl')f to ts !nJn;n a1 an ad1nl!"!!IC1n of lh1bl!lty 
Fl•a3e inciw:ie tiie ori~lnal pr9auihorU:atlon rt!que:st form in Ueu of PART A. 

~~~Q!;!'J~=-·-·---·-·----------··---------------··-·--·--· 
., .. ,,,,,,,,,,."" :=:o:::Jc-:cncJC.!OOCJCiO[j[J[.JCIOOODOOi'lnOoooooooooooo u 
a):~;-::t:r.;:: OOi.JO!lOOno qiyiMoiHc;~i~1! "'61~.u.~:o tlonNel\\or'I;: 0 \if.1onr·et1ot•r'(r,1$$:!lonE) g: 

·-·~~h--ucou8coocooonoo~ooo000uooouoru8moGG0moi 
''""''"''" ~"""'"""'·"'''",""" 00000000 '''"~No.00000000000 > 

DETAl\...S OF THE PATIENT ADMTTTED D 
•-·~·- OOG0000000DDODCDOO~DOOB@OOOOOB000GGG00B 
b)IPP~::"onM;r."bw: OOOOOJJQQ c1G6«1er. i.1aleiJ Ft1111.W 0 d)Agti:Yu•l CJE'.:J MJ,11i'1@[J n,lDa:.of~~·:;i!Dj ~0 0~ ~ 

l)D•~.:~~io~: ~i1l f~Gj ~0 ~1rv:-..: L~\~ LJ[:J li'."'.l..-:r~~D·"-"13tgt: QGJ EJEJ 0L!J ijllme: GGJ ~~ ~ 
j) T)pe olMn'JNlon: ~ 0 Pllnnad 0 03)1 Crte 0 U.mrnity 0 t) It 141uf:liry q 0111 cl Oet.·ery: @[B 0 El [!] GJ "I Gmidl Stllus:: 0 0 0 ! 

m;To"'o>~.>l~M 0000000 

~~~~~~~-"-:;~--·-·~~·----~·----~-· 
I ,, 

'·°""''."'"" fJOODCOD 

'·"~'"'"·'' CJOOOOOO. 

'"'"' uuu 0000[][]0 

Cl>JM DOCUMENTS SUBMITTED· CHECK LIST 

0 :':"o~T.FJ1111t~1;:~ 

D Ot;'ra1Fl~lhe~n19l..sl 

[] c~n o! !N1 rn-t1•.~-1:>~ ep:;1 .. ,.; itlw 

0 C<IF)' ol PMlo !O C31!1 n! !lftM'N V~:lf«j b!' ~lpbl 

o-""""""""""'' 0 C~J.-i:~;~ ~I~~ 

0 1-'.upit:llmailloi 

0 tt::lsPlllbr9ak".lp~ 

ICO 10...:S 

E
-----------1 i 
--·------.'--·-·---i i 1.r.~.;:o ~: 
----·---~ ' 

1· -_--_-=] 11 --· i.Pte";~1: 
L _______ .J I 

uCJODOCO L-------1 L. ______ _, 

0000000 

0000000 E 1 I •. .,~n, 
.-----------------~ 1--------·-I I """"'""""""'' >--1 ___________ __, 

Ovn 0No '''"""""""'°""'""'" O::JOOOOOOOOOOO 
I ··---·-··--·------

'--·-----------------·---·-·--'--·--------

[ __________________ ~ 

0 ·-~;.,,l •11purio 

0 cr.Wt.t1SGIHPE;,-,._~jlllo."lr0illfli 

:J (';xt:Jr'1~t.·ulO:l•"9k~~-M 

CJ ECO 

0 '~'"' 0 W.C"9'1'1S&Pobf!R 

D o. .... ""111~1nnh(ll,;ai...:.,.!:dk3il.'r 
D A.'rJ ct=r. ;m.:r-.e :r-dY 

_•o_o~~~-':_E_ET_A~!.~N CASE OF NON NETWORK HOSPITAL (O{'ILY RL_L _•N_CA_•_•_o_F_NO_N_ ... _ETW_o_•_•_H_os_P_IT_AL~l ____________ _ 

g 

t!)ttJspila!PAll: 

LJOOODDOuuuODUDOuDOUUUl~LJOOuuouuuouooooo 
OOOOOOOuODODDOODOOOOOODODOOOOOOOOOOOOO 
~00000000000000000- 000000000000000000 
'"'"""000000 ,,,,.,.. ... pooooooooo ,,..,._""""'''"'""' 00000000 § 
0000000000 ,,.....,.,,~,..,,,._ DCJD O"""'•w-•'"- LOT Ov .. 0 No llCU Ovn D"" i m 

i I DECLARATION BY THE HOSPrrAL J (Pl.EASE READ VERY CAREFULLY) 

W. ~ Oad.lre :ha!ltl9 ~ti:.mi:Jnll 111ti'•a.Y:iMvm11t'~5.~11; ~" ~t'.-.Jwi kn-~ ..:-.a i'ebtl a' we t..-.-emada r.i lae ~ uMlie claWnellt ~~ OI Cllf'Olllmen!.cf ~ rnalMll fad. 
OIJl'li;nt~dltrr.ui>del:ti!sdai:'nst.dbllfoNltld. 

1 
• 

""' 
~~-------~ 
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0 

,--------------------------- -----------------------------~ 
GU!DANCF. FOR F!L!..!N0 C!_i~..,.~ FO~M • PART U (To be fl!led !n by the he-spl!L!.!) 

---r--·--------< 
o--------- __________________ .. _________ ·-·-· . -··-------- --·---- __L f~Rt.\AT 

3EC";'l;/i-.I A· Qt:Tt.:L!i OF HOS~ITAL 

i. C::cl•IW :>U::.;s I En tu.- G;;;vk:la s:.atus ii ni;.lt:rnii'I j Uui staoda~ format 

I) S:c.tr.1:-; ;tt :tme ot dischafl)& --·r·;,;i;~~;;~~~~-~,~~;;;;rt-;;ltl~.~~i~,~-;---~--,•-,-;._-,-"-.-,--,-,-,-,,-,--,-,-------------l 

I lndk.a~a. ,;,·~ ;.~ral .;1a,;;,t"J '"''1,;1.1,11 I ~Ir. ·r:.iva~s (Uo not c~\:11 i;t:SO values) M) To:o.i ;j;:i~'T.ltd emoun\ 

SECTION C • i.i::.i°.'\!L!i CF Al!.i1.!.':!IT ~!J'.Gi•105t:D (PR!M.'l.nY} 

•) !CO :JCo',-~---------=--=--=---=~-===.~1-------------------~----=:-.-~-,-I-_ ----------l 
F.i.T.011 Olayr~is I t;::ir !h.i !~D ''.' Co~!O " 11~ '~ 2~~;~::-i -,:~..,!primary c!iagoosis ! .)t;snd.;;;d Fonr.i:;i and Oytin te.d 

Add.~u•:<:i O:.ign-,,-.,.----------------1 Er:t111 U1a \CD 1l: C.;me H\t: ~;oipU.X: ol lhe additiol'la! diagn~ 3tantiard Format and~ 19xt 

'>:Orida;::I to1mat and Open text 

b) iCD ·:C :'C~ 

~~ 1 \ En;.,; ;;;z;-;c;;;~~ri;;;;-~;;iu;---r Standard Fonnvt and Opon fe.:d 

~~~~-- I- E'n!!:I !f·!t ICD ·-o Cc~e l!~<;! c~~riptlan of the saoondprocedure Shi:cia;ij ;c:i:!r.atand Open text 

P(l)(;(lf,jwe J E~·!!ff L~ :en 10 C'.r.lt> <ir.ri dP.~!'.ln of tho tt:ird procedure I S\a.'lli:i:d :=-:i:rnat lll1d Open 1ex1 

r~~:~~-=-·P::::i..·J·.~e - E'.".!!-.:'!"~~~;;;;;;;:;.;-------------·t C~P:it:x! 
----+-------------------< 

c) P1>:·.1t.1t:oi'iz:it!on obtalMd lr:!!'.:.:.t.1 wh":'~.::.- ::x.-riut.~:-... _,:;U:m r.~t?.lned J __ r._-,_--''-'-'_·--'-''------------< 
d) Prn-c·:'.""::'.z;t::-r. :~•;.,':':~· j f.,-.:r.r ~:e-'l•J'."i.~~:~:!!icri :w~~r j ~s ?."'1tte-:" by TP/\ 

~~a~~atiilnt!jr.~·o~~~~t:-_~~'.obtal~:.g~~~~~1!~-'~·:'.~~:~:~~~::':"'-'"JL·~~~~-----' Open~~-----------------1 
f) 1-k>Spitaliu:l:cn i:ice !O inicr; j ll'tJirat i .:f hm ;:ii'.alii.~!io.~ ls d11! t:· ir.tJry / Tick Yes or No 

t&t£e !::1fo:.:.:U. ;c.:.:!e :! ~~;ui i \ Tkk the right option 

II !11)'.lrJ due to substance abusefatxtd oonsumptlcn lesl 

i---,"""=~-"-~""~""''"""""""·"!hj;"""------------+-~·~-""-U~lt-'-''-'_1_~~:-""--------------~-'--a-~e:_~-~-------------I 

)------Fl_R_1_:c_. __________________ _j--=.:~i1r::tln:~,;m~~"l-"-'-"-'"-'_i.:.-_ .. w __ -__________ _,_'c"-"-'-"-"-·_'-_:.'_l'_''-'"-"-~_;,_,_~~-'-------i 
11°1:1: ~"1Cr.11d ::i p.1.~. i;.·~o! reastin i· [~:C: \"!2'1Cr. tr :-.:t ~;:c-11::-g to p::lioa Opan text 

r--------~-------~ 
,__ _____________________ s_e_c_11_o_N_~. w C'-AIM DOCUMENTS !;U3MITIED..C:HECK UST 

lrd'ale whdl suppotling docvments are sui>mitted 

!i~CTlO~l E:· CETA!l.S lfril CASE CF NON NETWORK HOSPITAL 

•l ,,_,, Enler 'the ful postal address Include SIJeGl City and Pin Code 

Phone No. b) l Enrer;lt.o ph<Jne number of i'io!pital Include STD axle Ylith telephone runtier 
1------------------.-~---',--~-~--~~~~~--c+-----------l 

Entar'\l'le 1eglstraOOn 11u1nbe1 of the Hostlltal obtained ffom local body A~ aDocatecl by the City CorporatSon I Munlclpallty 
fike Cit.- Corooration I Munidoalitt 

c) Registration Nu. with Stale Code 

d) Hospital PAN En!tt;the permanent aco:wnt rwmhet As alloca!od by the Income Tax Depa.rvnent 

•) Number ol Inpatient bed& Er.:&Gthe number ol lnpatu:nt beds Digi::s 

~ Facilities 8VIJlable in the OOspitat IrxiX:.clb! tadlitles ava!lab!e ln the hcspftal Tick the right option. 11 o\hefS, pktase specify 

SEC110N F ~DECLARATION av 'THE HOSPITAL 

Raad declilralion carnfulfy end mention dale ~n dd:mm:yy fcnr.at), plaen (~per. t'xt) and sign. and stamp 
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ELECTRONIC CLE.ARING SERVICE (CREDIT CLEARING) Mt1NDATE FORM 

For Claim under F'olic:y l'Jo -------------

1. (I\) G>.P.i,HOlDER'S NAME r·-·--1----·=r·--r-T·1·--T---r---r- 1 1 ' , - ___________________ ___J_:] ___ .J._.J_ __ _J___J 

{S) AOC.~!:SS 

f_---t-=T--,-·-=--s-~----1=i----+==r- T1' --+j, -.-1--t~ 
- !' i I +-t---+--j-i --+'--t---+--1-· --+----+-I --+-----l 

' . I ' I ·--'--~---'-'--4.--L--~---'--~--'----' 
{Cj lELCi--'HGi.;E / ; .... i05iLE i~o: 

c::::--:· ,---:i~,~~----_-~r~~----_.-_-:_-_-_-_-_-41-.:.-.:.=================:====:::..,, 

D. 

,-,···--m--i-i-r-i-r-r·-r-o 
I I ! I ! I J i j ! : I ! I 

9 OiGiT CUDE NUlviBEi\ ur TiiE aANi\ & 5?.ANCH At:?EARiNG ON TiiE ivl!CR CHEQUE i35Uf.D D'i' THE 6ANK 

! I I ________ ·--~----~ 

F. ACCOU1'·fr MUf'l:lt3EP. (.O..S ..O.PPE.~!l_!fl.!G Or4 T.H ·;:.E.;:C:.;H.::E.::Q;::U.::E_:B:.;0:.;0:.;K")-------~-~----~ 1-:_-.--·--.---r· ·-i- ·_··_--_--_,·_-_---_-_-c_ _ _l__ . .J.1 _ __, __ c__,_ __ .L_ __ ....t... _ _, 

G. BP.MK .A.CCOUNT HOLOFR NA!\·lE ci--·--r-·--.----,-----,"·------- r---r--·--1 
4. DATE Of EFFECT: c-·-··1·----T----·r--1--·1-·· r··--r~J 

1N::cr:r .. 1/"ITiO~-: r-OR p,~y~.~Et~T THROUGH RIGS QR r~EFI 

5. IFSC CODE (INDIAN FINANCIAL SYSTEM CODE) 

[_____ I I I I 
6. NEFT CODE (NATIONAL ELECTROl'1C FUNDS TRANSFER CODE) 

By submission of the above, I authorise M'/s Vidal Health TPA Private Ltd (formerly known as TTK Healthcare TPA Pvt 
Ltd)/ the Insurance Company to settie th€ dairn under reference through direct payment by ECS. I hereby declare & 

confirm that the particulars given above ~re correct and complete. I agree that I shall not hold the TPl'I./ Insurance 
Company responsible for delay or non-re~ei;:;t of payment for any reason whatsoever after issue of instructions for 

transfer of payment by lnsurc~r I TPA based, on the above. 

Date: 
Place: Signatu;e of th~ Insured 
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JI'),_ 

-----
I i-iealti1 

!nsu1·ance 

Authnrii:.,:ior. !:,tt~r 

To, Date: 07/)an/2019 

AL No: 80138780-00 
Admission Date : O:z,qin/2019 

./ 
QRG HEAL Tl-I CITY (5526S98 I) 
?LOT l'JO- I .SECTOP.-! 6AMBEDKAR M1\RG, 

:=aridabaci 
Faridaba~J 

121002 

nt up to Rs. 90000.00 The 

--1106200.00 
·-----

0 .---.---·__... .. ......_ 

./ 50000.00 

unt I 9()()()().00 

! 
\ / 

stimat~~~-re- thin Rs. 

Notes '.o t:--.e hc..soi~a! 

I) KYC documents i.e. Identity Proof/Address ~roof and La rest photo of the proposer to be <;ent if bill e 

i .0 Laid·•. 
2) If the hn•p.~~l bi1I is e.ttiinate<l t<i be t.;2her &iln th1! zi.i;ir;>.nte.e of p:1:1n~cnt, ti'le arid~iona! .1riount wo u!d f'\ccd tc be c;anctioned 

by PJ-llCL 
3) ln abc;erKe of such .1ddition:i! gu.:i.rantee. the !'ospital must collect the excess amount directly from the insured at the time of 

ad1n;ssicn ur µr i:.:ir ti.:..• <li~c.ho.r g::. 
4) The hosprtai biU summary and the detailed tir'lal bill •Nill have to be authenticated with the insured's sign 

.1ri;;inJ.! ¢iSJ:~arge summary and investigation reports will have to b!: submitted to 0-..c compiin~·. 

ature.This along with the 

5) P1ea.sc coUect an undertaking from the insured/patient for submitting hi~her documents to RHICL in o rig in al. 

6) Charges fvr the follo'.'lling misccllan,;ous serv.ces rr.urt be col!ected direct!-/ from the patient: 

--·--------
hcr.e. FiD' etr: 

-·--··---. ····-··· ·-----·---·-- . ---·-·--·--·-·r: ·----·-·----···-:---
a) Registratior. -::-ha!l:''!~ 1~ Ch'arr,es !~~-~v. L...=n:n~ry. 'e!~p 

-
b) Attendant/ \lisitlw r.1'-.<•1[e'.i h) Food and B~ve;age for attenda nce/visito~ 

c) Ambulance charges unless au":horized i) Toiletries 
-·-·-----··-------·---·--·'-------+:----------

d) Nursing c~ .arges not a:;thorized j) Medicines not related to treatm ent 

k) Stationary and other charges 
------- ----·---------------!-'----'------=--

Rernar~ I MAtJ~ ~Et!ENT ~t:l"1L. Y A??;:(QVED AS PER AGP.EED HQ~'fTAl TAfilEE FOR HQSP[Il\USAT:O~I FOP, St.'RCilCA 
FR0\1QE 10 PROOF ANQ ADDRF>S PROOF AND R!:Cff\JT PHOTOGRAPH OF PBOPO 

t:lEHAR PAR FARIDABD HR FAR10;'\BAD EARIDABAP I) 1002 HARYA[::lA 06 

SER FLAT t:lO 026 GE SECIQR BB 

For Belig<ire Health Insurance Company Ltd 

Authorized Signai:o~ 

i 
i 

w·NW.re!ig:irehea:rhinsurance.con~ 

.?'(1\ R1.~.71 i'!a. HS 
':l.X'Cti\..1(\: .. '!'\.L I i'.1i 503 

..,.,..,,~~'.R(S~~ ;~~.-~~~· .0-~c;: 
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'll'!ill"l 1%1/ Enrolm~nt Ne.: 209~10002310138~ 

I 
I 

I 
i 
I 
f 

I 

10 
~¢f«I 
M;1r1\l1 Maihrt•;t:..,1t11 
S.O P:'crn H•r11.1n "'•hHM..,ar1 
tt:H.do'! No-D·2f\ . 
Gmund~r 

!io<to<·H 
RPS Pel!T6 tl'Vf\., p,., 
IC!wr1 J.'..al~{"!liJ 
K.han K.•!#1 
Ft1ldotb<ld l1•rr•110. 1~1002 
'P'Jl 1lr:.a71.! 

-~--........ 11. _ .......... 
...-.J.• .. .,.. ..... ,... ... .. 
~·" ... . 

5676 6562 0991 
VlO . 9i.E.?11157~ J'J3·l 7625 

mr 3i'ft!.ITT·. AA 4t'\ Clio'! 

C::::::OUZ.1"n .. = 
<::~~~:.-:..~i:;:,c:--..r;,..,.-: 

~~::-:!::::i !o!;:;""::=.,':::-;.:;! 
W't'¥.lli\,OOB.1S.OJ.'1976 
S'11'1J.to!JF 

5676 6562 0991 

-

.,..,,. 
a anm GT"C'A mi~ t. ~ irn ::;ia I 
• '•11•·i!"i Ui1 WtJ1l1 J.~ a.i~URT tl1Fi i1R I 
0 m::· ~ 1M·1~;p;41 1iQ ... 1 ;m li-;r; f"ir. mi ~ I 

INFORMATION 

o Aadha•" ii a proof ol ldnntlty, not. of tlti.:cenship. 

11 To cst...,blb!"! lacntity, outhcnticale nii!ln~. 
•Thi\•!~ elettronrealty gl!ncralcd lr:t1t·1 

~. J~ t'l11-ll A Jn:'ll ~ 1 

1. -""'11 Rfltq 11· - lit< 1tt • .......t\ 1111TJfl 
'7.t iitl1 l"6r.1 ti ~ i(lm I 

! • M<lhaAr is valKI throughool lhi! ooun1ry . 

• >°\r'lc!ha.."")r \•11:1 be helpful in o .. •uihn-g Go\'emmsnl 

nnd Non-Go>1Dm!TlC'nl nnrvico!J (O fiJtL>ro . 

4 ' b& &I'S u;pq m 
~.lV.1"11~.-..ci=ft'ro•"'""'· 

~: 
SIO i:::ol'~o1oet;t:ift. rr.J11 "1-il·7~ an wtz 
,t.~.~"'· VJl~Hl 1"1-."" 1t1:.I , ~-'·•/\:wt:, 
,f:.-nr: · UHIOl 

Addfoss: 
~:t) Prrrr. P.::lnln ,..3h9'";.'l"nrl. Hriu'<~ Nn·n 
:?&. G1wr.-J Rgos. Se<.lur-8! RP'S P•h'''
Nen;,r l'c.' . ._hct, r.a11n{lllt f .11r1dat1~. 
t4M)',.,n.l • 111001 

5676 6562 0991 

'i 

• ' 1 

I 

:y. 

' 
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I -"""' r,SOi1'. 

.-.. l ... , 
~ ~ " • t ', 

·., ' I .. : ·:l, 

mRT<fiif ~I Enro!lrr:ent hlo 1211n·-.oe~.;02-.
1

C-1 

i"o. 
;:'.'T:F ;11nn·cn 
1-:•:t. u L'?.1£:-s'"•1sr• 

M w.ic: M.in:s."I Mar ... ::..v.·:::ci 
C house no 1204 
N 

"' e 
;i; 

beitind b.Jnt: r/ t"''od<i ~i'clor 1'l :ari.J<.i1 1\'l 

Kheri Kalan1 ·11:-,1 
Kheri K;;lan Faridabad FaridabJd 
Haryana 121002 
9911108730 

1111~ n~ 1m1m11m1m riH f·l! m1 ~~11m11:11,11 W.!111 

£1967 4659 8967 
} G. ~ 1! ~ - _ ~ _ ~ J c;_;;:I} . Cfil. .:efri'f~~ 

............................................. ,;_>{ .. 

a Wira~ 

Government of India 

-! ifrf. Hi~~<rfr 
J Neeru Maheshwari 

~:.J "3f;=:fl' a~ I Year of Binh: 1977 

~~:::;~·::} fi'/.<-' I Fenmle 

~1~~!~'.Jt~ 
9967 4659 8967 -----····· .. ·- -· - .. ··--·· ., .... --. -·-·· - -----·. --·· 

}!HI!!: - 3-fm ~ CfiT ~R' 



Not.: 

Healt\1 
Insurance 

This authonution is valid for admission withio l S days frtiT. the da!e of issue or expiry I cancellation of the policy whichever is earlier. 
1he authorization will not Ot! valid ii the patient is dis&.ari:ed beiore the date of issue of this letter. 

Co payment anlOunt ·..vi11 be collected fn:;,rr. insu.1:d. 
Claim Settlen·~r.t ...,;t: be ~ pc:- :!.grt:t::U t.:rJf S'°rJli'.nirc btu,eer. R.HICL & the hospital 
This is an initial approval and stands cancel where Misinte•i>retation of Facts is no~d 

All payment to hospital will be subject to deduction of tax a: source as per prevailing gove~nt rates C)(cept where NiVLO'N ms certificates have 

been provided 

Please note that hospitalization for T reatrnent of follcwing conditions is not payable: 

~ Investigation and Evaluation. Infertility, STD. Self-inflicted Injury. conditions caused by use of alcohoVtobacco/intoxicating drugs 

and c:hers conditions as per polic; terms. 
i~ Re1igare Health Insurance Company v.•i!l not b1! liable in the event of any discrepancy between the facts presented at the time 

of admission & at time of final discharge docur."l-antation. 

J'[J www.religareheakhinsurance.corr 

Religare Health Insurance Company Limited 

?<'2-iC·:• c" '-:t' Fh:•: 19 C~v.L· f''l .-:.-. :,,. ~n. F';.r-. ·~ .... C!·:~ .. 1 IC<'..'I" 

1:.~'1·'!'·r'- r_;i',,~ ·,\?.: ftch Si:;i.,il'~. :-: ... ·:•··- : d IL .,;1 .C:• · (, .1·,~· :) •r11:. '.Y~ • .:3. G·irz.t:::•.!i.lC!J/ tH." ,.·J:t..1) 

,HD·\ f!e-~1. ~ h Ha 
Ct"'. lJ1;&.iC.fLKSXl.-"P!.C !6 l !-03 

~&t'#-~Uffii-~t~~ii,·?Ji~:~·:·i:ft: !J;·:i·~·~l~~[-g~~-,~~.;.~.~~\~3f.""-;r;;~·~~:~;)~~.r~ .. ~~~~~"'~1~t~1@~.;..~3~~r./~~. ~.%$~·Q·.~;_ts~,~:;&f~.=~~~ .. f~;~@~·-1-,:..~i#~.-©~.~~i~~-,t-q~;-}~~·~ 



Q 

Request for Cashless Hospitalisation for Medicd Insurance Policy 

! .. , L'-'.:•.i•'·~; ··, ( /-·fl,i.t. ! ~ i r LP:·:.;. ,., 
~, 

!·!f'.J· · .-~, :.,, -,, . j. · ~ .• '. 1 ! .• : '-"'';:. 

'
:-.·.·-.'. ·-1·--;T--r- 1--~--1-1--1-·-11--1,--:--T:- !- :-1-· 1 .- i--:-- ,i :- I • : Cc-mpan>· !'lame; __ , 1____. __ _. __ .!___• ____ _L.......L-!.....-~__J---'----L.-_, ___ .i__ L __ _ _ .!_ ______ --- - -

Give OetJ.i!.; ·-------------·-------

b) .A.ck:iress 

c) Hospital ID 

i) 

ii) Past history oi p1·esent "i!''°""' ii on~ 
Provisional diagnosis: ~ 
il 1co 10 cooe: ·i - T .. J .. --f-l-J1-~)-J-:---r-·J 

j) Propo-;cd lir.e of treaunent: :---~ Medical Management ~~r:;;;;nent t __ _. 

~ 

l __ J tntensi·.ie care [ __ : lnves~igation 

", · I Non allopathic treatment 

k.'l 11 ln~sti~ation &/01· Medical Management provide de~ails: ----------------------------------

i) Kou:c oi drug admini'ii.r.:?t1011: -----------------------------------------------

ft 
'.~ 

I 
l 
l 

··1 
I 

n ., 



I) If Sur,gi0l. ~~:nc of sl1rgcry: J{. 'C.·~T-f'!~~r;;;-
•· ' 1-:-r-,r-r·-.,---.--,· L' ·=rt=;-" / 

i).,ICO l(!?CSCcd.:: L..i._~ l/i I 
~....-;«-, - :__: -- _J I 

m) If o\h~.- tn::lt:n::r.~; qrc'Jidc details: ____ 1_~'-•_>'I'~--,.,.,--.,,-, _...,..-
1

,_, -----------------· 
n) Ho.·1dia:n1ur;·~·:t .. .i -~ _ 

\ ! . d t '\ ttRT' l~. ~-: ._. / D fl--1 )j--, 1--,-;-·1-. -~ . 
o, nc,~s.:o;;;c~;,c.0:1J s '-.. , __ ! -r..-:s 'L_ __ .l 1~0"' 1~ atcofinjury: i _ _l_J,L .. L .•... 11'. __ J __ _; __ . iLiu ••. ~ .... .:·,·,.y'r.1 

:;q ?.-:::;)o··tc:':::P.J!k:c: i--;. v-. .--.·,1 Ne · • ···r. N .I---,- '1--r~I.-----, ·:·--;--,---, 
·~> ~ 1·.: r-1 \. o.: __ J_ __ [ ___ ,____l... _____ •. - ___ : ___ l .. _; ____ .i : - , 

·.') lr.r:r.r.:!>s~il.S!' C~'.JSCd due: to si..:bs::anu:. ab1JSelakohc! ,:onsu1.1.):ic'.l: [J 'l{-s n No 

,.,.i l~~t .::c.nd·.Jnci ~o e~~~b!i'..~ th:s: [J ;'(::i 

Details of the ;:.<t.tient ad;nitted 

i) 

Qg1 
h) ICU c:...:rger 

OT Charge; 

no 
[__J • 

Mandatory: Past History of any chronic Hines~ 

Hyperlip1demias 

L_. Ost~onrt11rit1s 

AslhmaiCOPrJ/Bronchitis 

Alcoht:1I or dn.1g abuse 
;---; 
·_. _1 AriyHIV<J:·SIO.IP.c.:IJ.tedai!rnents 

(If Yes r:nach reports) 

Date of Del;very. CTJ Ir ·-r-; / _l 

.- -;---. 
0) Tir.1e of .Adm1ssicn: L__..: _ J: ._ __ l_ 

Planned 

Arrycther.A.il:rientgr1edeta1ls.: __________________________________________ _ 

Rtlis!;:ar<' Hulth lnsur11net Co1np1n~· Limited 

··r~:;~~J~~---- ·~. 
1-T-, -;- • I ! ' I I ' 

_i_! __ J. ___ , _____ __l. _ _..J._! ___ L__ -·-· _, __ .:.. 

_ _l_ _L L_! :-T:-:-_y-;--:::-:-:-1----
1----·--- ,, __ -
I \_ \ ./,/ 
L ______ j~--- --· 

Pi'.tient/ln~ured N;:irne & Signature 

R1:i;iik:n:J Olli..:c: ~lh F!o>0r. l':l Ch•wla llu11,;c.N.;hn1 rt..~·.,.Ncw Ddhi-110019 .1Corrcip. OITI,·c: Virul T.:ch Square:. T<1wcr C, .\n.l l·luor, Gu!fCuur~l· Rt.I .. S~i:-43. tiuroi~un-1 ~200'1ill;u~-·.m~• 
Wcbsi1.:: www.rditt•rd1~.1.\ll1in ... -.uam::c . .:•)m E·rnaii: cw.to111crliNL;i!lrc\iga1'Chcahhinsur;i.11cc . .:uni C.111 u~: i J00.~00-4488 
CT:-<: lj(i(>U(l!l0L~CWJ7l'lClf,J50J UrN: lROAl/HLTiRHl/f'.H.'V.lli25Jllf1-17 /!RDA Rcgis1ration No.· 148 

., 
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I 
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G 

I.. ) a~;-ee to and.-.- the hospital to submit all 01iginal documents pert.1ining to hospitalization to the lnsurerffPA after ihe discharge. I agr·ee to sign on the: Fin.ii D:ll ~ 
the Discharge Summary. before my discharge. 

?a~1nc.,t tn !iosp~;il is govern~::! hyihe terms ar.d conditions cf the poli::)~ ln case the lnsuferfTPA is net liable to sertle the hospital bill.1 unden::;kt to .•et:le thr: 
bill as oerth'!te1·ms and condit.ions oft he oolicy. 

Al! non-mcoic.-'\I expenses and CYpenses not relevant to curren: hospitalization and ;,he amounts over & above the limit authori:?ed bv the ln:;..irerfl P.11 n1-:1 

J.O,:err.eo ~fthe tenn:; ?<r'ld (Ct1,:i1fr;,ns rJ~t!v; poii:)'',\'ii\ Qc p;i,idby•T•I.!. , 

.. I hcrct~·dc:Jare tu aoidt: by tn:: tcrrn~ anJ :.:r.ir.dit1cns oi th~ pr..i!icy and:f at ai'1/tin1e th~ fac:s disclosed by n1e arc found to be false or 1nc(wrcct I forri_·i! n~ .. ;!411 :· 
,:ri:.; ,;:g.T~ :o 11~dcrnniiythe lr.surer/TP..t>, 

5. I ;1grcc ;;nd ,;,idc:rst3nd that TPA is ir. r.c V.71/ warranting the sen.kc of the hospital & that the lnsurer1TPA is in no 'N:!'f guaranteeing that ;,he scr.,K~ ~: .. ;·., J;.·c· 
b:· th·.! f-o:;o<t.;.1 wi!I be c/.:, ~:;:-ti:u!ar qua1ity er stJn:;l:wd. 

t:. I hcreU/ ""tln·an;: the tri.;th of·.he: fo:-goi.•gpaniculars in e·:ery r~~p~ct ;:md I agn'!e tbat if! ha-.·c mJ.de or shall make :i.nr f.l!sc or untrue s•Jtcn1cn;, suppi·c~i:~~n ,~, 
concealrnenr .,.,.;ti..., respect :ot!'ic claim, nii' nght to claim reimbur..ement of the said ..:xpenses shall be absolutely forfeit:!d. 

a) Patient' ;;1nsured's f\.J';une. [C:ll_~_~l71C:L~i .t~:i_\Gi[§l_>:~~-"f__i:!-j~~II]~-:-r·r1--~--:-- --,-
b) Cor.:.act Nurnber [.::-LT ___ [] -,'fh/11 iT:ilinr=i1_:ifl\-I 

c) Pat1ent'silnsured's S1gr,.;;to..Jre: __ (\_'_-_-,J_•,_···--~--"--/_-·_-_-_-__ _ 
'-;:{.·,.-~,... 

Hospital Declaration 

2. AH v.;.lid ong;nai Coi.;urne1•ts dvt/ i.;~.mtcfs1gned by tnt.: tn~..:rej I patient as per the checW1s;: be!ow·Nill be sent to TPN!nsuranc.e Cornpanyv.il!i;n 7 day'> of 1l 1r: 

pctient's dis·:harge. 

:.. All non-rnedical expenses, OR e'<penses nol relevant to hospit;ilization or illness. OR expenses disallowed in the .A.uthorlzation Letter· oi the TP.~Jins,ir-;;n·~';! 

Co.OR a11s1ng out olincor,"l!Cl 1nforrnallon in tf1epre-authonzal~on forn1 will bP. collected from I.he patient. 

·I. \·Ve ngr·ee tl1i'.lt TPA!lnsur·ance Co..,1pany wil! .-iot be hable to m:1ke the payrnent in the t.'Vent of an;r discrepancy b~;:·.vee:n the facts in ;:his forTn :.Jn~1 di~cr.,n t~t: 
~unwn:ir y or or her doc urn en~ 

5. The p;1t.ie•1t. declanitiori has be~n s!gned bytr.P. pnie:-:t or b'f his r~:presentztiv~ in our pre~cnce. 

6. V·ie. ).gree to p1·ovide dru«,·1c::ticr.s for the queries :-aiseo regardin~ this hospftalization arid v:e take the sole responsibility for an:1delay·1n cffenng cliln~ic..JtiorE. 

7. ''•'"II""'"" o: u~etc. '~'-"'~'"('i"~'~=d '" 1e MO!_;_ 

~i 
'-------~ 

Hospital Seal 

Documents to be provided by the hospita~ in support of thi<.: cla!rn 

I. Detailed Discharge Summary and all Bills from the hospital. 

2. Cash 11ernos r rom the Hosp1tals/Chen11sts supported by proper prescription. 

~---~-

---------------

3. Receipts and Pathological Test Reports from Pathologists. sLpported b;- note from the attending Medical Practitioner· i Surgeon recornnleridin; sucl~ 
p.?tholog!ci!l li?sts. 

4. Surgeon's Ccr 1ifir:a:e s;:;;.t1r.g nature of opcratior, performed an~! Surgeon's Bill and Receipt. 

H.dii:11.rt llrallh ln.~urantt Compan1• 1.imhtd ; 
lki;•~~.;icJ Olli~~: !ith Fk10r, .19 Chav.:b \k•u.,;c.N.:~ru pJ,..:c.~k"'."' Delhi-,11001~1 '.t:urr~p. 011ke: Vipul Ttth SqU.trc. Tuw.:r C • .\rtl l-'lv<11, GolfCvursc RU .. Sr~·.J). liur1:1ow11·l:'.l0l'.J [ll.to"f,11•;.J 
WL·bsuc: ww>1:rcl•ita1d1~~hh1ru.uri1~C:::.cum E-m1Ul: L"Ustvmcrhr~L@rd111:a~hult/':111$ur.mcc.L"Un1 Ca!I w.: IS()()..,:00.~S.~ 
Cl.": lhiM111ont::(10iPLC1r,150J l!rN: IRO.\l11ftT/RJ!TII'·HlV.Tl1'2SJl16.t7 ii RDA Rcgis1ralion No. - 148 , 

" 

·~ ,, 
• ·'I 



. . . . : . . . . . . . . . . . 
··.·-'!.·~· .. · ···I·\··· . ...• . ... 

. ..•:• ... -:· .. ....... . .. : .•, ·. 
<~AG 
ljealth Cit)' ________ _ • MEDICARE .Plot no. 1, 5"cto1 IP No : 33-19/223 UHID · : 100066150 I - 4330033 

·. - Mrs. NW\J Ma~wari DOA : 07/01/201911:16 

41 Y/F SINGLE WARD 2ND FLOOR/51259 
UM - MRD CHECKLIST---.....__ 

Patient Nam Or. Prabal Roy 

u{pt IL-/ I o\J 1i UHID: 
llillIDUJIIllUUllUIIDlllID~I 

Date: Date: -·· . 1ru ,,,.v.~ -
To be filled bv Nursinq ,,,---

S. No. CHECK LIST 
TPA BILLING 

To be filled by MRD 
MRD . 

1. Relieving slip ......--- \....---"' 

2. Face sheet y-- ..__._..., 
3. In patient charge sheet 

\,./" \._,.----(On Discharge . not to be given tO MAD; to be filed with Billing) 

4. Details of consultant's visit ....,,..--- 'f (On Discharge, not to be given to MAD; to be rded with B!lllng) 

5. Emergency/OPD sheet 
. \/' ·~ 

6. DOR/LAMA form 

"' '-P 
7. . Discharge/D.eath/LAMA/DOR summaryt . __.. ~ 

Q 8. History sheet ...,...., ' ·~ 
9. Docto(s notes 

. .........,. . 
10. Blood sugar record . ,___.... 

'\.---
11. . Medication charWentilatorflow chart . ~ 'I.---

12. Clinical chart. "-"" '\..--' 
13. Vital sign chart ~ \......-. 

14. Intake output record \/" ~ 

15. Consent forms \.."'1 -----16. PAC \./"' . ,. \.---
17. Pre-operative checklist '--""' \...--
18. Surgical safety checklist \.../' ...__.. 
19. Intra operative aneasthesia record 

. ....,.., ..__., 
20. Angiography check list ...._ ...,., 
21. Gath I.ab nursing log ... ·.6 
22. Adult Cardiac Catheterisation Laboratory A ·~ 
23. Operation/delivery notes L/ ~ 

24. Alderete form \/" I 'f' 
25. lniiial nurSing assessment form ~ \..--

26. Nursing care plan V'. ..___., 
27. Pain assessment score sheet "' .,., 
28. Nutritional assessment and Nutritional care plan 1../7 \.------> 
29. Checklist of patient handover \/'I ' ._,,.... I 
30. Nurses notes ..___..., 
3( Nurses inter deprtmental shifting notes .,.., ·-
32. Valuable handover form ~ \__.;...... 

33. Blood lransfusion record form . I"\ ..~ 

34. Death Certificate/Birth certificate ,<, I~ 

35. TPA declarationfTransfer slip ~. I •" 

36. PathologyAab reports ' \,../'1 -

37. Radiology reports/film~ I, -
38. ICU observation chart/Coronary care unit chart >< L~ 

Sign of Nurse: 1w.;. S)gn' of MAD: ~ 

.. Employee ID: "i~~ Employee ID: 

. . QRGIHCIMRD/Ckltl27.011ED2017N1 .OJRevOO. 



DISCHARGE NOTIFICATION 

!PNO 33-19/223 

Patient Name Neeru Maheshwarf 

Address 026 GF RPS PALMS , 

Nationality Indian 

Admission Date 07/01/201911:16 

Discharge Date 08/01/2019 16:47:00 

Bill No. · ~onal 

UHID 

Age I Sex 

Payer 

: 100066150 

: 41 Yrs/Female 

: REUGARE HEAL TH 
INSURANCE -Credit 

Ward I Bed No : SINGLE WARD 2ND FLOOR I 
Sl259 

Consultant Prabal/Dr De/Dr Sunil 

Biil Date 

Reason for Discharge 

Olschorge Clearance : The above ~lone Patient can be discharge as/she has cleared all dues to the hospital . · 

Discharge By 

Reports Handover Original Duplicate __ j 

~ 



'v/ 
/ . ·.·,: .. -.. • RG . · .. ;_, .. , ... ,.;> 
I .... n .. " ····~:: .. 

·-.:~r::· Hearth city 

' Admission Form 
IPNO 33-19/223 UHID No. 100066150 Date of Admission 

Sponsor REUGARE HEALTH INSURANCE -Credit 

Payer 

Ward: 

RELIGARE HEAL TH INSURANCE -Credit 

SINGLE WARD 2ND Bed No: 
FLOOR 

Speciality l General Surgery 

S1259 

Bed Catg: 

Bill Catg: 

I 
07/01/2019 11:16 

SINGLE 

SINGLE 

Dr. Prabal Roy 

In case of joint admission:-

Adm'1ttlng Consultant 

Admitting Team: Dr. Prabal/Dr De/Or Sunil 

Speciality2 
I 

Patient Name 

W/O 

Local Address 
'-· 
~"}hNo 

Secondary Consultant 

Mrs. Neeru Maheshwari Age 41 Yrs Sex Female 

manish maheshwari Religion: HINDU Nationality 

D26 GF RPS PALMS , FAR!DABAD, Haryana, INDIA 

Mobile 9911108738 Email 

Permanent Address 026 GF RPS PALMS , FARIDABAD, Haryana, INDIA 

Contact No: 9911108738 KinName MR MANISH 

Marital Status :- Married 

Indian 

Booking Details : • 

Booking Receipt No Amount 

Expected Date of Discharge 

Condition of Discharge (Please Circle) 
ICD Code : IL~ 'l.- "1 

1.lmproved 2.LAMA 3.Transferred 

5.DOPR 6.Expired 

Provisional diagnosis Final diagnosis 

r-""\ Consultant Signature e,i:e u m!o !,'Frei H;c,ay,+ 
~·he above inform~tion is correct to my knowledge 

Date 0~~01/ 01911:16 

PATIENT 
/GUARDIAN 
SIGNATURE 

Contact No. 9911108738 

Printed at: 1/7/2019 11:18:01 AM 

4.Absconded 

Name of Procedure 

Date: 

L .. r. f.foM "T-1~"",o.t<r 

"'"4 ·~· 



. . . . . . . . • ••• • 
.... ~ .. !'.· •• • ···=• '··· · ··~···· •• •• . . ... 

• • • • • . . . . . . . . 
(JAG 
Health City 

PIC>t no. 1, Sedct • IG Fondab3d. Hnrynno 
Till 0 t29 • 4330000 F Ille 0129 - 4330033 

Admission Dato/ llmo: 

ActMty From Data & TI 

Oato nmo 

SURGERY/PROCEDURE DETAILS 

Su<gery/Procedure wilh c:odo Surgeon AnoostlulUst 

Laser used Spoci:IJ Equipment 

Yea O NoO YosO NoO YesO 

CONSULTANT VlSIT DETAILS Mo< (Initial With limo) Evo (Initial Wl1h time} ElT+ll"'iC\' lllM 

• 

OIETICIAN VISIT Mo< (lniuol Wtlh limo) Evo (lnl tlal with Umo) 

PHVSIOTMERAPIST VISIT Mor (lnftlol with lime) Eve (lnltlol with limo) 

DAILY ACTIVITY RECORD 
I 

01$ct\argo lnUmatlotl Oate/ Tuno SI. No. OTHERS 

oDato & T1tno Prlvnto Nurse Equlpmen~ Ii.in 

From • Mor0 Evo 0 OVT \ . YesO NoQ 

YesO NoO 

From 

MorO Eve 0 Water Bed 
C-Osh 0 

Room Retainment Traction 

YesO NoO 

YesO NoO 

Crodrt 0 To Yes 0 No 0 Syringe Pump YesO NoO 

VENTILATOR I EQUIPMENT C-PAP BIPAP ETC) 

CONSUMABLES Pal1lculars 
llem Qty. 

' 

DIALYSIS BLOOD BANK SERVICES 

Dialysis wilh Coclo 

• -• 
' \ • ' I 

J 

I \ I 

\ JI 
INVEST I 

I 
es~ootion Namo 

I J 
Request No 

(" I 
) 

I i ,_. -• 
) 

\ ., I ..) -...J' 
. , . ' 

D!Wlruilo Status. "Nonnal 0 LAMA Q DOR 0 ElQl<ed 0 AbMlondQ 

~ 

Nurno lnct\nroo Billing Exocutillo BUllllQ roc:oMno Tune v.._. O N<>O --o No0 



. . . 
" ••• t ••••• ... ........... ~ ...... - .. ·"·• ~· · -· ··\ ~· .. ............. 
•• •• • . . . . . . . .. . 

<~RG 
Health City 

l'tot no. 1. Stx:tor ·16. Faridabad. ~la~a 
Tai. 012tl - 4330000 Fruc 0129 • 4330033 DAILY ACTIVITY RECORD 

Prirnaty Consultant: .Admission Date/ Timo: I OISdlargo Intimation Date/ nmo: SI. No OTHERS 

Activity From Dato & nme Activity To Dato & TllTIO Bed No. Ambulanco Private Nurso Equipments It.em Cly. 

From Mor0 E110 0 DVT YesO NoO Y'I , I- ~ ,. 
Bod Transfer Ootalls To Private GOA YesO NoO 

\' • .) > I 0 t> s ALPHA - 1 

Patiant label 
D;ito nmo From Bed No To Bed No Pt. C;:ltcgoty 

MorO Eve O Water Bed YesO No0 
Cash 0 Room Retainment Traction YesO No0 From 

Credit 0 To YesO NoO Syringe Pump YesO NoO 

VENTl1.ATOR I EOUIPMENT(C-PAP, BIPAP ETC.) Nebullz:a:.on & Steam lnhal.1:.lons 

SURGERY/PROCEDURE DETAILS CONSUMABLES Partlcul.1rs ~T...e i)saJw "'' ;.,., 

Surgery/Procedure with oodo Surgeon Asst. Surgeon Anaesthotlst Item Qty . 

0 

DIALY$1S & BLOOD BANK SERVICES 

Dlaly$1s with Code Qty Blood ser11ice wi!h Code Unit 8lood Translusoon~ Un(! 

L.nser used Implant u$0d Special Equipment 

YesO NoO YcsO NoO YosO NoO 

CONSULTANT VISIT DETAILS Mot (lnltral With limo) Eva (lnlllal with time) ~Vis;t 

t\ (\ -
(\ _y "\-Cl ,.. M ~-

INVESTIGATION DETAILS 

r\1\'\?'. I lnvoslfga!Jon Namo Request No lnvostlgntlon Name R~ostNo R3CllOlogy SeMc:es ~No .... 
)' 

t1 (l. (' , (nb tJ}I~ . . 
( rl - ~ u_...,,,\1\- f 1 J t ~ 

" r '(' _, ·-" ~~ "" L ,\ .. .. . . 
"C I liT "" ' I I -:I l) 

_, 

J\ll \ N\1 I S; C°l 
DIETICIAN VISIT Mor (lnlt~I with time) Eve (Initial wrth limo) .... 

. 
f!>HY5101'HEIW>1ST VISIT Mor (Initial wi1h limo) Eve (Initial with bme) Obchurgo -Stotu$- N~O LAMAO DORO Exl>iro<! O Ab$(lQod ::J 

Certified 11141 I~~ cheel:odfle doClot's Olden, ronhJ chart and lbe ~card a:iil allti4\"Mt M..'"8$ ai <locb') ~ trlil ~ dlarlll Ii.I,. CINI! Ny~ i:lflt ~ :¥! 

~R•~ ~kil 

lnitlol~ with "-:: No0 Employoo ID A:u1ignod Nurse Nurso llchor;i<J Bllllng Elteo.ilJVO Billng roooMng T1rno Y<l3 Q NoQ 

QRG/HcnPO/Frm120.1!11ED2017Nl.O/RevOO 

j 



..... . ·.;... 0 AG .•• .!••·· .. :!~!::: (~ 
·.:~;\~=::· Health City 

Date 

Patient Name 

Address 

Payer 

Room No 

Deparbnent Name 

: 31/12/2018 

: Mrs. Neeru Maheshwarl 

: D26 GF RPS PALMS 

Oash Paying 

. General Surgery 

Presenting Complaints ; 

UHID 

Age I Sex 

Mobile No 

Referred By 

Consultant 

Print Date 

100066150 

41 Yrs/Female 
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DISCHARGE SUMMARY 

: 100066150 IP No. : 33-19/223 

: Mrs. N eeru Maheshwari Age/Gender : 41 Yrs/Female 

UHID No. 

Name of 

patient 

CID : manish maheshwari Consultant : Dr. Prabal/Dr De/Dr Sunil 

Bed No 

Admission 

date/time 

Company 

name 

Sponser 

: S1259 

:07/01/201911:16AM 

: RELIGARE HEAL TH INSURANCE -Credit 

: RELIGARE HEAL TH INSURANCE -Credit 

Bed Category : SINGLE 

Discharge date: 08/01/2019 

MLC I Non 

MLC 

: Non MLC 

DEPARTMENT OF BARIATRIC & MINIMAL INVASIVE SURGERY 

DIAGNOSIS 
QRAUMBILICAl: HERNIA 

~ -----·l 

BRIEF HISTORY OF ILLNESS 
1. PRESENTING COMPLAINTS : 
The Patient presented with complaints of swelling over para umbilical region for few weeks. 

2. PAST HISTORY: 
No history of Diabetes mellitus, Hypertension, COPD 

GENERAL PHYSICAL EXAMINATION 
Conscious alert and well oriented in time , place and person. 
No icterus ,cyarn:isis ,clubbing, pallor or lymphadenopathy. 
BP - 120/80, Temp - Afebrile, PR-80/min ,RR- 22/min. 

SYSTEMIC EXAMINATION 
Abdomen - P/A- soft, swelling present over para-umbilical region, cough impulse positive, BS(+) 
Q-no signs of neurological deficit, pupils bilaterally equal in size and normal reacting 
CVS - heart sounds normal, no murmurs 
RS - normal vesicular breath sounds, bilateral equal air entry 

INVESTIGATIONS: Attached. 

HOSPITAL COURSE: 

Operative Procedure : Laparoscopic IPOM mesh hernioplasty (Ventralight ST 15 x 15cm 
circular) was done under G.A. on 07/01/2019. 

Operative Findings : Para-umbilical hernial defect single size 2 x 2cm with omentum as 

content. 

::I By: 28192 

QRG Medicare Ltd. 

Page 1 of 3 

MEDICARE 

Plot No. 1, Sector -16, Faridabad - 121002. Haryana. Ph.: 0129-4330000. Toll Free: 1800180221 o. Website: www.qrgmedicare.com 
Aegd. Office: 904, 9" Floor. Surya Kiran Building, KG Marg. Connaught Place, New Delhi-110001, INDIA. CIN: U749990l2010PLC205776 



DISCHARGE SUMMARY 

: 100066150 IP No. : 33-19/223 

: Mrs. Neeru Maheshwari Age/Gender : 41 Yrs/Female 

UHID No. 

Name of 

patient 

C/O : manish maheshwari Consultant : Dr. Prabal/Dr De/Dr Sunil 

Bed No 

Admission 

date/time 

Company 

name 

Sponsor 

: S1259 

: 07/01/2019 11:16 AM 

: RELIGARE HEAL TH INSURANCE -Credit 

: RELi GARE HEAL TH INSURANCE -Credit 

Bed Category : SINGLE 

Discharge date: 08/01/2019 

MLC I Non 

MLC 

: Non MLC 

gNDITION AT DISCHARGE: Vitals stable, afebrile, Tolerating orally 

DISCHARGE ADVICE: 
Tab. Nexpro (Esomeperazole) 40mg 1 tab once daily (before breakfast) for 5 days. 
Tab. Ultracet (Tramadol +Paracetamol) 1 tab twice daily (after food) for 3 days and then SOS for 
pain. 
Cap. Varsity 1 cap once daily for 20 days. 

PREVENTIVE STRATEGIES: 
Diet as advised 
Avoid heavy weight lifting/strenuous exercise 
Abdominal binder 

PENDING REPORTS: Nil 

'QEN & HOW TO OBTAIN URGENT CARE: . 
In case of severe pain, discharge & bleeding from wound (surgical site) or fever. 
In case of any medical emergency come to QRG Health City, Plot No. 1, Sec-16, Faridabad or 

I 

may call at 0129-4330000 

NEXT APPOINTMENT: 
REVIEW IN SURGERY OPD ROOM NO 1063/1061ON14/01/2019 (Monday) AT 10 AM TO 
1:00 P.M. WITH DR PRABAL ROY/ DR ANUSHTUP DE/DR. SUNIL KUMAR with prior 
appointment, call at 0129-4330000. 
For appointment call (Mr. Raj Kumar Bhardwaj -8130277100). 
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i·• •aist i•ospital care instruction set forth above have been explained!•.),,,. 
• •• · • ''"' 1(i u·,.,, importance of following them as specified. 

, 1 .. ~cs;vecl all t11e copies/original documents. 

Dr. Pr::ibal Roy 

Director 
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IP • M• 

<1 MEDICARE 

"' 

IP No : 33·19/223 -UHID : 1~066150 

Mr5, Neeru Maheshwarl DOA : 07/01/2019 11:16 

'11 Y/F· SINGLE WARD 2ND FLOOR/51259 
Or. Prabal Roy 

111'91mne11ett" ., .. ,,,.~ ! .. ,,..,.. 

. · . INITIAL ASSESSMENT SHEET ! 

Patient's Name tcP5: N.~':Y..\J ... ~Y.\ '<,)~-~-~\ . AgeJ;\,l'+V> Sex 'f-- Male l'"e1'i1ale 

IPD No. ·····'?··'.) ... =\."1 ... l.'.l, 'l..J..: .................. Consultant .... 0'1.·.1B"(;'l.b0\ .. RJP. 'i··: ..................... · ...... . 
Ward I Room ..... ~ ..... ~ ... \.Q.5"11 .. · .. ......... Date of Admission ......... O.JJ.(>_\\\.YJ. .. :.: ................................. . 

WONG· BAKER Facial Grimace Scale ® ® ® ® ® ® 
Verbal Description Scale 

Q\ 
CHIEF COMPLAINTS WITH DURATION : 

HISTORY OF PRESENT ILLNESS : 

• 

QrllSTORY OF PAST ILLNESS : 

Surgery 

Trauma/Medical 

Drug/Food Allergy 

Others 

CURENT MEDICATION : 
NAME of Drug I Therapy 

"Type 

Dose 

I -1 
) 

' ....... 

0 

Year & Month 

Since (Year I Month) 

\ 

'-"""' b.l. • o-1 .J..1o'r..·~ ..... 

Result 

Any Remark 



PERSONAL HISTORY : 

Marital Status 

Physical Activity 

FREQUENCY WITH DURATION ,-:--
Tobacco (Smoking/Chewing _____ _::_-.-__ 

Veg I Non-Veg 

Known Allergies 

FAM_ILY HISTORY: 

Father 

Mother 

Siblings 

Age UD 

LID : L (Living) D (Dead) 

REVIEW OF SYMPTOMS : 

DM 

D 
D 
D 

1. General I Constitutional Symptom 

Alcohol 

HT . Asthma 

D 
D 
D 

D 
D 
D 

IHD 

D 
D 
D 

(Fever, Weight loss, Loss of Appetite, Body· ache) 

2. Cardiovascular Symptoms 

. " 

3. . Respiratory Symptoms . \ ,.. ,_ . 

4_. Gastrointestinal Symptoms 

5. Genito Urinary Symptoms 

6. Neurological Symptoms 

7. Symptoms Pertaining to Eyes, Nose, Throat, Ears, Joints & Skin 

Malignancy 

D 
D 
D 

Cause of Death 

Specify Symptoms with Duration 

.. 
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PHYSICAL EXAMINATION : ,,. 
110[20 Height,,,,, cm B.P. 
' I mm/hg 

Weight kg Pulse Sil· /min. Regular/Irregular 
Resp. Rate /min SP02 ~A 'f.· i!.-c-- c.·-

GENERAL PHYSICAL EXAM : Pallor Absent 0 Present 0 
leterus Absent 0 Present 0 

l..i Af) Lymph nodes Absent 0 Present 0 
Pedal Edema Absent 0 Present 0 ;· 

Q JVP Normal 

SKIN: Normal 

RESPIRATORY: Inspection Normal 

Auscultation Normal 

Added Sound Nil 

CARDIOVASCULAR SYSTEM : S1, S2 Normal 

S3, S4 Absent 0 Present 0 I 
Murmurs/Rub Absent 0 Present 0 I HP"'J 

I 
GASTROINTESTINAL SYSTEM : Inspection Normal 

G Liver Palpable O Non-Palpable 0 
Spleen Palpable O Non-Palpable 0 
Kidney Palpable O Non-Palpable .0 NIH? 

Auscultation Bowel Sound 

NEUROLOGICAL EXAM. : HMF Normal 

' Cranial Nerves Normal 

No Neurological Focal Deficit #JIU? 

GYNAE EXAMINATION. Breast-------.,"-------------------

PA 

PS 

· PV 



LOCAL EXAMINATION 

PROVISIONAL DIAGNOSIS 

PLAN OF CARE & MANAGEMENT 

DIETADVISED: OJ> 

EXPECTED OUTCOME : 

Signature of Consultant ........... A .. ~.'. ............ Signature 'of Medical Officer .. . 

Name.. .. .. . ~)<p ::-:1 ................... Name... .. .. ~, .... R... ...... ~""'--... -... -'.·""'····'···· ......... .. 
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. . · .... ·· .. · . DOCTOR'S. NOTES .· . . . .·. ·. ·. . · . 
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Plan of Care 
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BLOOD SUGAR RECORD · . 

Patient Name .... ~ ... c ..... ~Y.Y\ ... '0/)/ln.lS.\-Jw.04.: ................................ :··Age .. 1.i.l.J!h,__ Sex .. F. ....... . 
Diagnosis ........ : ... ~ ..... :Utrr).b{!.'.0.:i.l. . .l-f:rrf).!~ Doctor lnct.iarge ....... .D..T.: ... '.jn0.\?P.i.l .. B:-CJ.':j ............ . 

Date nme Blood Sugar · Hypoglycemia Agents Signature Remarks 

: t)..,\'\ \\'. poJ fsqm")~ ~ _'; °' __..,. - II.)' ~ j 

' ( - -i--

\ 
\ 
\ 

' 

\ 
\ " 

\ 
\ 

,L.i ;' \ -
, 

I 
! \ 

' •' \ - - -- .. - -

\ 
\ 
\ 
\ . 

\ -
-. -

\ 
- . 

- .. 
ORG/HC/IPD/Frm/20.16/E0?.017.N1 .O/RevOO -\ - .. 

' 

---------------------------------------- - -------



Date Time Blood Sugar Hypoglycemia Agents Signature Remarks 

- T - - ·/ 

. 

' 
' . 

. 

.. 
i -- ' 

! 
.. - -- .. 

-
-

. -

- _,..... 
' 

. 

-.. 

-

QRGIHCnPD/Frm120.16/ED2017N1.0/ReVOO 

------



.::·:-.:: ···: .. C'AG ..•.. " ··~· Health City 
••• 

Plot no. 1. seaor ·16. Flllidtbec1 Htryw . 121002. Tei'. 0129 . 4330000 

Drug Allergl11 

Diet 

;\ MEDICATION PRESCRIPTION AND ADMINIS RATION CHART 
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Instruction.-
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Signature 
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STAT MEblCATIONS • I INFUSION CHARTING 
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HIGH RISK MEDICATION ADMINISTRATION AND MONITORING 

Flow Admlnl11t 
I 

Dnte Namo of the Drugs Dose Route Frequency Ra to Time rated By Verified By Temp RR BP Pulse AnyADF Temp RR BP Pulse Any ADR Temp RR BP Pulse AnyADR 
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-' Plot no. 1, Sector -16, Faridabad, Haryana 
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Day of Hospitlisatior -{, \ \\""( 
,~M' 

' 
Temperature PM 

c F 2 6 1C 2 6 

41. 1' 106' 
' 

10 

e;;;o.5' 105' \ 

-<· <!O' . 104' 
/ 39.4' 103' 

38.8' 102' 
38.3' 101' ' 

37.7' 100' 
37.2' 99' 
37' 98.4', -~ ' . \.. 

36.6' 98' 
36.1' 97' 
35.1' 96'' 

Pulse Rate .g, -;/') ~ 
Respiration lo 7J v 
Blood Pressure ·~._(> ~ \\ 

r ~ ~ I~ ,,... .~ 

-
~ [! ,J-Pain Score 4 -

Urine ./ ({ ~ 
Bowels If tJ. I ,.1 

Diet A.N11 
Blood Transfusion 

Total Intake \ () "() Vi) L--
Total Output v ...,,_ -I J. h..,._!> 

Antibiotics \n1<:: .. .,~•-•D 

Allergy l..l ,.., I. 0 ~ '1, 

Miscellaneous 
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l\ . 
UHID No. ·66('r6 Bed No. 1,,f/ 

Date Time Pulse BP Resp. Rate SP02 Temp Signature 
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QR G/H CnPD/F rm/20 .17 /E 02017fV1.0/RevOO 



Date Time Pulse- BP 

: \I I. ., . 
. ' 

P· 

r-

QRG/HC/LABJFrm/24.09/E02017N1.0/ReVOO 

Resp. Rate 

.... 
I'• '• ... ' . 

I 

Temp 

/ 

' 
/ 
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·· .. -;::-~~·:: · . Health City 
Plot no. 1, Sector -16. F3ridabad, Haryana 
Tel: 0129. 4330000 Fax: 0129 • 4330033 

Patient Name "'1t. . \\Iv rl 4 ~ V) es 1-i """"i 
~ Intravenous Infusions Oral 

" 0 Volume Volume Volume Volume Type :I: 
Started Remaining Infused 

SAM• ~ob'r ~'t 
9 

10 chi:~ - ~ "' - .ti 

"1 · ,, l'\-1.J I t,P ,r' "Fl If? 
~ I " L~1 

, 
11 

12 N 

1 PM 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12MN 

1 AM 

2 

3 

4 

5 

6 

7 

Total 

Total INTAKE in 24 Hours 

' 

,----Dt--:-Praba(R'="l,----------

1 m ID ID OJ Ill D 1~111 IJ IDlll 

IP No: 33·19/223 UHIO: 100066150 

Mrs.NeeruMaheshwari DOA: 07/01/201911:161 · 

41 Y/F SINGLE WARD 2ND FLOOR/51259 

Age J.i,L~r sex 
,,- Date 

. 

Urine Vomit Drainage Aspirate Others 

_,_, 
\,.../ 

Total OUTPUT in 24 Hours 

BALANCE 

QRG/HC/IPD/Frm/20.03/ED2017N1 .O/RevOO Nurse Signature . ' 

~I' 
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------ -
41 Y/F SINGLE WARD 2NO FLOOR/51259 

Dr. Prabal Roy 

1m111I1 III[) rn a111 a mo 
IP No : 33-19/223 UHID : 100066150 

.> . Mis. Neeru Maheshw3r1 DOA : 07/01/2019 11:16 , 

L~ --··-''. ..... _ ...... "."._ ......... _ .... "'.___:-·· ... _'"-'"'""' ..... ~ ........ 

Patient Name ~ • 

11~•1t•1:3S1•1·•••••1•"1111".ll•DI!J:•1::'41~ 
N'-U ,... U \'N\ heJ, ~ I Age Lu/ Sex / Date 0 & I l t/ 

. 
~ Intravenous Infusions Oral 
:I 
0 Volume Volume Volume Volume Type Urine Vomit Drainage Aspirate Others :I: 

Started Remaining Infused 

8AM 

9 - -

10 ' 

11 

12 N 

1 PM '0NC... \\Jf:- ~ -v-v!I. v 
2 l"lT ' 
3 I I· 1 I ·I= QL -- -ii 
4 J lril - , 

~ rvir1rr 1 \ . r '/rlll r ''" 

6 I n'i <;:> R 
n 

-
r t'lf'. ml . 

, J -6 -
7 A\/ C- 1'"' ,J ( C"'oo' tY.., : 

. 
~ ... .A \t}V" 8 

9 ';if ,-,I o. ()\r'°' 

10 
v -\l Ii . I q/' 

11 t(WhA IA Ill ~ Ill . I "r;V!\ ,S {)\OW)) 

12MN 
. I I 

1 AM 

2 

3 

4 

5 

6 1 n; V> vjlo'.~ 11'\ir. l'anu r' / -

7 I I M"11 \ tl9" 
Total I 

Total INTAKE in 24 Hours o~ fo""'' \ Total OUTPUT in 24 Hours Q , \ + Jrh'no 
\. - - . 

BALANCE 

QRG/HC/IPD/Fnn/20.03/ED2017 N1 .O/RevOO Nurse Signature 
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·.·~:..- ... c·~RG ···=······ ...• \ ... 
··•\ •... · ·.:·:::~:=~·· Health City .... 
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r~~==:=l~P=N-0~,=3=J.=19=/2:23======~:=::===::=il 

L 
Mrs. Neeru Mahesh . UHID: 100066150 1' .. 

wan DOA . 

- .-

41 Y!F SINGLE WAR . 07/01/201911:11 
Dr ..._ 0 ZND FLOOR,/51259 I 

· r-raba/ Roy 

- ----..Jll.~_m111m1r.rmr.nru11umni 

. . GENERAL CONSENT 

QRG Health City 
Plot no. 1, Sector -16, Faridabad,.121002 
Tel: 0129 - 4330000 

I hereby authorize the hospital and those it may designate as medical personnel including doctors or staff to 
perform any examination, diagnostic procedure, Administration of medication, vaccination & Immunization by· 
doctors or healthcare providers, as may be considered necessary during my/ my patient's hospital stay. I 
understand.that I retain the right to refuse any particular examil)ation, tests, procedures, treatment.therapy or 
medication recommended or deemed medically necessary by treating doctors. 

I understand that the practice of medicine is not an exact science and that no guarantees have been made to me 
as to the results of my evaluation and/ or treatment. I understand that I have the right to discuss treatment details 
along with the risks, benefits, alternatives and undertake to do so; I am given to understand that the onus of 
this shall rest with me. - · 

I understand that the confidentiality of all medical records shall be protected to the fullest extent of the law. I also 
.consent to the use of my medical information for research purpose or for insurance purpose: 

I understand that the estimate of the treatment given to me is approximate and depending on my I patient's 
· condition /course of illness there may be a significant variation in the medical cost. I agree that the running bill of 

the hospital will be settled within the specified period of time during the stay at the hospital. I undertake to pay 
.the amount due to the hospital, prior to discharge of the patient. In case, we change to higher category of bed, we 
agree to pay the requisite room charges, surgical and other allied charges, as applicable to higher category for 
the entire stay. 

I also consent the use of my I my patient's medical information, tissue samples or body fluids (specimens) for 
ins.urance cover. I also understand that the Hospital also has the authority to dispose ·off the specimens taken for 
laboratory I pathology examination · 

I understand that during hospitalization, we are not supposed to bring any valuables to the hospital. The hospital 
shall not be liable forthe loss or damage to any valuables placed herein . 

. I have received visitors pass and attendant pass. I hereby agree to abide by hospital rules and regulations. 

All disputes shall be under exclusive jurisdiction of Delhi Courts. 

Authorisation by patient 
I acknowledge that I have had enough opportunities to discuss this procedures, as stated above, with my/ ' . 
my patient's physician/his/her designee, and hereby consent to this procedures. 

~~~hp:~:~:i:nu~~b~=~~;:/l~:.~~~ause .... : .................................. ~ .......... : ............... '. ............ . 
And !,. .......................... ~ ................................................ (name/relationship with the patient), therefore, 

give consent for the patient, I acknowledge that I have had enough opportunities to discuss my patient's 
management, with the physician/designee, and hereby consent for the same. 

I certify that the information shared by me is true & correct to the best of my knowledge & belief & nothing 
has been concealed therefrom. 

Signature of Pati~~of Kin (reiationship) 

.......... : ............. ~--~·-···················· 



. .-~:;".· c·;>RG '• ·ef!.·•·· .. 
~==l•:!:: 
··.:·:::~~::: · Health City . . . . 

· . ~ 
Patient Label 

QRG Health City 
Plot no. 1. Sector-16, Faridabad. 121002· 't 
Tel: 0129 • 4330000 

l:f ~&RT 3lflla1<1<ITT~Rifch("'(iiPer3Rr 4>4i11R<i'i <ITT ~/m ~cf;~~ 1%\1l'i3lflla1~ l'i 
~ct; GTm- 3llq~<JC/) i:ifte:rut ~<:1Pl4> mwm. c:crr3TI "" m. e1C!11ill'<u1 q %'Ren cfi ~ 1!°f ~ ~ 
t1 t'! +11:is1t11 ~ fcl;-~ ~ ITTXT. ~ fclRfi ~ ~e:ror. mwm3TI. ~ fiifch<f11 ~ c:crr cfi m 
cITT· ~ m Ci>! ~ ~ f.1fto t I 
l:f '(_'I 'i\Hct I ~ ~ <ITT 3Mffi ~ ~ fu!A ritf t 3J'R iffi 't<"<l i C!) '1 3J'R /<IT ~ q ii I'< cf; 4R 011 'i cf; orR °J'i ~ 
~~tr 7T<fr t I~ cf; \Jllft!lii. (1Tl1 ~ fclcpc;q cf; °fTm ~cf; orR -q '<Rlt m cf;~~ -qt. 
~ Rn A'\<; 1fl cf; °fTm 3ITTT'l ~ fl ii \H ~ <ITT ~ ~ Tfm t I · 

l:f ~'i\Hdl ~ "fflfi ~&iPct fuITTt ctr 'll cflAllct I ~ ctr ~~cf; ~ ~ t I ~ ~ ifr:rr ~G. 
~ ~ Rlfchffll \J11'14'1fl <ITT '34lll'I m cf;~ fli::'iffi tdT {1 · 

t'! '<i'i\Hctl ~ctr~~~ '34ill'{ °$1 C1T'f('f 3!j•wl1a t 3ftx ~/l'ffun °$1 ~ 1R f.'rtx. <lffilT t fcl;-~ cf; 
~ffiT '34ill'{ ~ tR Mm B ~ 'ii::(tjq:o\ <1<;ct1q -ITT mt I 3lfllcilct l'i ~cf; G'RR wm ctr f.rmfuT 
~ cf; ~ 'tffii f<IB cf; :fITIT'1 cf; ~ ~ t I 3l fll ct I ct cf; "fflfi <l<ITT1TI ~ <ITT 'TJfil'l ~ cITT 3l fll ci I ct 
~ ~ m ~ ~ ~ I ~ti~ C'l<r ~ ~ ~ ~ qrc;fi fcmR ctr xffilm ~ t vfl- 'ljl ~<ITT 
3RR ID<ll \NJctT f<IB 'TJfil'l cf; ~ ~ {I 

t'j ~ <ml °$1 1ft ~ ~/t<fi t fcl;- ..rn;~ l'ffun °$1 fiifchRil ~ ~ \J11'1i!ll~. ~ cf; 'lift <IT mtx 
cf; ~ qcrr:!f (~) <lti=rr ~ ~ ~I ~ fu~ 11<IT1J · fcl;~ ,\ill °f!Cli~ t I l'l. <16 '!'j) °ffl'f°SIC'IT I 
°ffl'f~<ft t{ fcl; 3ffq('lf<'J CliT 3!1liC!iH t fcl; <16 it ~TT <'!Tuft \ill il/11 <IT lJ°!lll<'IT ~· fu~ lJ<! 11fa~q C!iT 
"ft.c 'l'j) · Clix XiC!i~ t 1 · 

' 
ti fl Ii $1 (11 ~ ~ 1jl ctT..mt °flTliR ;}! fll ct I ct -?j &TI 11;iT t .1 fcITTfl- 1fi ctT..mt m1W! cf; jiP fl 11 qr e=rfu cf; ~ 
;}! fll ct I ct I\;\ di q I'{ ritf t I . · . 

:J$f fc1 Rn c'< 'Im ~ q R<:i I'< ill 'Im fll<'lr t. t'j 3l f4 a I C1 cf; CITT'f! 3ftx f.n:r:r 'IITT'1 m cf; ~ ~ { 1 x;;;;t 
°ff'lft. fctqrcIT C/)J f.1qc1 '1 ~ "41 ll I C1 lll cf; ~ cf; ('16('1 fcITTn \ill<)1rr I . . -- -~ - ' - ·-'- -

Wfimr~~ 
tr fCliiPI'< CliXi'IT { frl'i ~ Rlfchff!C!> ~ ~ ~ <ITT ~· ~ ~ \!IT ~· fcl;- BitR crfURr t_ 
3l'R ~flffiC? tr~ JJfu;m ~ ~ ~ fli::'ilfi ~ {1 

Wft Cf} ti '<l ;£.f) q;t ~~ 
xPfi -i<YlC/)lfl ~ -q ~ t cmT fcl;- ' . . . . 

c. ••••••••••••••.•••••.••••••••••••••••••••••••••••••••••••••••••••• · •••••••••••••••••••••••• 

3l'R l:f ......... : .................. .' ................................................... ("1T1'. xPfi ~ ~). $fl~\! ~ cf; 

~ tq"JCQR1 ~ t tr '{qj¢1'< CffilT l fcl;-~ Rifch
0

ff!C/) ~ 4'<1'i~i ~·<ITT·~ 3l<ffR fqc;rr 2'T 

~ fcl;- BltR qfUffi t. 3l'R tr ~ JJfu;m cf; ~ 3T<Rt fli>'ilfi ~. {J 
t'j ll'11fll1a CliXffi/Clmfi ~ fcl;- ~ ITTXJ c!t ~ ~ ~ \ffil1i \rll'1C!)l{l 3ftx fci:tqlfl cf; 3Tjf!R °fl<'<! ('12JT '<i1ft t 
3ftx ~ 1ft '1i>«l't01 \J11'1<t>I~ ~ ~ ~ t I · · · . : · . 

Wt: ~ m<ll°Rt rt ~ITT Wft / q ;lhi11 (ft ><i 'tl) rt i> «111:1'< 

..... · .................................................................... : ..... . 
~;iiq; ..... : ............. ::; ..... ::.:: ~ ............ ; ........... . QRGHC/AOM/Frm/02Ner.0.1 
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,--<11 Y/t- ND-F[OOR/51159 

' Or. Prabal Roy 

11rn11111111111 n:i Cl l'.111111 ll Ill IOI 

JP No : 33·19/223 UHID : 100066150 

Mrs. Neeni MaheShwari DOA : 07/01/2019 11:16 

41 Y/F SINGLE WARD 2ND FLOOR/51259 . 

INFORMED CONSENT FORM FOR ANESTHESIA 
~ ·~ ~ ~ lj'?J 

.~me:~ ' rVe.€,9-W }NJ._~~~~~ 

Age~\,...-~: Gender: Male ~ UHID No.: C&rc;o 
3IT'.! . ~ J'W'f ~ 

r,, 
""' Interpreter Services : Yes .~ Consultant : .. 
~~WIT ifi ~ =ft('ll~Cf)I~ _: 

. 
J «-

4 

D. 

If 

M. 

4· 

. . ·-·1·;:; .;.; 1,;;.Jq1~E!Fll~!:'DB.Y;THEiPATIENT'.pR:n{§i'.P.c?crJ>RrO DOCUIVIE_~r;1N;PATIENT7Sl0.WN WOR~DS .: ;•--:~y. 

I/my. patient r/"IJi,1.. ,h.l<?:f!SAM ~ •• ~ave been scheduled for surgery/procedure,:::C£orf.\ ...................... . 

under Dr. £'HO!W:r I ~j . 
· I understand that anesthesia service are needed so that my doctor can perform the operation or procedur.e. · 

I am aware that anesthesia will be provided to me by tmined and skilled anesthesiologists, who will be monitoring my 

health throughout the surgery/procedure and whose goal will be to ensure a safe and comfortable surgery/procedure 
bme. . .. . , . . · 

It has been explained to me, however, that all forms of anesthesia involve some risk: even at the hands of competent 
and experienced anesthesiologists .. 

;;;, ... -- ·" -~, _,,, . .::" ,,-: "mff~~'m"-~~·~ ~--n f!llilictt<l\i'-;i;m -,xr. ~ i":.·. : : .. , 
~! 

·r 
. if .................................... :..................... ............ 6'10 : .............. '. ....................... · ~ mm ~ / 'llf.Vm .......... : .... ~ ...................... : .. 
~ ~ ~ f<t;m 'Im {1 

if ~ WIT qfJ ~ 'ff 3T<flT<! { <l'l'f<I> fqf~ 311 <i h1 '1 / ~ i!>T f.'l &j I G '1 <Ii< 'ff'li I 

,J 

if ~ iffil 'ff ~ <ITT 3T<flT<! { ~ ~ 1/<I> irftrfffil 1{!f ~ ~~ ;gm ~ ~ ~I 

~ ~/llfli><rr. if 1ffi ~ \FfqfJ f.'1 1 1~1..,°J if ~I~ Olll>I iNt Wlffir f0i 3il~l'l~ii ~/ll'f.l;m,. 
'.'!f.ifuro <fR"1T ITTrrr I 

~ ~ \i11'1<1i<fi <ft~ t ~ ~ * 'frlft 1r<liffi if·'[@ ~. t I 1lift <f<li ~ 1/<I> ~ ~ 31'.l'T<fi 
~ ;gm Ri&11~t1 fil>I/ UfR lR >fi. ~. f.rfta t I . .. · 

Common Risks Uncommon Risks Extremely Rare Risks 

Bruising at the site of Infection Drug allergies including severe life threatening reactions 
injection I drip Bleeding Blood clot or air lock in the leg/heart/lungs/brain 

Temporary rriuscle pains Heart attack 

Nausea & Vomiting Wheezing & diffculty in Bum followina use of cauterv / laser 

breathing Death . 

"~-------



~~ ·31~1~1~ ~ 3lfa ~11' ~ 

~Jl<&H I ~ ~ ~ <:<m<IT <'! ~. WI <Ji!> fil; ;;ftq.J i!>'r <!!<RT ID~ qf\ ~ ~ ;;T;rr 
"111"'1 tR ~. ~ XCffi:alCI I~ <ITT ~ m ¢x I ~ I ~'lh'll ~~«P. ii 'l""lR <'l'f<i> 

~i~Ct~l<l~ ii ~ ~ e;~ll'Qlct 

~ l{'q~ 3IRT 'l<lrn -AA ii ~ '"""" I <l>lC'CT <!> <IITTUT G'"E! 

'l"9; 

I understand that these risks apply to all forms of anesthesia, additional risk apply to specific methods. · 

I understand the type(s) of anesthesia checked below will be used for my surgery/procedure,"according to my-doctor's 
preference, as well as my own desire. 

It has been explained to me that sometimes an anesthesia technique which involve the use of lo~al anesthetics, with or 

without sedation, may not succeed . complete
0

ly and therefore~nother technique may have to be used including general 
~ 

anesthesia. 

. l'f ~ 3!<flTil it fil; <) ~ "1'fl cm- * ~ tR OIT'l ~ ~ f<lffl ~ tR ~ ~ OIT'l iWlT. % I G 
l'f ~ 3WIB it fil; ~ ifffi1I 1"J"i;r ~ * wfr m ¥T ~¢<'11°111 ~~ ~ M 3ITT ~ ofl m: ~ ~ 
<PRiP'I <'! ~ \ll1fl 1 ~ ~ mftr 31'IB-ITT!. !@pm <ITT m. ~ ~ F<hfil q; ofl 'liTmrr. ~ m fl ~ «!<i ofl ~ .mfi'rc;i % 1 

. ~ "!ll' "11~q;1~ ·<fr ~ fil; ~ ~ ~q; ftrni'i ~ ~ mfi'r<'! % ~ <t; m .m .f<Ri ~ ~. ~ 
<m; '1'ITT'! "'lfl' ID ~ % 3ITT ~ 3RI ~ <ITT ~ fil;m Vil '1<RfT % ~ <fll1Rl ~ ~ .t I 

Complications : I understand that these complications have.been listed and explained to me.to _help me make an 

informed·decision, and that the possibility of a major compli.cation is remote .. 

"'~<1'1 I~ :- l'f ~ 3lCflT(j -~ fil; <) "'~<1 C1I <i ~ % lf1i fil;'1T f.!ui<! -AA ii ~ %<'!. ~ f<mFI x;;q <'! "'I~ ¢1 ~ 1fr I 
~ % om ~ "1 ~<1 C1I qlt W1T<AT <1S<1 afrar % I . . · . · 

. jZf General an.aesthesia 

Expected result Total unconscious state, possible placement of a tube· 
into the windpipe. -
Drug injected into the blood stream, breathed into the ~ 

Technique .. 
lungs or by other routes. · · 

Mouth or throat pain, hoarseness, injury to mouth or ieeth. 
Risks awareness under anaesthesia, injury to blood vessels, 

aspiration, pneumonia, vomiting 

D Spinal or epidural or 
Expected Result . 

Temporary descreased or loss of feeling and I or 

combined Spinal epidural I movement to lower part of the body (u_nilateral I bilateral) · 

Labour epidural· Drug injected through a needle I catheter placed . 

D With sedation Technique either directly into the spinal canal or immediately 
outside the spinal canal. 

D W.ithout sedation 
Headache, backache, buzzing in the ears, convulsion, 

Risks infection, persistent weakness,' numbness, residual pain, 
injury to blood vessels, "total spinal", failed spinal, arrhythmia. 

D Major I minor nerve block Expected result Temporary loss of feeling and I or movment to 
specific l:mb or area. 

D With s~dation Tochnique Drug injected near nerves causing loss of sensation 

- to the area of the operation. 

Infection, convulsions, persistent numbness, residual 

D Without sedation 
Risks pain, injury to blood, vessels, allergic reactions arrhythmia. 

----- ---

. ·-

/, 

i 
' 

' 



0 :Intravenous regional 
•)\na~thesia . . · 

Expected result Temporary 1.oss of feeling and I or movement of a limb 

0 With sedation 
Technique 

Drug injected into the veins of arm or leg while using 
a tourniquet. 

Infection convulsion, weakness, persistent . ' 

D Without sedation . 
Risks numbness, residual pain, injury to blood vessels 

allergic reactions, anaphylaxis, arrhythmia .. · 

Expected result Reduced anxiety and pain, partial or total loss of teeding 

Technique 
Drug injected into the blood stream breathed into lhe 

D Monitored anaesthesia care 
iungs or by other rbutes producing a semi-con~cious state. 

(with sedation) An unconscious state, depressed breathing injury to 
Risks blood vessels, awareness. 

Expected Result Measurement of vital signs, availability of anaesthesia 

D provider for further intervention 
- Monitored anaesthesia care 

(without sedation) Technique Monitors applied as per guidelines. 

Risks Increased awareness, anxiety and I or discomfort. 

. D Invasive Vascular Procedure Venous access for fluid replacement. . ' 

(Central Venous Line, Arterial Line) Expected result . Monitoring of VP, BP and ABG 

D With sedation . Technique 
Arterial- Radial/Femoral/Dorsalis Pedis artery is cannulated .. 

CVP- Internal Jugular/Subclavian/Femoral/Eiacillus vein is 
cannulated 

D Without s~dation · ' Risks 
Infection, Bleeding, Pneumothorax, Injury to vital structure · 
in neck, Chest ·and other .site of insertion. 

bJl 

1. 'ffillRI ~ ~ qfi"lf'l ~ ~ ~ ~ 3l<mTT, 'l'lm ~ "lOl\ ii 'flP 'fi11Tflm ~ 

~ 
G<rr <ITT «Rr llQT!; it ~<tC <ff!T ~ inTI tfi~ it \ilRI m ~ 
3R!T lfTlf ~ 

;;/JfWl (>Tlflr.!. RfilR ~ m 1ffi ii <:<!. 7ffil ~. :16' m zjo ii me. ~ <); <:'hR l'IB 
<ftflio ~) <tRT. 1<m111~f.'lm ~ me. $nii ii ~. f.'l~1f.'l~1. ~ 3lAi 

2. ~ ~ ~/qc\11\1<"1/ 
~ qfi"lf'l ~ "1'l ~ ~ m ii q;lft m "I ~ 'WIT <i<! /'!!T mR * f.mR ~ <Pl 

'il<'RT-~ <iG I 
~ q~"l"l1"" ' 

<rt*~=~ '!WIT/<!\~ m ~ ~·~ ii.OPTRl m ~ • ~m ~ 

• flRT ~ f<l>il 
1[<l>G1l <m<'i orTR1 I 

;;/JfWl (>Tlflr.!. RfilR ~. i11o mi <:<:. m ii 3lT'lJ'(/!. ~. ~. ~ ii lfff1r m <!>RUT 
<ftflio ~) ~.'fl Fll1"R ii mrRI. rr -.?r.rr. <:<: «R9~111m ii me. ~ I 
'fi11Tflm qftunlj ~ "1'l ~ ~ m it q;lft Im f<lml 3frr mi <Pl'l "I <ITT' 'WIT · 

3. ~~ ;?r.rr . 

.~m ~ ~ <i> qm = ~ m ~ ~ "I ""' 'WIT 

• flRT ~ f<l>il ~ (mfi'IB. ~. ~- Of1TTITT rr -.?r.rr. <:<:. «1<1011%f.'I~~ it me 
'AAA <ftfi'R! "!ft) 

. 



,. 

~~ ~ mt1 ~ ~ ~ ~ *'11 Im ~ 3i<r <ITT <WI "'! <iivtrr:lr · 
4.~~/ 
~ i'f'Alq; c'f<f"i~c .<ffi'r '1<ft) <ITT~ <PX '!l"!- m tR ~ .,,m Ti .c:<ll ~ <ITT'ff 

-~~ 
• f1RT ~ f<rnl tITfurq (mfiro! . 

~. ~. <'l11lffi 'l!9 mi. Gt! .. '<iffi1'1i5f.t11'i Ti "lie . ~ 
~~ 

5. f.rm;ft ii.~ ~~ ~ ~ Gt! ii <fi1fr. 3lifml; 'n 1!"l mt1 ~ · <lm\1 . 
~(~~) 

i'f'Alq; "fl ii Gill ~ <ITT'ff. ~~ '<i ~ &RT ~ m. 3RI 'fTTif ~ fGr<ffi 
~ <Im\) q\) t'R'!<I mi . . . 

tITfurq (mfiro!. <1mt1 q\'t ~. Vilm AA Ti mm. '<iffiil11%f.t<i'i ii "lie I 
~~~ 

6. f.rm;ft Ti ~ ~~ ~ii"''J:"I ~ ~ <ITT 111'!. 3lTiT q\'t ~ ~ ~ ~ 
~ (f.l"'fT ~ F<rn!) 3ll'jf<l<P'nl q\) i3Q<'l~OOl I 

i'f'Alq; ~/~/<1o<v<'lfll11'l '<iffi1'11%~l ii~ &m 

iilITTll'I (W'l<'I. <rmmr. ~ ii ~ 31\x I m ~ ii~ 
~~"'!ff) . 

' 

INDIVIDUAL RISKS (to be completed by tt'iu anesthesiologist completing.;this from) · . · · 
I under.stand that according to my medical history and type of ·surgery/prdcedure planned, I come under the 
following risk stratification for surgery/proc~dure and anesthesia. · 

Risk Category . Factors Contributing ~Ugh Risk 

Moderate Risk 
(ASA3) 

High Risk 
(ASA4&5) 

Emergency 
, Surgery 

Difficul( Airway i 
Upper/Lower Respiratpry Infection 
Diabetes . • . · 
Hyperten.sion 
Frequent Attacks of Asthma I COPD 
Obesity I Obstructive Sleep Apriea 
Thyroid Disorders 
Anemia 
Taking Blood Thinners 
Coronay Artery Disease 
Poor Myocardial Function 

· Heart Valve Abnormalities 
Heart Rhythm Abnormalities 
Recent Cardiac Bypass I Stenting 
Presence of Blood Clot In Lower Limbs 
Rerial Failure 
Electrolyte Imbalance 

. Substance Abuse 
Full Stomach 
Massive Bleeding Preoperatively 
Inadequate nme For Medical Workup 
History Not Elicitable · 
Ongoing Heart Attack 
Collapse During An lnterventional Procedure 
Smoking · 
Others 

. Possible Adverse Events. 

nraoperat1ve ronc ospasm · 
Food particles in windpipe . 
.Preoperative myocardial infarction 
Postoperative .mechani.cal ventilation · 
,Postoperative ionotropic support 
Blood clot in legs / lungs I b.rain 
Blockade of coronary stent 

'Stroke I brain damage 
ICU Stay 
Related to blood transfusion 
Others 

'::" -



0 

~ ~~~ 

. lf1'P"·~ ~~ .. · . wITTFl ~- <f'm ~ q\1. ~ ij ~ .. 

~1~2) WR)/f.Rrofi ·~ ~ ~ .~~lfH~ ll <liR ~ ~ . J· 

~ wITTFl ~ ~. ~-~ mG ij ·mt ~ .· 
'3"'I ~. 3JTCITTR. ~ mG ij mt .q\1 ~ WI ~ . 
~<ITT <ITT-<ITT ~I.~ 

. "'1!'I ;;i)ft;ri ~ /iim'rn 'Wfrq ~ 
4'/~/ ~ ij "L'1 ~ ~ 

~3): 
. mt-Reil~ .. 
~ 
~41fll<ll (~ qi'\ ~) 3lTEITTI I ~ 3lTEITTI .• 

Z1R1 <!It 'ffi\'IT ~ ~ ~ G1ll ~. wR\ WI • ~- ~. 'L WITT! 
~mi~ '1RI ~ " '<i<M'r 
~~~ 3R! 
3ffiPlRI ~ ~ 

i3"E<l ~ 
l'R'I i'i ~-~~I ~ 
f.'r<IB 3l7TI ij '1RI <f; ~ qi'\ ~ . 

. . 

~4~5) 1J<it . wr qwr ., 'fR'IT 

311 q I fl Cf51 c;ft rt ~~CJiS::)Hl!iC 3ffli!M"'1 

~ -~<:<>ii wr ~ . 
'ff[ S3l1 iR: . 
~ -<fr '!,<I ~ '1Rl<IT'I . 
~ <r<t. 3fCI <f; ~ ~ '!f'fl! 
'!,<I ~ ~<'f?J" ~ qi'\ ~ ii \l)"'IT 
tG<liUlt1 <f; ~ ~ 
~ u1ll>m <f; ~ f.'ltmr 
3RI 

Patient Specific Risks other than ticked above: 

1),~------~--___;,---~....,-,----------,---------~-"--'---

2) ~-,------'-~..,---~---,-----,-,--'-----,---------__:---'--'-

3).~-,------'--,------------------------'---'--
Q·. 4) 

·~-----'----------,-----------------'------'--___.:_ 

.. '·. 

.-Pft ~ ufift;rq \'flR ~ it. 3T<'ll<fl:~ 

1),_----------------'--------'-------__:-----

.. 2)_--,-------------___;,----'---------'--'-___;,---

3) _· --------'----------------,-----'---__:-'---·~·~·"""--'-~-'-· .. : . 

4) __ -'--------------------,-__: ____ ;____:__:.~;__-~ 
·l. 



DECLARATION BY PATIENT I GUARDIAN (In case of minors) CLOSE RELATIVE (If patient is unable to make an 
informed consent) PROXY · · · ; . . . r . 

I acknowledge that anesthesiologist has informed me about the anesthesia plan and the alternatives.availaM°e~I 
my specific queries and concerns about this matter have been addressed. · . . 

I acknowl_edge that I have discussed with the anesthesiologist about significant risks and complications specific to · 
me I the patient's individual circumstances. · 

. I consent to the anesthesia service (s) and other eventualities discussed above and authorize that it be administered 
to me I my ward by anesthesia care team, under the supervision of a consultant I senior consultant in 
anesthesia. I also consent to any alternative from of anesthesia if necessary, as deemed appropriate by the 
anesthesia care team. · 

. 'Mt/ ~ {'11q1~·1 * ~ <R)/ '1'i1Gl<lll fffifGR ~ ~ ~ ~ ~ il 3"r'lci t) I-~ 
ll' ~ <ITT"fil /qmft ~ f<I;·.~ ~ ~ ~ '<'!T'! 3ITT ~ ~ * <ITT il ~ _f<l;m t , . 

. ll' ~ <ITT"fil /<IR"<ft ~ f<I; ~. ~ /~ "Mt <Ill ~ ~ * <ITT il ~ * "ffi1!.l ~ 3ITT . 
"1 ~01t113!T <fi <ITT >l ~-f<mt f<l;m t I . Q 
ll'. ~ ~ '1t ~ "Wn3IT lf<i 3RI ~ * ~ 3l'l'fT ~ llGT'I <ITT"fil ~nm ~ ~ ·<fi<R 
~/cr1too / 4x1A•fo1a1 <Ill f.'rrm'1t il ~/~"Mt <fi ~ <fi ~ ~ <!Rffi/<!mfi tr ~ "ffi1!.l ~ ll' '""1ffi_· . . 

~"CR~ <fi<R irl6m ~ <ri<I *1" "CR ~-<f; f<l;<fJ ~ * ~~~101 <Ill >fi ~ i;rGR <l>ffl!/<IR"<ft t1 

Please Tick whichever.is Applicable : 

In View of the above mentioned problems that are specific to me I my ward, 
I understand that I / my ward is a very high risk case for anesthesia and surgery. 
Post operative ventilator and ICU care may be needed. . 

I certify that I have ·received complete information and fully understood the above consent statement; that all of · 
my questions have been answered to my satisfaction, that all blanks requiring .insertion or completion were 
filled in, prior to the time of any signature, and thatthis consent is given with stable mind, freely, voluntarily· 
and without reservation. · 

' . 



To be filled by the patienter the Doctor to·document in ~atient's own rorE. . .. . . . 
KnoWing:the above risk, on my own responsibility, I hereby authorize Dr ... ~.. . ...... : . ....................... :./anaesthesia 

team and those he may designate as associates or assistants to go ahead on a !hes a and surgery/procedure at my 
own risk. All pros and cons have been explained and discussed with me.· I have read & understood. the entire 7 pages 

form. I have asked all the relevant questions pertaining to the form from the anesthesiologist 

'1>ft <ii m ~ 1' <: w a \it Chm 'lfV) tq_ '1>ft m ~f4>ctt<1> &m 1RT vmrn 1 

;mx m '!fl) vMir1 <PT "1T'ffl siz 3ltA ft1"1<:1~ "'· ff 6'10 : .................... ................ , ........ <PT~ <!ml!/~ li'- ~ 
~ ~ ~ fti,\;;1~ tR ~ ~ ~/llf<mn 'if; fu'( m 'H'6!ll 1fl<l'i m 'H'Ol<l<P'i <Pl~ <R' I ~/'\lfl!;m · 
"1 °¥ '1'l\ w.'fT tR ~ ·\ii H q; I~ <fr ~ ~ 3flx ~ -ft<:m f<lmr lJ<l'T ~ I °# &RT ~ 7 ~ <PT q;fll ~ . <I '1'101 ~ lJ<l'T 
~ *'! q;fl\ 'ii 'WiRm '1'lt llFf I \i1 I~ iii I~ ~ "1 1j,U <I '1'101 fu'I ~ I . · . · . 

Patient I Guardian I Close Relative 
'MT/~ /<ITT\ift ~ 

Relationship 

~~\f-
~'( 

Signature/Thumb Impression 
~/~<PT~ . 

Witness 
1J<rT'6' 

Relationship ·~""U 
"""' ~~ ... -
Signature/Thu~on. 
~/3fr@<Pl~ 

Relations ip . · 
~ 

·.Signature umb Impression 
~/. q;r~ .. 

Date 
~ 

· DECLARATION BY THE ANESTHES.IOLOGIST REGARDING INFORMATION FOR THIS CONSE 

'"'"'-I declare that I have explained the nature of general and I or regional anesthesia to be given and discussed the risks 
~Jiat particularly concern this patient. I have explained the patients' condition. the procedure and the risks, · . 

. consequences if those risks occur and·are of significant and problem specific to this patient. I have given the i;>atienU 
Guardian an opportunity to ask questions about any of the above matters and raise any other concerns. which I have 
answered as fully as possible. I am of the opinion that the Patient I Substitute Decision maker· have understood the 
above information. · · · · · · 

~ ~ '* ~~<ht S'l" ~ lITTT ~:...:. 

>l" ~ ilR'<rr ( fl!> >tt Wft <ITT ~ UJ8 ora Wffil ~ . / m ~-,~~<'I · ll<m' <6 ~ i!l't "'H<t>tofl <fr t 3ITT 
~ Wft "1 ~ wq "1 '¥. ~ <6 ;ITT lf ~-f4lm fil>zrT t I *\ ~ Wft lilt ~. 1lfWm ~ ~. ~ 
~ ~ t. at ~ l!fivrri ~ '1 lli'<l 'l"r "'' R'!l •ff 3ITT ~ <t .rt " "'H "', -0 <fr t 1 >tt Wfi / ai~ 'I IQ<t> 
lITT \1itR ""11/ 1fl! fll><fi >ft 1l<R"T <6 ;ITT lf <filT<'t m ~ 3RI ~ \ilH<t>l?i <'f;l lITT .amR ~ t I ftr'l<t>1 1'';l 
ur6i <r<t>. °ff"l"I t 'i'T "'R ~ t I ~ ·~ 'fRl<IT t fl!> Wft I f.'l<lfil<t> <iiieft <ITT '3q~) <m '!.'Al wm. -4' 3ITlf t 

Name of Doctor. 

~ f4; <'it q; q;r "IT'I : ~ " """"' 

Designation : 
'lG : . 

Time:. 
<l'l'll : 

Signature: 
~: 

QRGHC/OT/Frm/09ND.2 . 
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Or. Prabal Roy 

\llllllll Ill Ill \!1 [I IU\111111111111\. 

IP No : 33·19(223 Ul\ID : 100066150 

Mrs. Neeru Mahe$hwari DOA : 07/Qt/2019 11:16 

INFORMED CONSENT FORM / ·~J.J'rRf ~ "Q"?r 

D 

If 

M 

Patient Name ..... ~ ... o ... N.e.Q:!:\/.\ .... ~,'n,C?::Jh~.\. ....................... UHID .: .. .{b. G.L!Ct? ... : ......................... . 
Age I Sex ........... 1.\) ... ~~: .. f.-'. ................ Ward-/ IC\:l '",.:.: .... Jcl.S::~ ...................................................................... . 

Authorization for medical treatmenVperformance of surgical ~p~;~n(9) and/or diagnostic I therapeutic procedure(s) 

f<!~ct1<1>n14 \JllTITT/mo! fll»lni ~I m f.JGR I f<!~ctii!l'\4 Mhl'l"1~ <t ~ ~fil . -· _ 
Instructions I f.l't'fl . .=--?'--~~ 

Q"-1 · The Treating Consultant or his/her team member is responsible for obtaining the informed consen~~=. 
f<lf.bctlili '4T ~ itil ~ ~ 'I,ftrn ~ llT'<! m ~ ~ [\;p•1<m t I • -- ·----

2. Informed consent should be obtained from the patient: if he/she is an adult (18 yrs or older), physically competent and 
capable of making an informed decision. In any other case, by Patient's next of kin in the following order- Spouse, male 
adult child, female adult child, parents, close blood relative, relative, friend, acquaintance. 

'4'ft:' Wft iflIBI> ;18 <Jlf m ~ ~. ~11f!Rili vcr <l .iwr ~ ~ f.rrn1~~1' '11Hl! t <fil ;ft 'ifil' ~ ~ 'l>'t4 
1R il«t m~ ~I 1!itrft 1 ~ ifi 3RI ~ ..Y mt'iliT 'lft'r I~ tWft I <nR<lf -ijcr I <nR<lf -ijt) I 1ITTfT I f4<rr I '1 "1 <fl <fil 
'1>t-~-.ft I Rffi <:1~ I fir;! I VfR-1IBTl'R <m') ~!fl'{ q;t-q I 

3. If the medical treatmenVperformance of surgical operation (s) and/or diagnostic/therapeutic procedure (s) is life saving and 
the patient is unconscious or is otherwise unable to give consent and no relations can be easily contacted without 
jeopardizing patient's life, the medical treatrnenUoperation (s)/diagnostic/therapeutic procedure (s) should be carried out, 
stating the reason of patient's/his or her relative's inability to give consent. Sarne shall be certified by head of medical 
services or any other person nominated by him/her. 

'4'ft:' Wft ~ r.i~cti<614 ~/moi fll»lnt ~ / m f.JGR / r.if.bct1*14 ul'lfl"1~ ~ ~ '<61 <ffi <t ~ '1il<"'l'(0 f t 
~ ~ -ijmr t m fll>< ~ ~ ..y 3ffillo:f t ~~~in Rffi<:li1" 3ITTIT'fi" -wqql "Jiff m tf[ mt. '\ffi 
~ ..Y >16 iffiU'f ~ ~ f<I; <Tift m ~ ~-oft~~ ..Y .ilff'I "Jiff t. ~ 'il>I ~ Wtrt ..Y ~ flfiT 
f<l~ffiil>ni4 \!'lfiITT'/~ fsl>'4nt / lil'lfl"1~ '<61 UfT ~ t I >16 ~~Hll ~- <t lf1Fl m ~ GRT ~ "lf<ffi !;m · 
g 'llfllll"l f<l;m ~I 

.QConsent :(To be filled by the Treating Consultant or his/her team member) 

. '- ~ (fti~ffi<li m ~ ttil <t '1Gf'I GRT 1ffi "'1111) . 

1. I, hereby authorize the performance of the following operation(s), diagnostic I therapeutic procedures(s), or treatrnent(s) 
(hereinafter referred to as "Procedures") 

1" Pl"lr.tl&l"l "'14hH. f.t<:R / Rlf.l>ct1*t4 1ihfl uti m \'l"CfiITT'f ~ Pl "11 <:'1 <t ~ ~ iff<IT / ili«fi { 1 

......................................... ~~-'··········J .. fO.lM ........... ,J,., ...... G.. .•. A., .............................................................•.... : .. . 
2. I have been explained the nature and purpose of the aforesaid Procedures. I have also been informed and explained about 

the following benefits and advantages of the aforesaid Procedures. I understand and acknowledge that no guarantee have 
been or can be given regarding the likelihood of success or outcome of the said Procedures. 

~ \'!1fl_(w s1hf1"1~ '<61 ~ ~ ~ wim ~ >fl) t 1 ~ ~"" uhil"1~ <l ~ f.'1"1 ~l&l"l 4>f!R ornr ~ '11lm 
fui >fl) t 11" wm<IT/~ { ~ ~qifPffilT /<lmfi '{ f<I; \'iii1<RI uhf1"1~ 'il>I 4R•ll'1 m 'tl'licll"ll ~"Jiff t I 

........................................................... y. . ......,,.. .............................................................................................. ,,,.,, ............... . 
3. I have been informed that below mentioned are the common risks and potential complications involved in and 

after the above Procedures. I also understand and acknowledge that there may be certain unforeseen 
risks/complications in addition to those listed below. 

1.W uhf1"1~ '<l ~ (~ ~ 'ITG 1l ~ <ffi')) ~ ~ fl'll~d \if~cll"llti <f'lm ~ lft t I ,, >16 in 
mm'<rr I~ 3l1< ~ 1ffilT I <lffifi { f<I; f.l "1 R4 Rila <t 3r.IT<iT ai<t>~a ~ \illfWr I "' ~cld 1tj in m ~ t I 

............... ~~············~·-,.···········~:····································:················ 

1 

/ 



4. I have been informed and explained of the following existing alternatives, treatment and prognosis if the.aforesaid, ~ 

Procedures is/are not done. ·' 

>lft ~m mil\\Jli( "'!ff <tl't umft t m ~ fte.Jf<r-q-..pt ~ ~-~ aii.-wr <t Pi<:/r't * P<I_"" -q- :;i;.r(am-"fllml" 

~ll<flt I · , .· · 
. . .,- . 

······································································································:······························:·7·············································· 
·············.············i")···································································································7··························:···························· 

5. I authorrze Dr .... t'.".::-.b .. , •. J ........ ~ ....... ,and h1s/herteam member~ o~~ch·ass1stants an~ associates as 

may be selected by him I her to perform any part of the above Procedures.:! have been informed an<;! I agree that any of the 

aforesaid persons may perform any part of the said Procedufe_s~acc~ to his I her stage of training and ability. 

"il <ff ......................................................... 3lh ~,ttw<61ji(..,'( m '!H;<il•fl. ~ ~f\bi"flii\'\ll 11hfl\JI'( ft;ri/ <nR f.mrr 1fllT v .,.,... --
t ~ ~ (~F<bcti<t'lll 111'!1"1"!!1)~ *~~~iii" <W<fT/~ {1 >pt~ <ITT~ lf!TT t 3lh 1ffl ~ t ~ 
mR f¥il-.n} ~ ifi·~f_!nHITTT (~\ll~llll"I ~ ~<6 ""* ~) ~<ffi Rlf\b<"flii\'\ll 11)'11l\il't ~ql't UIT~ 
t ~ -ij >tt 11)'11l\il't .<ii ·fllRfl ifi, iR"T-q- >WT~ ~ /~ t I 

6. It has been·explained to .me that during the course of the said Procedures, an unforeseen/emergency condition may b6"Q; 
·revealed/may arise, which may necessitate a surgical or other emergency procedures in addition to or different from those 
listed above. Also other unforeseen risks such as blood infection, heart failure, change in blood pressure, anesthetics I 
allergic reactions, paralysis etc. may arise necessitating additional medical procedure(s}ltreatment(s} in addition to or 
different from those listed above. Therefore, I further consent and authorize the rendering of such other medical care and 
treatment as the Treating Consultant or his/her team member reasonably believes necessary. 

'ffe "lIB ifi "fllmT ~ lf!TT t ~ 11) '!1i"1 'I <6 ~. ~ ifi 31iii~ct/31 IQ IC1 <t;r oft '1 fte.Jf<r >ft lIT ~ t ftmll moll flpqy 
m 3A 31141ctilil<fl't 111'!!1"1'( (~<ffi ~ ~ <6 3l<'IT<IT) <tl't Uff"ffi 'I<;~ t I~ 3l<'IT<IT 3Rl 31ili~ct ~ \itW 
«rn ~. ~ <tl't 'TftJ """11. 'tifctillQ -q- q~q<f't. ~/qlilM<t> 11f.l»ll\i. "liliRI 3ITftt ;;t ~ t I ~<ft~ ..Y 
31f<t~ifct ~f\bffi<t>1>l 11)il\\il't/~ ~<ffi ~ ~ <6 3IO!TllT} <tl't Uff"ffi 'I<;~ t I~ "il ~ ~ <fR'l 
~14;{'flili m ~ •m;<il•f\/'t161<lili <i>t. ~ ifi ~f<l;ffiq,"'J>j ~&'illil 3ITT ~<ff.fl~ m. ~ 3T'IC'I lf ~ <tl't 
~ <tffi/~ ( 3lh 31rtli!ict <W<JT/~ (1 

/. I al.so hereby give consent to administration of such drugs or infusions as may be deemed necessary for appropriate 
medical treatment and management. 

-4" i?i~clil Vii~ <i>t w ~ <tm"/~ (flt> ~l\bffi<t>lll \Jlffl1' <i'i W!1l" ~~>ft "lfili"R <tl't ~ q;r ~ 
f.mrr UIT ~ t I 

8. I consent/ done! consent to the photographing or video filming of the Procedures for the purpose of advancing medical 
education or its publication in scientific journals etc. provided the patient's identify is not revealed by the images or ("""\ 
descriptions in the accompanying texts. In an effort to further medical science and education, I consent to the admittance of-~. 
qualified observers to the operation room, as may be authorized by QRG Health City Hospital; • " 
"il ~f\bffiilll>l fmrr/<1$11f.1<1> ~ -q- ll<t>m't 3ITftt q;1'if <6 ~ ~nPffii$l>l 11)'!11\Jl'I <tl't 4ikl1J1q,"\ 3lh ~-~ 
"if'1R <tl't ~ <tffi / ~ / "'!ff <tffi I >lft 1ffl r,i 14; <"fl i$l >l 11) '111\JI 'I <!>l f<ll\bcti<tl ll ftrm / <1 $11 r.t iii ~ 3Tift 
q;lll'f <6 ft;ri/ ~ ..Y <WIT VffilT t / 11 <t> I ~I 't f.mrr VffilT t fil ~ fte.Jf<r .,Y Wfi <tl't WilT'f •114 "1°l ll ~ urr1['fi I if "il<r<R 
f<lr.t>ffi<tllll fum <tl't <ft<lr ~ <6 ft;ri/ <f'L~-~ .. -S-('Q.i ~ i?itcfl<:lil ilIB 31ft!i!ict <lfril-lflf:<tlffilil <i>t 31'fqhl'f <!>'rt if 3IR 
<tl't ift ~~OT/~ (I 

9. I also understand that use of cautery /laser etc. has hazards of mechanical I chemical I thermal injuries. 

"il "'«:< wrn<IT /'H'm<fi It flt> ~14;{'fl$)>l 11h1l\Jl't lf lll:TlPi,.-/~ ~.t-.mr.ft/Hllllf.l<t> /OJlfl>I ~ lIT ~ t I 

10.1 understand that while performing Laparoscopic Surgeries, there may occasionally be a need of an 'Open' procedure, in 
which an incision is made in the abdomen. This decision may be required for mx ~afety & for ·successful completion of this J 
procedure.Accordingly, I hereby give consentto the above 

~ w ~/wmcfi it fil> ~11hq;)fll<t> / ~1<11R<t> ·ll;;i~h1m\ W'fll ~ fil> ~if <lRr Wffif Will} aWF! ~ ~ ~ '$) >ft 
~ ~ ~ t I~ l$ "\JIFIOl/\i!Rifr it flt> 111;; f.ruilr ~ ~ ~ f.lf.l>ctt<tl't>l ~<tit ll'liclctl'!4<t> 1!<f m if>~ fil>m 
~l~~~aWR~~~q;'\~'q\)~"if<lr/~i.1 

11.I further authorize the release of information from the medical or other records of QRG Health City Hospital., as may be 
deemed necessary in furtherance to any Court's order or applicable law/rules/regulations/notifications etc. as may be 
issued by the Competent Authority from time to time.· . 

"il <f'L31R.ufr. "S-"'1-1" ~ t;'ft<11<:1i1 V'iiER <!>l W 31~·ilil't <tffi/~ ~flt> "iftr "lllllllillfl<l-3\R~/"i!iT'B/31Rl"iil'tl 3Tift 
ilIB lJPt urR lR >tt f<l~ctlif>~lll f.l<ffoT m 3RI ~ q;) ~<ITT <fili<rT t I . 
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, 

12. QI am/ DI am not suffering from any known allergies/drug reactions. If allergic please provide details: 

>l ~ ;fi;;r m Giff~~ I ~Q<r.<1'1 <t.itfi ~ ~ lJfira {/'lift {I ~~terr <f[QIT f<mvr ~ I 
...... :'.: .. ,_>. ............................. N .. r. ........... k..v..o'-"'.11.\.. ................................................................................................. . 

13. I have been give~~ opportunityJo ask any questions/queries and to seek second opinion, if desired. 

~ iii<1 >ft ~ ~ \ffi ~ F.I fifkt1 if>-1 ll wh?i \ii< mi~ ~ ~ ¥. TI'! '{9"t <ITT 31<RR ftrllr 'l<rr '1.lT I 

14. I also hereby consent to disposal of any diseased,lunwanted tissues/other body parts which may be removed during the 
course of such Procedures. ....._ ·--........_ _ · • 

>l 3FJ'lftl tor/~ ;t. flt;- f.11""<'11if>°lll ~)'lfiut<.!-<:hi:f~ >fi_ 'T<l>R <t Wi- l.ffil / 3l<i1f9a ~ ;'llfu <t aRJ wrr 
(ftR<l;t 1/1fu ~ !;CTllT 'l<rr °ITT) <ITT f.f 4<:1 '1 fli;-m \ill ~ t I -........_ -. . --15. I hereby acknowledge that the infonnation given including · · •n mypast.)listory/hospitalization etc. are complete 
and true to the best of my knowledge and belief and n •· ~. ·· 1:>d tliereJ_i-om_ . I shall not hold the Treating 
Consultant/his or her team/QRG Health City Hospital. · ~...._,,~ iated with ,QRG Health City Hospital 
liable for the consequences which may arise due to the non-....~,·· · ·· .·· .• , isclosure o.{any such facts. 

_'1° ~ iffilT I <fi«fi ;t_ flt;-~ 6RT <ft ~ 'i"Rf ~ t 3th ~ 3ITT <t ~ >ft \ii I '1 iii I~ ~ 'lift ~ t I '1° lfITTI 
~ ilit <mR m ~ ilit slff'l 1llt ~ -4" mlf'l 31R <fRil 'lfiuwr <t ~ ~ .n ~~--~ m <fRil ~ m 

c;,;;;;r-~ tt>r "'. ~. m iflLix.ufl. t-"'1-f ~ slR<lc01 m iflL31R.\ift. t-('Q.f ~ sl~c~;~ ~01""~ >ft '2lflffl ilit 
fttR'l<:I( 'ltf di;(lii;•ll/di;(lii;•fl · . ·--

HIGH RISK CONSENT / 'li,~u ·'l!t;'lRf ""' . 

WHETHER THE PROCEDURE IS HIGH RISK? 

If yes, please provide reasons for HIGH RISK: 

~ m. m i!pl7/T ~ GJ)fti>t <6 <muIT <PT ~ur <fit: 

YES D 

-ITTD 

No LI 

(1) ...................................................................................... (3) ............................ : .............................................. . 

(2) ...................................................................................... (4) ..................... : ..................................................... . 

Please elaborate on any specific P,Ost-op management that might be required because of being a HIGH 
RISK case: · 

qpnIT ~ GJ)fti>t <!ft-~ lf <!ft- ~<iil'll<'I <f; ~ whtiGJ< <f; "ifTG <!ft- ~&'11<'1 <fiitfi 'T<l'ER <PT 
f1ffiITT ~ \i R"l & <fit I 

. ~(1) ..................................................................................... (3) ........................................................................... . 

m=: ......... ~ ................................................................... ~ ........................................................................... . 
Doctor's Signature ............................................................................ Date ..................... Time .......................... . 

~~ffiij) q;y lrnll~ ................................................................................ fclfl:f ........................ ~ .............................. . 
PATIENT OR PATIENTS NEXT OF KIN C 

-~ uil f&>t <!ft-~ 1f Wft m Wft 
NSENT FOR HIGH RISK: 

qft\if'f ~ <ft ~ ;ii 6 >t RI 

Signaturerrhumb Impression: ........................................................... Date ....................... Time ........................ . 
. \ . 

6t<tll:t< m ~ <PT f.mR: ....................................................................... fclfl:f ........................... ~ ........................... . 
Name: ......................................... , ........................... : .......... 'fl1f: .................................... : ............................................ . 

Note: Please enter high risk status on the progress note/'1)c: '\l'llf"'1\<t f.i~<"«$Jil 'lTc tff \3'i'il uftf«q<!lt l~fcP1>r~itR 1 
Authorization of Patient/Wft imT Yl~ifiFll 

I acknowledge that I have had an opportunity to discuss and understand the Procedures, as stated above, with 
the Treating Consultant or his/her team member. I certify that the statements made in this consent form along 
with attachedAnnexure (if any) have been read over and explained to me in a language best understood by me. 
I have fully understood the contents and implications of the consent along with attached Annexure (if any) and 
further submit that the statements herein referred to, were filled in. before I signed I applied my thumb 
impression. 

3 
I < 

- --!.. 



-4" t<1"t<P1x "ilffill/~ ft. flt>~ Rl~cti<P 3T:i.rcrr ~ ~ <6 ~ lrnT ~Cffl qftpm ~~Rm" fcr<!Rc,-~ 
m ~ ~ "Cj)"f 3fifffi ~ 'fllT m 1 >l \litlfllld QffifT It.~~-.{~~ <1>'1.R ~ ~ -wr;;r -.{_ 3TA-efc;ll·'lT'f[ 
-.{_ ~ ~ >nl t 1 >l;t ~ ;iit;it~ ~ ~ ~ ~q <6 ~ 'fT<frd 3TT.flt ow-wr;;r full t 1 >l ~ <i>"'«ff 

l( flt> mrr "'~ >nl ~ <P'1.R -.tt 6«111:1x m I aft@ "<P"T f.mR ~ ~ ~ ~ >nl ~ v· ··· 
Patient's SignaturefThumb lmpression: ... ~'r'1 ..................................... Date .. J:(1-£.t.1,C.. .... nme .. µf: ............. . 

::.~~~B~~~::::-.-.·.-.·::::···.-.·:::::-.·.·:::::::-.·::.·::::-.-.·.-.-:::::::·.-.-·:::::~~'.~·~:~:::::-.-.·.-.-:·:·::··=:··-.·:::::-.·.-.·.·:::::··:·: 
:~~:::~-~-i~-~~;~·;~~~i!~~:;~~~;~~~~:=~::::::-.. ~~;~-.···¥t.·;1i:·~·:·::::-.··.·~~~---~··:::::::····:: 
1filT6 <6 ITT'dlffi/afi@ <PT ~: .... .~ .............. : .......... ~ ............................... '1lfll ....................... . 

Name:.)J\.a:ni-:-Sh. .. M.~~-~~-.. ~~-.................. : ...... '.,l ..................................................................... ·· 
' - 'lot. - .! 

;;~~:-~;~;;·~;~_;:;:::~>.·.''.·::· .-: ~-.-.-.-:::::-.··:.-::::::·.-:·:::::-.·.-.··::::-.-.·.-.-:::::-.-.·.-:·:~~;~·--··:;:'j._';(::1.·.1::::-.·:·.··~~::::~t··~~~;~ 
~ <ii i;w11:tx:..... ........ . ................................... .! ... :. ......................................... ~ ............................... '1lfl! ...................... .. 

. . 
Name: ........ ~ ... , ................ ~.,.fl. ... ~ . .J .... ~ ............................... "'fll{: .................................................. ~ ................... . 

Authorization of Patient's Next of Kin/-.:rfuir <6 Pl<i>cdit lJftuR lrnT 31~~~ I 111~~~ 
The patient is unable to given. an informed consent because ..................................................................................................... . 

. ............. .. . . . . ......... ................. .. . . . . . . ... . ..... : ..................................................................................................... and therefore 
I ............................................................................................................................................................................................... . 
(Full name, permanent residential address and relationship with the patient), give my informed consent for the performance of 
the aforesaid Procedures upon the patient. I acknowledge that I have had an opportunity to discuss the said Procedures, as 
stated above, with the Treating Consultant or his/her team member. I certify that the statements made in this consent form 
along with attached Annexure (if any) have been read over and explained to me in a language best understood by me. I have 
fully understood the contents and implications of the consent along with attached Annexure (if any) and further submit that the 
statements herein referred to, were filled in before I signed I applied my thumb impression. 
Wtfi ~ \IGR m " am1™ t <imf<I; .................................................................... : ........................................... : ............................ . 

~ ~ .................... : ................................................... : ...................................................................... : ..................................................... . 
..................................................................... : .............................................................................................................................................. :Q., 
~ ~ ('L'f "'fll{, ~ qar 3!l< W>ft <6 ~ <fiiq) \11fl.t<ffi 11~1l13t'I· q;\ WI\ <6 @Rm-~~ <hrr;<hft_(1 ~ 
~ <ffill/°iff<fi it. f<I; :¢ ni~i'tl"' ai"-T<IT. ~ ~ <6 ~ 6ffi \11fl.t<ffi llflt>m ~ <t<ifmr f<i<ITT'-~ m ~ 
~ <PT ~ ~ lfllt. !I.IT I ~ 11 'llfllld <ffilT ( ~ q.,.-1{ ~ <r4'i <l>'-R :¢ >WI '1'm 1f 3fR <m.'fi '!Jin 1f <flfSIT ~ 1T4 
t I ~-;t ~ ~ q.,.-~ ~ ~q <ii <f4'11{1<ffe.f 3l'illt ~ '1'm ft;n\ t I ~ m; ~ <ffilT ( f<I; >ri;i <R ~ 1T4 <r4'i 
<l>'-R -.tt i;w ll:tx m I~ <PT f.mR i.'f1TR ~ ~ ~ 1T4 ~ I 

Patient's Next of Kin's SignaturefThumb lmpression ...................................... _. ... Name .................................................... . 

Wtft <6 6'«1 ll:t ( ! W@ <PT f.mR ............................................................................... "'fll{ .............................................................. .. 

· Date .................... : ....... mme ......................... . ~ ......................... /"1fll ..................... . 

Witness's SignaturefThumb lmpression:~ ................................................ _. ........... Name.: .................................................. . 

1filT6 ct 6ffill:t<i/afi@ <PT f.mR: ............................................................................. "'fll{ ............................................................... . 

Date ........ :· ................... mme ......................... . ~ ......................... /"1fll ..................... . 

Doctor's Signature: ........................ : ....................... c •.••.••••••••••••••••••••••••••••••••••••••• Date ........................... ,nme .................... . 

~ <6 1;«111:tx: ................. : ....................................................................................... ~ ............................ "1fll ....................... . 

QRG/HC/IPD/Fnn/01Ner.0.2 
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I ... 
IP No : 33·19/223 UHID : 100066150 r . : . . 

I, QRG Health City .::~-.·\:~-=~:. t•'RG ···\ :... V' 
··.:·"!::·~·> .Health City 

Mrs. Neeru Haheshw;vj 
DOA : 07/01/2019 11:16 

41 Y/F SINGLE WARD 2ND FLOOR/51259 
Dr. Prabal Roy 

· ,. Plot no. 1, Sector-16, Faridabad, 121002 

Tel: 0129 -4330000 '· ... 

Name 

History 
From: 0 

1m_m_!l~[Jmamamo 

· · PAC FORM . .. ' 

.. : 

Age ~ 1,y 
PAC No. 

0 Language Barrier 

0 Medical Records 

Sex:M/r-

Date 

Height 
Weight 

ALERTS: 
1. Allergies : ~ ~ 

Cms I in 
kgs 

3. Implants 
Proposed Surgery \ 

Elective I Emergency 
2. HIV I HBsA : 4. Venous Access 

PREVIOUS ANESTHESIA I SURGERY /'EVENTS : Yes 

Ld'}ENT MEDICATION (S) : 

0 T-M Oistance = U ....> 
0 M-0 Oistance = 

O Murbid Obesity 0 Edentulous 

0 Facial Hair 

AIRWAY 0 MP1 
~P2 
0 MP3 
0 MP4 

Neck ROM : Full / Limited I None· 
D Hx Difficult Airway . , 

0Teeth Poor Repair I Loose 0 Short ·Muscular Neck 

GENERL PHYSICA~ EXAMINATION : 
Pulse Rate : · ~ \ f(l.j- Blood Pressure : 
Temperature : . ~ 

I. Good I Fair I Toxic I Conscious I Drowsy I Unconscious 
\ JOLW" NP : Edema : · Pupils : 

C anosis ; Jaundice : Pallor : 

""'fl WNL . RESPIRATORY 
~Asthma Recurrent Tonsillities 

.EXAMINATION FINPINGS.& COMMENTS 

Bronchiolitis Productive Cough 
COPD Recent URi 
Emphysema TB 
BronchiUs Pneumonia 

Hypertension 
Rheumatic Fever 
CAD 
Angina 

• ~1ble I Unstable. 
--=\i6rmur 

Valvular Dz I MVP 

Recurrent OM · 

CARDIOVASCULAR 
Myocardial Infarction 
CHF DOE PND 
PVD 
ExercisO• 
METs: <4 
Endoca · · 

Pleural Effusion 
Sinusitis I Rhinitis 
Environ, Allergies 

· Dyspnea. 
SleepApnea 
OrthoApnea 

Abnormal ECG 
Cardiomyopathy 
Hypovolemla 
Pacemaker 
AICD 
Aneurysm 

WNL 
Obesity 
Mainutrition 
Cirrhosis 

HEP/>.TO I GASTROINTESTINAL 

·Back Problems 
Scoliosis 
Kyphosis 

NL 
Prostrate : BPH I CA 
UTI /Incontinence 
Bladder Dz I Tumor 

Bowel Obstruction Pancreatitis 
Hiatat Hernia Gallbladder DZ 
Wonns 
Bleeding P I R 
Gastric Renux 

Diverticulum 
Diarrhea 

NEURO I MUSCULOSKELETAL 
Headaches 
CVA/TIA 
LOCI Unconscious 
Head Injury 
Seizures 

RENAL I ENDOCRINE 
Renal Stones 
Renal Insufficiency ··: . 1 
Adrenocortlcal Unstuff \ 

OTHER 

Paralysis 
Muscle Weakness 
Paresthasia 
Psychiatric Dz 

Thyroid Dz 
Pituitary OiSo(i;jer • 
Diabetes Mellitus 

Pulmq~ary Examination : 

Smoking I Tobacco : 

Cardiovascu_lar Examination : 

NYHA: I I Ill / IV 

Abdomin~I Excimination : 

Alcohol : No I Yes 

Neuro-muscular Examination : 

Spi~e' Examination : 

0)"NL 
V~~emia Weight loss I gain ·sickle Cell Dz I Trait HIV I AIDS 

Bleeding Disorder · Peripheral Edema 
Transfusion Hx . · Radiation Tx 

lmmun_osuppressed Cancer 
Chemotherapy Steroid Use 

Sepsis / Infection Menstrual History 
Loss of Appetite : '.. Pregnanl 

....---Family History of Anaesthesia Problem : Yes I No 
. , U~P.' .. · 

QRG/HC/OT/Fnn/34.051E02017N1.0/Rev00 ·' .· 

. ' 

PTO 



DIAGNOSTIC STUDIES 

D ECG: 1 . 
D X-Ray Chest : (.J 

D Pulmonary Function Tests 

D ABG Analysis: · t' ... ' -;-
D Special Investigation : ECHO I TMT I Cardiac Gath : 

D Viral Marker -~ 

D DSE 

LABORATORY STUDIES 

D Hemoglobin 11,. (. ·. 0 Liver' Function Tests 

D TLC D Serum.Billirubin 

D DLC D Total Direct 

D Platelets I.( CC D Indirect 

D Blood Sugar D SGOT 

D Fasting 0PP0Randgm. OsGPT,. 

D Blood Urea • · '. D SAP • ' 

D Serum CreatinineE)•. ~ D Serum Proteins 

D Serum Electrolytes . D Total Direct · B Blood Group 0 Albu/in 

Urine Examination [J Globulin 

D Routine D Coagulation Profile D Thyroid Profile 

D Others: 
D Microscopic D PT ·o INR D APTT 

D Pregnancy O . ci.g 

PHYISICAL STATUS : 1 ' 3 4 5 6 E 

Patient acepted for Anaesthesia :' ~ no 
Plan of Action for Optimizing the P~ 
VENTILATION FOLLOWING A.NAESTHESIA 0 Required 

NAESTHESIA TECHNIQU 

D D Premed .. 

0 _Epidural 

................. Induction ~l'l.~11 .. 11\< .. ~ .. \ .... Main! ............... · ... Rev .~-w ....... .. 
D Regional D SAB 

PREMEDICATION & INSTRUCTION 

Last Feed at : Nil Orally Aft~r : am I pm 
Arrange Blood : · No Of Units : 

·written Info ed Consent I High Risk Consent 

Repeat Investigation : 
0 

Medication to be Taken : 

Pr!! medication : .. . 

Tab/syp .................................... At.. ........................................... am I pm 

D c'sE D Nerve Blocks 

am/pm 

i;;r 
~- ... --·· 

entures, Hearing aids, Contact Lenses, J welle Lipstick, Nail Polish and Make Up to be Removed) 

' ,· 

An etist's Name : Signal e 
Review of Patient in Pre Hold before Surgery: 

~ntibiotic given at : , , · J 
NPO status: ~ 
Blood Arranged : 

Vitals: P ~(rflf BP {a)_ t lf/ SpO, qq./ RR @rM Temp 

Medication : 

Consent 

--· 

Date & Time 

-, \ i\~y 
Date& Time 



• ; • e Or Prabal Roy • . :;.;.::...-.. f'~ AG . 11\t\\\\\\\l\\l[\\:\L\l\\\l\1\\\l\\1 
: : =.=.··:·:,". ~~ IP - . ' IP No ·. 33·\9/223 UH10 : 100066150 

· •• ·-·· · "' 1 h c· ' M• • .••: :,\:•.. r10a t 1ty . DOA . 07/01/2019 ll:l 
• • , Mrs. Neeni Maheslw,.an . 41 MEDICARE 

. 41 Y/F SINGLE.WARD 2ND fLOOR/51259 - -· - -

•AU••IQ3;Mh1i31!Dlil!Oi• 0• "abs' w ·urrrvunm''"!tifi".fi.!11,IM*&@• 
Patient's Name: .. ~ ..•... ./'J.ur.u.,. {('Q.,~~~ UHID No: .. G.fi.l5~ ....................................... . 
IPID: ....... '.!>1.::\q .. l.'.f:..'k.3-.............................................. Age: '"!.l.\/J.f...... Sex: ... P .................. . 
DOA:... :-1\\)f'f·························································· Unit: $.~ °'2,..Qu"i...~ ............... . 

Date· of Surgery: ":f- \ \ ~ Name of Surgery: I .. O . .f<\ .............................. . 
ID Band Checked: Yes Q NoO 

No 0 
NoO 

Noia' 

NoO 

Fasting for 6-8 hrs Yes ff No 0 
·consent: Yes[9' Part preparation on ....... . ~ . 
Clearance: Yes V' Surgical Clipper: Used O Not Used O NA 0 
Allergies: 

·Q··1·1 h 

YesO 

Yes i::;:r--
(Reason for Not used I NA: ..................................... . • •• : •••••••• C •••••••••• ) 

· .a1 cut s ort: FBS for Diabetic patient: ..................................................................... . 

RBS for non-diabetic patient: ..... .. .. . .. . ... Any medicine given for OM (specify): .. . J\!.9 ................................................ . 
Removal of: Dentures El Pia.le [Ef Crowns (B Loose teeth rE Jewellery [:pl Makeup !ft Nail Varnish 0 

Any other devices on patient Yes 0 No ~If Yes Specify . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 

All necessary investigations done: ECG ef CT Scan 0 MRI 0 Chest X ray 0Lab lnvestigations't::f RadiologyE:("USG 0 

If yes specify: ....................... : . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .............................................................. . 

Vital Signs: • r . 
BP:(Q.Q.J.::\'> .. Temp:"\%:.b ... '. .... Pulse~.831'\~. Resp'L.\l."!Qk: .. Height:\.~.• .. Weight: .... SP02 . Ill i) . . . 

' . 

Relatives meet the patient: Yes g No 0 

Patient/ Significant/ other education about procedure and questions answered 

Patient's family member to be contacted: 

Name: ........ ~ ... ~~~········· Relationship:~.b.~.rJ ..... . 

Yes~ NoO 

.. Tel. No: q \\\0~1:3.~ 
Pre-operative 
Patient seen by surgeon 
Patient seen by Anaesthetist 
Antiseptic bath done 
Antiseptic painting done 
Antiseptic mouth wash.done. 
Skin condition checked 

Ye~ NoO 
Yes~ NoO 
Yes 0 No-EJ 
YesO ~ 

__ Yes\12r No 0 

All equipment I instruments 
checked and available 

· -Yes-0 ___ No 0 

Yes 0 NoO 

pre-operative X ray done on . _ .................................... .. 

pre-operative medicines: \ .
1 1.l"r.i $<~.tC.'I') .A 5.'r ..... on .1. \. .\' ... 

2~~t;.\~.4.!I~ .... on .. ;:r.\1\R·· 
'l-~>"" at ....... , .... ~ .... . 

at .. \.'lr.,\t;,,,., .. 
3. ··'"~······· .............. on .... . . at ...... . 
4. ......... . on ..... . at ................. . 
5. ............. on .... . at ................ .. 

Mention correct side 
Mention correct site ............................................. . 
Site marked 

Checked by Assigned Nurse: 

Counter checked by In-charge:. 

Checked I Received by OT Staff: 

Prosthesis arranged, if required (To be filled by OT Staff) 

Pre..catheterization 
'IV cannula(Venflone Size ..... ~.11 ...... ) Yes c;i..-- No O 

IV cannula site..... ··~·f---'······ .. ····· ................... . 
IV infusions: ....... /.Pt/J'. at I~'"= ............. . 
.. .......... .. ..... ·at ........... . .... .. 

ml/hr 
ml/hr 

Yes 0 No Foley's Gath present .Yes 0 No gify1e·s Tube present 

Peripheral pulses code 0 +1 +2· +3 +4 '· 
Right Left 

Radian -tL -t J 

Femoral _.. . d• 
PT ... 

~· 
DP -< <!--- ~ .... 

Code 0 =absent, +1 =Feeble, +2, Normal, +3 =Strong, +4 =Bounding 
Recent Lab reports: PTI.. . .... ACT.. . ...... RF1 .. . 
Hep B.... . HCV... HIV .......... Bloog group & Rh .. . 
Blood Available: 
WB . .. . .. . . ..... Units PRC .................... Units 
FFP................ Units Platelets. ....................... Units 

Yes 0 No\t':r 

File and all document sent with patient Yes 0 No 0 

Any Comments ......................... :: .................................................................................................................... . 

QRG/HCllPD/CKLT/20.1B/ED2017N1.0/Rev00 



= c ""l 
, ................... ----~..J 

IP No : 33-19/223 UHIO : 100066150 
' .. ...... ·. -.:: .· 

<~RG 
Mrs. Neeru Maheshwarf OOA : 07/01/2019 ll:llti 

IP No : 33·19/223 UHID : 100066150 
Mrs, Neetu Maheshwari 

DOA : 07iOl/20!9 l!:I6 
r·~-... •·••:_.: •• · ... : •.... 
···\ :··· ............. ..... . : . •. . 

41 Y/F SINGLE WARD 2ND FLOOR/51259 

Or. Prabal Roy 

Health City 1 mm III a11D m aallil mo 

; "' 
Patient's Name . ./:!~ 'd£Otf /16.~b~iJ? 
Date: 0. R No.: 

UHID No: 

)~ J»J ·············· ··· Age 

· · · · · · · · · · · · -:j/J ),?, · ......... · ·. Unit 

IPID: 

DOA: 

SIGNtN 

A. IN PRE-OP AREA BEFORE SHIFTING. 

PATIENT TO OPERATING ROOM. 

8. IN PRE-OPAREN IN OPERATING 

ROOM BEFORE INDUCTION OF 

ANAESTH°ESIA 

. "· A IN PRE-OP AREA BEFORE SHIFTING THE PATIENT 
TO OR REVIEW WITH PATIENT & CASE FILE 

rrPalienlidenlification (Name, Age, IPID, ID band) 
-a-surgical procedurr~ '9-lrmed 

Q_.§ilel Side ol surgical procedure with marking 

O_J;onsenl lorms(surge~naesthesia) & signed 
Li Known allergies ./1/() 

..S-Airway assessed for difficulty . .AJ.t.k:::::---.. 

Anaesthetist Sign ........ 
1 
... . 

~· ~ '"' ·V, 
To transfer tho patient to OR only, p A 
is completed and •lgnod by Anmtii · " 

''l!JV '}V 

B. IN PRE- OP ARENIN OR BEFORE INDUe'l'lON 

ANAESTHESIA REVIEW 

1. ls patient identification confirmed / 
Yes~~D 

2. Any anaesthesia equipment issues or concerns 
Yes 0 No 

3. Anaesthesia safety check has been COJllpleled 
Yes i;;::r No D 

4. Risk of blood loss> 500mV 7m11Kg in children 

Yes D No 

5. Two IVs I Central access and fluids planned 
Yesg/No D 

6. Blood products arranged Yes 0 No 

7. In case of difficult airway, whether ~qt;ii>menl I 
· Assistance available Yes Cd"" No D 

Anaesthetist 

Surgeon f)Y · 

TIME OUT ( Operating Room) 

C. BEFORE SKIN INCISION 

(SAFETY PAUSE) 

1. Does everyone know each other? 

Yes D No D (if no, introduce - name , role) 

SURGEONS REVIEWS WITH TEAM 

2;m.:.'1le7lr 
3. Nam~1:"1°J"IE.4ned .............. . 
4. Is the corr~;·site prepared and draped/ 

~· Yes~"No D 
5. Expected duration or the surgery . i ~~.;;:(·~ ... 
6. Discuss if there is anything unique or 

non rou · about the surgery? 
outine D Non- routine/ Any issues 

7. lmplan~ial equipment required 

13'1'0s,<ll•·., [ Nol applicable 

8. Is esse ·imaging displayed? · 
es ;;;J N~pplicable 

ANAESTH~ ~S WITH THE TEAM 

9. Antibiotic prophylaxis given within last 15 60 
minutes (90-120 for Vance, Metro etc.)? 

0 Yes 0 No 0 Not ;zppli ble 

0 · <l/l.V I· 10 Drug Name: ._..../T.IJ·.· '..>.'f.<v.., . I 
Time of admm1straliefi: ................ ·tJ<.:.;t=. 

11. Is there anything unique or non-routine~ 
about anaesthesia administration? u NO 

D If yes... . ........... . 

NURSING TEAM REVIEWS 

12. Has sterility been confirmed? Yes~ D 
~ 

41 Y/F SINGLE WARD 2ND FLOOR/51259 
Or. Prabal Roy 

1m111I1 III ID ma IIllJJ IDB 

Sex: ... ~ .. 

D. BEFORE PATIENT LEAVES 

OPERATING ROOM 

NURSE REVIEWS WITH TEAM 

1. Instrument, sponge and needle counts 
are correct 

@-Vt!S D No D Nol applicable 

2. Whether there are any equipment 
problems to be addressed 

D Yes 13-No- D Nol applicable 

3. Name of the aclual procedure pertormed 

.. · ..... L~t;Pf./7o/t ....... . 

4. Specimen Labelling Read Back Specimen 
Labelling including patients name., U,tjlDnPID 

. ;V/lf 
SURGICAL TEAM DISCUSS 

5. Any surgical precautkm to be taken 
in post- operative patient management 

0No D If yes 

i AUTO -02 10 . 
~ , :::"' )·•ISTU.M; 

I "' ' . ' II ' 
i 05.0119 05.07.19 

"" 

Time Patient Wheeled Out 

Scrub Nurse }iU'Jlt( 

QRGIHCIOT/CKLT /34.06/ED2017N1 .DiR~~oo This checkfisf is only a qualify improvemenl lool To be included in pafienf fife 



• •• ••••••• •• .. ·~::· .. c·~RG 
:::(·:·::: • ··.:·:::-.~=::· Health City ... OT NOTES 

MEDICARE 

G 

Lap IPOM Hernioplasty 

PleasA 11tt:u~h.,., 01;,..,.,.,_ ... :-•-····-·-·-·--
. \IDlllllllliDOOllllllBD 

!P No : 33·19(223 UHID : 100066150 
L ...... -.. DOA . 07/01/2019il:16 

~rs. Neeru Manci.o ,... ... • · 

!41 V/F SINGLE VJ.A.RD 2ND FLOOR/51259 

r, Prabal Roy 
1mmmma:1e1a111amo 

0 eration Date : I I 20 

Height: .......... cm Weight: ........ kg BM/: ...... 

. .. Address: J). ,R. a_. Cf. f1. .f<.f. $ .f /.J.1../.1.t .. {2:$../!..f.!.R ndlf 

Phone no:."C(ll(J((ii'if '73'CtJ'"'"''"'""''"""''"''" 

0 eon: Dr. Prabal Ro 
Assist. surgeon: Dr. Anushtup De/ Dr 
Sun ii 
Anaesthetist: Dr. Anesthesia: .GA 

Procedure : Lap IPOM Hernioplasty 

Standard 3 ports placed , Extra ports - location ... N~~- ........ 

Operative Findings : 
• Paraumbilical / IReisignal' Epigf!$ll'....l;lerRia Single/ MtJltiplc ae~cl6, Size .~~.1,-. cm 
• IAeisieAal Hernia siRgle / FfltJltiple eefeetc , sio:e .. Cm 
• · Contents - omentum 1-eewel .,.... . 

Operative Procedure 
_,. Hernial contents reduced 

,.... • Mesh placed ( Ventralight ST .l!o">.tJ..r cm / 'o'e11t111!e~ ....... c111 / Dy11a CICAT ........... effl) 
and held with tackers and transfixation sutures 

~• Ports closed 

Additional findings (If any) 

Post Operative Notes 

q prv?. 

QRG Medicare Ltd. 
Plot No. 1, Sector-16, Faridabad -121002, Haryana, Ph.: 0129-4330000, Toll Free: 18001802210, Website: www.qrgmedicare.com 

Regd. Office: 904, 9" Floor, Surya Kiran B~Uding, KG Marg, Connaught Place, New Delhi- 110001, INDIA, CIN: U749990L2010PLC205776 



r--0r. Prabal Rt:lf 
. IIDlll!Jlll[llllaEJIJmD 

• •••••••••••• lP No : 33-19/223 UHlD : 100066150 ·.~::'.· c·~RG ···I·'!.··· ...... :.••· 
· ·.:·.::,~·:: · Health City 1

'j ""'5. Neeni Maheshwilff DOA : 07/01/2019 11:16 

41 Y/F SINGLE WA.RD 2ND FlOOR/51259 ... 
Pio\ no.1, Sector-16, Faridabad, 121002 
Tel: 0129 - 4330000 

Dr. Prabal RO'/ ,, ___ ~ - --- --

. POST ANESTHESIA CARE CHART 
Patient Profile: 

Name: .... ... f.{)G.>.< ... : .. ~~ .. ®.~~! ...... .................... Age 'i!y ... [ J Male [ ] Female 

Surgeon: ..... QfP.: .... :.fYJfi.Jd:.: .... .................. :.. .. .............. Operation: ...... kj.1. .... !//((r.Y] .. ..... . 

Anest~esia: ~A 0 Regional 0 LA' Time of Arrival in RR .. ........ 3..~~ .. 5..$.p~ ...... ............ . 

-; ' .:: ~nc<> l .1 n~ RE't}{y'~_Y , .. ~ - OB~.~fW~TIOt!! C_tfART 
. 

OnArri~al 
• r I .r I I 

0.5 Hr. 1.0 Hr. 1.5 Hr. 2.0 Hr. 2.5 Hr. 3.0 Hr. 3.5 Hr. 4.0 Hr. 

Pulse 1,_l...,+ -&>h1 13 ).,+ -=l'8 /~ '2,o\.-.,1 &d~ 

BP 
\?,\ ~s- r.:s l &~ I~)) 8) I\ l.\.l::f'b \\b /'tl \ l :t- Ii <J... 

Spo2 1 ooi· l06 -f. I be·/• \oo·/o LOO•(· tee·~ 

Resp. Rate tsh-1- 16 ["'l l \ 6/.,, -\- l~ \...,+ It ["'I°' 16/v-r+ 
Conscious ~,W) ~~ ~c0· (J:J,..JJul'J LP~ ~"" ness Leve ' ,; CJ> lP 
Urine 
Output - - - - - -

n 

Soakage -- ~ ....-= - - -
Blood Sugar -in Diabetic - - ..-- ---Patient • \ - \ • \ 

Presence 
1-v>eP'°J ~~~ ~~~ ,3 e)J.e§'~ ..o~;} 

of Limb .~f)efi' 
Movemen }' jl" 

. . \ l ' 

IV Fluids in RR: ................ : ....................................................................................................................................................................... . 

Any Medication : ... ?b····'.J:'.r?.td'o.~Q1.-... ~Q.('.) .. f.'1.('l······\V. ......... 4.."~ .. J~ ... .p~ .................................... : ................. . 
, !,->·0~' " . Q . . 

10 J • I -~ 
Anaesthetist l/C .......... ;. \f . ...of!:f_................... ...................... Sister t/C ......... ~": ...................................... . 



Post Operative status; 

Shifted to 

Vilals: 

Remarks: 

Post Operatlv 

1. NPO t 

.~~. 
P . . ~ . . . BP .\lC>.(!Q. 
... \.\ I&_ . 

2. Oxygen by mask ~ \..\ 

RR .. 0 VAS 

.. . . . .. . .. .. . . . ... . . .. -. . .. . .. .. . .. . .. . . ........ . . ........ , 

litres/min 

3. IV Fluids: 100 l\).t... \ 

t\ ~ ~ \~ti-i \'\/ ' ~ " r-J~ 
4. Analgesics ('.t-.1' ~ ! 

5 Monitor Vitals~ l ~ ~ 
6. Others: .- • 

ABG Report: 

lime ,.H Pao, Paco, HCO, Sao, B.E Lact:ite Hb BS Na K Cl 

· -

" " . - /. ~ 
e\~it'- " ' · ~I ( 

~~ Name rlr ~~!~~~) Doslgnatlon: SI ., ure. 

~~~· llme· 
II 

Date: 

OPGIHCIOTll'_.,..Jle/CD2017Nl.01RcMIO 

\ 

~ •. :~:. c·'RG 
'.S,t.-·· ¥ 

· ·.··: :-.·~·· Health City . . . 
,,.. ! Jl.tfill) ~ ~ !,....,ISC: 

~- ... ·-· - 07Jlll/llll91J.16 
II Y/f SllG£ WARD 2tCl flOOVSl259 
,, 1'1'11111 a.or 

1•011111111 

QRG Health City 
PlctllC> 1, S--18. Faftdehed-111001 
~. Tet.0129· 4330000 

INTRA OPERATIVE ANESTHESIA ECORD 
Name IPD. No. I~ ;< 

Date ;/-11 //'r 

Anesthesia ReglonaV Nerve Blo<:ksl MAC 

PRE-PROCEDURE 

~Signed 

~ rO't1CWOO Et'Non-lnvaSM> BP 
NPO slnoo 0 Full SI011'10dl ef CQr1Unous ECG 

tJ Patient reass8$$0d prior lo anesthesia ,S-Pulse oiarnet.t 
L-~~~~~~~~~~~~~~~~~~ O Promonen!lnasors 

Pro - Anosthotlc state g-End dd:il °'2 

0 UncoopernlM! 

0 ROC!uced LOC 

Pro - Procedure Vital Sign 

~ BP f 10( f'-c 
Tamp 

Gl"'w1U1eoi111 m:ichino checked 

~lical C&1'c8I A.l3rms Chacl<od & Adrr.llod 

Q-O'<ygen I F'lOJ ""nontifolkv 
0 Tcr..p 

~y /U'nldifier 

8'1'ZG I OG tube 
0 Foley~:et 

PATIENT SAFETY 

...a"Vlead ECG 
0 ST I l>fSl"Y ~ 
0Ner-e~ 

0 Ulnar 0 Tiboll 

0 Faalll 

o Fu1H BIDocJ ... , .., 
o~u. 
0 Ctine / CVP 
0 PAUie 
GPI(~) 

ANESTHETIC TECHNIQUE AJRWAY MANAGEMENT 

Induction: 8-tntnMlnous ....-rTF>ra<>, 0 RSI 

C}-tnMiabOn 0 Pre Mec!catton 

.,a-1v 1ndocUon~~ ~~{J (~ 
eJtnnalabOn a<;ont ~ °'" Cone 

[YMusdorel4XMtlorln~ ./'+.~µ. l..t~ 

0 <»en ~ 0 
Maintenance() o 'L" -N 1rf ~~ ) 
Reversal: '{Jvv.J'- ~· ~~'ll -
Roglonal: 0 SAil 0 Epid\Jtlll 0 CSE 

O Caudnl 0 Nervo Blocl< 0 OU>o<s 

Sdn 
Needle Type 
Pos•tlon 
Drug· 
Tacall>ose' 
Rem.111" 

&Le. 

Test Dole 

QRG.'t!CK>Tlf',,,.,,. O& ~0201711/1 ~ 

0 Orlll ETT 

0 N.lSal ETT 

0 Stylet 

0 Ol 

0 Tuce 5lz9 

~ 
0 Grade I II In rv V 

0 RAE 
0 u.&A· 

0 OasslC 

0 F1elllllle 

OFOI 

Soc:ureCI at . /\,,!J;;&""' 
._..-rET °'2 pr-.. 

(4 Brcnlh so.irtd ., bllat-

0 Cu!'9d • l'NI 00: pr9SSUl't 

0 Orlllp.::t. 

~ 
o~ 

0 AloTtl.b 

0 ProS.-

0 Tl1tCf\6o&U t.\ 

~ 

0 Oml A.M~) 0 Nasal Ard) 0 b llloc.' 

c~ Orc1esys19m o s..> o ,.,.,...7-

+ ' 



-

TIME 

GA_Mal!,Halnanco 

(/) 
P~ I Etomldato 

.... iSO I Oesfturanco l~e'VO/ z 
w 

Vee I Pa~c ~tray Roe C> 
<( 

Morlfonj? {' AA~_; 

Others L - l' , ,.;;.,.. fl - .• 
r • -

~ l • • ("!, '""" 
..... '7~ .. t ,.. ~ 

z fl LIO L . ) 
0 IV Fluf<ls I 7 

iii 
::> () \.1-.,:pC\ 'C-\ ..... {/"~ u (/) 

z 
~ .... 

BLOOD 

.... Urine (ml) 

::> BIOOd Loss (ml) a. .... 
::> 
0 

ECG N <Jv-. ,...... ~ ~ti" ~~ . 
% Oxygen Inspired (FiOz) CbJ· If h 1· (101 

(/) d SaturallOO(Sa01 ) I~~ ( c<x/ IN> a: 
0 
I:: End Tidal C02 

'"' ~~ f\ll 
z 

Temp. . ' ' 0 
::;; 

TOF 

Blood Sugar {', 

DVTPump \. "') 
SYMBOLS BASELINE VALUE 

Pu!so • 
BP Cutt x 200 
BPAlt + 
MAP A 160 
CVP ,., -SPOl\1 ven1 o 160 
As$.S:ed 0 
Olnlto.led Q 

140 

TOURNIQUET . - -
l.oc.1tJon: 120 . 

• 
Rt Lt mmH9 I I 

Up at am / pm 100 I 

!'x7.vn at am/ pm 
eo !) 6> 0 " - I 

To!al Tmt rlW'S . 
• I 

VENTILATOR SETIINGS 60 
' I 

Tidal VrkmO (rri) 
0 ' ' 

R.sp.r;r.oty R.1'.a /? 40 

Pea.< Pre~e \ ' 
I 

PEEP I CPAP 20 I 
I 

I I 

I ' I 



- ·"'-... 

• :_ 1; .• ' • • .:· AL:DRETE· SCORE' ' · '. .· '· -. : · 
- . _ .... i \"~~·~~~ f:~ c··,·~t . ·:4~=·~~.~~\~~·:. 

I 
*Patient's sl:oling sno'ulcfbe 10110, and t~an patient can be discharged/transferred from\refov~ry"cfrfa e .. g~~t;?P 

. OT recovery/ ICU area I · yt·,) ntir.;srl · .·'/: ·:··. · 

i' __ ··---------~-----,--,.-----------1 '.:·:r)r'...t c:r;o;:,:Yr-:;-==!. nr-1{))::"S•~ J on. iat~l 
•:!·)')Off.:. - i?~~O -~'3T 

1. Level of Consciousness 0 0 

I :\rf' • ' , 
·~Muscle Power"":' 1 · · ··· o· o 

0 0 .0 .... 1 3. . .. ' 

4. Color of Patient 

5. Respiraiion ·· ··· .,,, · "' ,. 0" o · · ~ 0 · 1 · __, Q::_.;2 
.-··--- -·-- - -· ··--"" ·-·-------- .. -·-- -----·---·---------·------- ,., ___ ---·-- -·- --·--- ---1 
I s. No. Score Scorin§'C~iterialOiT AVH:J280 MOO:i v:;r:ivo::1'.ln . , , I ,..., 
;- --·-:1·: --~ r- -- ~eyii[OfCo!1~Ci_OliSrfeS~' ~~- - ----! .. • - r ·r---:,_, r .. I -.Li·'(~ L ... ,.·,-_ A .,r, I l ~- ~""K 
L . .' .. ~: .... ...: ''... cL:.._ _·eaiient.nbti.esponding t6.i:ia\iiiU1 1-1\rertiaLstimuius.-_.. --~--·-·....:... __ ~ - -- - ---.t-------1 I 1 Patient is: responding io painful I V~rbal stimµIUii I ! . i s2iv'1 I 

1 2 Patient is: responding full:ori.ented t9 tiine,J1lace ar(Q.p!frsonL ·' i __j_ ~ 
r-
1 ! I ! i 

. I 
•:l.l ! 

! 2 Muscle P,ower '· · · ! ' 
t-- -·- .... o. --Not able to-rnove any ·1imb 
I . I i 1 Able to rnove· 1.3·1imb's · · 1 

; 
" -" I 

.. ' .. I 

i--- ----· ------2----·---Ab1etom'ovea11·4·1imos·· ... T T'------- ...... r 
... j'jjbfl .'.l·;dn ,

1
•. · l I I 

1- .. ---3--- -------· .. -- - -Blood·P~essure·----+---·- ... -..... · .. '.--·----- -t -----1·-- · ....... ·+- · _ .. _ ·--r------·::-i 
I . . . ' 
j 0 Blood pr~ssure more than +/- 50m~ Hg of norn;al _ I 
f-- .... _ ---- -........ 1 .......... -.- Blood.pressure-+/- 20-50mm-Hg·o.f-normal----t-- - ·- · ---·; 

i 2 Blood pressure +/- 2Qmm Hg of normal i 
j • I ' : 

! ~-.. ':.~··;~::~ ~ ! 
-... _ --+- ... ---· --+'-'-~'-' .. -:~·j 

i :, ... ,,."' 
! .. -- - ----·---'--- --------·+--.. -- ... ----;----------;--·-- - ---·t·-- ......... 
I 4 Color of Patient ' ! 

- ·--+·-- .:_· 

' i 0 Blue l I _, I 
·-1·· 

! 1 Pink but clot normal I I ov1J~1 v . .1v.-.:.· I " . .;'r..::.•ic·n n ' 

f·~-1----1·1-r··_-_--__ 2 __ --_,-1--·-·_-N_~_'.m ___ a_~._-~_'. _----~----"-'-----'-----'-! _· ____ ,,_i , ___ · _ __L_i;_. ::._·; ... ~--~-"~"":~"'-;--!· 
I__ ____ ~- __ ~ ___ 

0
:... ___ --~~s;;~~~on_ ... _' __ ~ '~------· ! itns;;;~voM 

1 Respiration not regular, spontaneous and adequate 
2 .____,'.-,Respiration reaular, .spontaneous and adequate . 

... ··-' 

Signature ofA'rl~'I'.·' ....,..ologist I Doctor 

.. -~ 
....... :.~·-

.. I "'); '1b''"' "A .... :;t··_ 1' l~ '"" ~·· 
Date& Time 

QRGHC/OT/Fmi/11N 0.1 
'.)\\ l2\Jerit23£f1A 



Ft; ;p·.:i!'WJ?~Q w'Mfl·~~C v--....;.....~......o--.~· ~ ~ ~ I -.o °"'·""' .. ...,.,. .. ··-···--,.· I~/ , ~!~ ---------
··'. 
''. 

~ 

~> 
... 
~ 

' ii-· 
!-

r:r·· 
,_ 

~' 

,. 

-.,~. 

l;J ... 

r(: 
~ 
., 

f: 

... 

. ··'· '9\RG :}./'-v · .~f;. · Health City 
PlatHo. 1.klol-16.F~-1210Q2(HR.) 
Ph. 0129-<1330000 : F•• : 0129-<1330033 

0 I '•'Kr 
It.~ 

Patient Narcotics Sheet · J 
FORM No.,3E.. _,, /',, , ,,--,,.. Details Of The Patient To Whom Essential Narcotic Drugs Pi1JRel}Sed ,, ,, 

Sr. No. 
P9te. -A 

( l/V l/ tl(Y I.) V- ---.C - -- ">C... L - I v 
UHID :~ • • L~. _ _,, ... I Complete postal address (with contact.number, If any.): ../ 

(Y-, (,' IU .JU J 7 ruu 
Name; ('1-fC:..t:::/'_lf___#/fl'ILS /'I CCY;H-/t I lo1agnosls/Su,gery; /t-C1/) ,//'VP" 

Whether registered with any other registered medical practitioner I 
recognized medical Institution (If yes, details to be reco,-ded ) 

Details of the essential narcotic drugs dispensed 

D.ate. N'?me Of Tl:le Essential Narcotic Drua Quantity SiqnatuyefThumb imoression of the oatienV Attendant 

'/Cfcfl/ ~: /Ct1.f7/f/.t'f/{_ CJ I ~ /.) p t/ :Pi Cc?'2--1 4 ~t---L__ 
' 

Dailv Prescription 

Dailv Dose 
Route 

U<../ ":;;/ 
Ff"eouen~ Dose 

(W/U-,;; m<t"e £// 
-v 

" / 11 

Remarks If Anv 

Period Of Consumption 
- .1 --ti 

!~ 

,,. 
·f.-!.r:1 
, .. ·l I 
-~·11 

. ; ;~~:: 
-~, 
,; _I 

:.l:1 
·-~I! 
·,]:I 
'"i 
<f,. 

. ,~·t:i 
~ --':1 
··~I !.1 I 

,,~'.·>, 
.. ~_'I 
l: 
'i' 
... '! 
'I 

' ; 

;,11 

':l ..... 
;""l 

Signature Of The 
Prescribing Doctor I (/ Name Of The Doctor @~;/ ~ Registration Number 111µ{'< C/0151( . ~I 

~{j Indent cum Administration v 

Drug 
Strength Received Received 
issued by during Quantity Witnessed 

Eg. 2ml Shift Wasted (If by (NPfse 
Route (2mg/ml) Change Any) Sign &llD) 

' ~ -·11 

~l ~~ :<-;-\) '\': lv\l l/ ~/ 

Dosage Form 
(lnj I Patch) 

I\\ 

Drug Name 

,'~ 

'l 

Drug strength 
Eg. 2ml 

(2mg/ml) Quantity 

Return Slip 

Reason For Return 
(Patient Discharged I Expired etc.) Returned By 

Empty Empty . ? 
Witnessed Ampul~ Ampule - 11 

by (Dr. Return~ Received ··ll 

C// ~/:/~~.: 
u . - ,,1 

Received By 

' ' ' 

Entered As Quantity 
Received In 3H & Stock 

Register I Ledger By 

A 
·R1 

~. 

')i 
-~' 
1'.;i 

:~r1 ,. ,I 
.1\1 

'.hi ., 
'J 

-- ,..,. .. !. 

\_:'":'..,..,,> •' '·''· < ' . ' •'"·'"P;':'"" ,c: :, ' .. ,.,\ "' •'·' ,,~1,,:· , ,_:j C ,.;. " ' ' ,; ' , '1, ""'" , ' ,.·,• '. .. • '~ '#'"' • "" ""'•' ' ,;;: 



llfiillll\llll\111'.ll:lilllllllll\m 

•i 

UH!O: 100066150 
IP No: 33·19/223. DOA . 07/0t/201911:16 
Mrs NeenJ Maheshwan · 

\·--~~4=1=~/=F=Sl=NG~L-E-WA_R_D-2N~D-F-L00-N-Sl-2S-9-=""" Dr. Prabal RoY 1n11111P 111 n:ur.1 r.:1111111111,. n11n1 -

J Through ER 
' . . . . - ~ . . [ ] Self 

lirJ!e of Completion of assessment // '. ~ ~ 

] Wheel Chair . [ ] Stretcher . . [ I Ambulance J Others Mode of Arrival 
- ., \ 

Accorl1pani~ci by ] Others 

.. 
Interpreter Needed Q· Primary language Spoken 

.:··. ~ 

] Others;. ] English J Yes f\.j.NO" 

I 
I 
! 

~ 
I 

i . • 

VulneriJble Staus ] Yes [ 
.,_ 

• • Actions taken 

-· t.·;,- ·: ·"" ·:;,;~"· ·:/: · J(.ffA!!= SJGNS'· "' . ,-.-::, .~: '· ::.~~;' i;'. -c. , ':-.: ·' _,.-'\'; t:·ORIENTAIIQN' - .. ,~t~: .,, 
Height{cm): [ ] Bed control [ J Washroom 

] Television ]Meal timings 

] Phone ] No smoking 

( ) Yes . Allergic to: 

- ···'"''' ' .. . . ... 
:·-~ _____ .,.. .. -.~:~:. -

Hearing aid 

Contact lens ( ) Left ( ) Right ) Eyeglasses 

Dentures Fu!I: ( )Upper ( )Lower Partial: ( ) Upper ) Lower 

Artifici~I prosthesis ( ) Yes Type 

. Visual Impairment ( ) Yes 

Speech problem 

Hearing impairment 

NEUROLOGIC STATUS nscious/Oriented ( } Disoriented ( }Unconscious ( } Stuporous ( } Confused/Anxious 

2. Past Surgical History: I , .. 

Diabetes Blood disorder ental illness Cancer 

3.Past Medical Hypertension Kidney disorder Seizure disorder 
History: Heart disease hyroid disorder GI disorder 

Tuberculosis Skin disorder 

-·- ·- -- -- ---~ 

~ 



Disposition of Medication's brought with patient ( ) Sent home with family ( ) Educated .. not to use 

NUTRITIONAL STAT S • 
Appetite - No /Altered ................................... : ....•. ' ........................................................................... ~ ......................... .. 

If Weight Loss/Gain is< 3Kg or> 3 Kg ... ~ ................................................................................................................. .. 
Any Digestive Problem .... . . .. . ... .. . . ......... . : ........................................ ... : .. ...................................................................... . 

· .. ~·..'.;_' ;,~:.,,: : ' .,\/U.t.:tlERABL!=.PATIENT-,t,NJO.~TttE~~LQW~CO_~'j;lf!ERFP.'AS.)ll:!LN~M!!lhlrvr~,: .. : .'.' ; .•., 
Categories Age<16>65 Any mental or limited physical Communication patient on lmmuno- Victim of Drug/Alcohal 

neurological mobility barrier restraint -supressed abuse & Dependent 
disability Patient· Neglect 

( ) Yes 

( )No ~ ~ ~ ,._../ v 
~6-- ... _; . ,..,_ ,"'.'. 

·r ·:: _,, ~.i :'; ''?~ .. ·.·:~ .: ·, .. '~ 
·- - --·. 

Bathing Dressing Eating Mobility Tc:ilet use 

Independent 

Dependent 

WONG - BAKER FACIAL GRIMACE SCALE 

NUMERICAL RAT!NG SCALE 

Pain Score: .. Q ... @.. .............. . 

® . . 

.:./' 
N~ 

2 

Mild Pllin 

3 4 

Moderate 

~ 
·\6) 

5 • 

SevfiO 

l 

7 ·~ 8 9 10 
1 Very Severe INorst Possible 

:'1• 

"" ~ l' 

. • ··.. " BRAD.EN SCALE FORPREDIC°tlNG PRESSURE SORE RISK.,: '. , ·· ·:-. · · 

Sensory Moisture Activity Mobility 
Mental 

1 1 1 Bed fast 1 
Total limited Constantly 100% 

moist immobile 

2 2 2 2 
Very limited Very moist Chair fast Very limited 

3 3 3 3 
Slightly Occasionally Walks with Slightly 
limited moist assistance limited 

~ Va . ( ~ - ~s (~obili~ without 
impairment assistance 

. - . .. " . " 

Nutrition Fri.ction I 
Shear 

1 1 
Very poor freequent 

Sliding 

2 2 
<Y2 daily Feeble 
portion Correction' 

3 ~ 
Most of Independent 
portion Corrections 

~ 
everything 

1:~_~:c''· ~~-=~~·~-. ~.-:·;:_( 1 ~· 1n~e-~en,t!~~,n~r~·;,_ -
-::~:~ {1"'~--~-ll-1~ '-1Al risk.tO·MOd~~te.:~iSk~ 
1. Offer toilet as necessary 

2. Use devices to optimize independent positioning 

3. Use elbow and heel protectors. 

4. Reposition every 2 hourly 

5. Provide routine care arld moisturize skin daily. 

6. Document indivi~ualized care plan. 

~-:~r-~--~<-~J ~~.:-~~--~~~~~,?.~~,~~~-~~:.~~~ ~ · · ~~ .. ·:t 

1. lnrl .. no all •bOV" m"ntinnon noint• 
2. Protect sacraUperineal wounds from fecee & 

infected urine. 
3. Reposition every 1;2 hourty incorporate frequent small 

shifs in position between turns. 

Scor~ braden scale : At risk· 15-18 Moderate .13 to 14 High risk -10 to 12 Very high risk. 9 or less 

·. . _, 

Total Score for Patient ........ ~ .. ) ......................................... .. 

....... ;;;. ~. . . .. " . . ..... -· 
•;•1;m•11 •·1 •·n· ti•1 ':f GEHi 

'O: ~J 



2 History of falls 

3 Predisposing diseases 

4 Ambulatory aids 

Q 5 Gait. 

6 Medications 

MORSE FALL RISK ASSESSMENT 

Diminished safety awareness 

No falls 

Yes 

Following Conditions: HypotentionNertigo/CVA/Par1<insonism/seizures/arthritis/ 
osteo oros1s/ fractures 

No 

Yes 

Ambulatory without assistance/bedrest/wheelchair 

Crutches/cane/walker needed 

Furniture used for support 

Normal walking/striding without hesitation 

Weak walking & short, shuffled steps, lightly touching furniture for support 10 

Impaired walking with ·difficulty_ rising from chair, head down, grasps furniture 20 

Following type of medications: anesthetics/antihistamines/cathartics/diuretics/aritihypertensives 
antiseizure/ benzodiazepinesl hypoglycemics/ psychotropics I sedatives/ hypnotics 
None of the medications taken 

Medications taken 15 

': -.~.~;~'o ~.'~ ;__ .. '.' ~ .. -.~_'.'.'.'.'. :~: ,_-, 
•• . ... ...;:._ ~ •• - - •? 

low risk 0-24 / I Medium risk 25 - 44 IHiah risk Above 45 

Total score 

PATIENT & ATTENDANT INFORMATION EDUCATION (ON UFPP & OUTSIDE PRESSURE SORE) 

Preventive measures and risk e?Cplained .................... ~ .................. NO -Outside bedsore shown and grade explained ........................ YES .................... .£NO ) 

Sign/Name of witness ... ~~)'.')_{?..~ ... H.~~~-~ Relationship with patient .. tl~ ........................ .. 
.- .. ' · ACT~AL ~.ROBLEMS · '' ~ 

. , . ' . . '• . . 
( ) Activity Intolerance ( ) Pain, Acute ( ) Nutrition. less than body need 

( ) Airway clearance. Ineffective ( ) Pain, Chronic ( ) Nutrition. more than body need ' 

( ) Breathing Pattern. Ineffective ( ) Verbal communication, Impaired· ( ) Skin integrity, Impaired 

( ) Decreased cardiac output ( ) Senso,.Y Perception, Altered ( ) Oral Mucous Membrane. Altered 

( ) Gas Exchange, Impaired ( ) Thought process. Altered ( ) Swallowing . Impaired 

( ) Health Maintenance, Impaired ( ) Fluid volume. Deficit ( ) Body Image Disturbance 

( ) Physical Mobility. Impaired ( ) Fluid volume. Overload ( ) Sleep Pattern Disturbance 

( ) Self care deficit ( ) Knowledge deficit ( ) Self Esteem Disturbance 

( ) Incontinence. Bowel ( ) Urinary Elimination, Altered ( ) Role BJ*f6rmance , Altered 

( ) Incontinence, Bladder ( ) Urinary Retention, Altered ( i.,..Pear & Anxiety 

( ) Injury, Altered ( ) Spiritual Distress ( ) Rape trauma syndrome 

PO.TENTIAL PROBLEMS 

( ) Infection. Potential for ( ) Activity Intolerance, Potential for 

( ) Injury, Potential for ( ) Others 

( ) Skin Integrity, Potential for -

" ... <!:/?.. ................... Si n ... Ck ................. Name of admitting Nurse ......... .0. "" .. a. ........... Em lo ee ID ....... 

•••• •' w,., s'""""' ·--~-'/k ............. . PY Dl.d g ~ 
Employee ID ...... i::l.s;r.:([1.~;;'J. ................ Sign .... g~:/.A.:;__, 

1 QRGHc11rrm1JJNer.o.2 
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IP No: 33-19/223 
UHID: 100066150 

DOA : 07/01/201911:1 
Mrs. Nceiu Mahcshwari 

41 Y/F SINGLE WARD 2ND FLOOR/51259 

Dr. Prabal Roy 

1mm m lllllll a a 111 a m11 --------- · r t ,-
Date ... ~-~l> ... ..1. . .f.0-: ...... . 

. _ · DAILY NURSING ASSESSMENT SHEET · 

SHIFT/TIME Morning Evening Night 
Neurological status 11 
GCS 81 
Mode of oxygen f/09 
Cough "' N 
Dressing 

kin status 'i' Z, -ulnerable status f'!.4 Nt? 
VIP score ~ 
Braden Score ~ 
1.stage of pressure ulcer /Y. 
2.location of pressure ulcer r(q-. 

Morse Fall Score 

EWS score 

Pain score 

Signature of Nurse 

Emp. ID 

S ontaneousl Lethargic, Sleepy, easily aroused L 
f;;tlls asleep without stimulation Eye 

,....~~~~--'-~~~~~~~~1--~~~~~~~---1 opening 
To speech 

- tupourous- Difficult to arouse 
except with repeated stimuli · 

Comatose 

s 
c 
~ 

.·.,- - ' , DRESSING 

Intact 

Dry D 

Soaked s 
- SKIN STATUS • -, • ; ; 

Intact 

Non-Intact NC 

M 
Venturi mask VM 
BIPAP B 
Room air RA 
Ventilator v 

1 

Verbal 
Response 

Motor 
response 

Total Score 

None 

Productive 

Non-productive 

To pain 

No response 

Oriented to time, place & person 

Confused 

Inappropriate words 

lncompr0hensible sounds 

No response 

Obeys commands 

Moves to localized pain 

Flexion wlthdrawl from pain 

Abnormal flexion 

Abnormal extension 

No response 

Best response 

Comatose client 

N 
~ 

p 

NP 

3 
2 

5 

4 

3 
2 

6 

5 

4 

3 
.2 
1' 

15 

8 or less 



MORSE FALL RISK ASSESSMENT 

, ' CA i:EGORY ·. •. CHARACTERISTIC ' '' SC.ORE - '. . 
Knows own limits, reliable safety awareness 0 

1 Level of consciousness 
Diminished safety awareness 15 

2 
No falls 0 

History of Falls 
Yes 25 

' 
Following Conditions: Hypotentio~Nertigo/CVNParkinsonism/seizures/arthritis/ 

osteoporosis/ fractures 

3 Predisposing diseases No 0 
' 

Yes 15 

Ambulatory without assistance/bedresVwheelchair 0 
4 Ambulatory aids Crutches/cane/walker needed 15 

Furniture used for support 30 
. 

Normal walking/striding without hesitation 0 

5 Gait .weak walking & ·short, shuffled steps, lightly touching furniture for support 10 

Impaired walking'with difficulty rising from chair, head down, grasps furniture 20 ' ''""'\ 
Following type of medications: anesthetics/antihistarnines/cathartics/diuretics/antihypertensives -antiseizure/ benzodiazepines/ hvnoalvcemics/ psychotrooics I sedatives/ hvonot1cs 

6 Medication None of the medications taken . - 0 

Medications taken 15 

'-' >1 - . ' ' .. 
SCORE FALL RISK ASSESSMENT\ " ~~:.r;· ' . 

.... ! , '··: r:.~ _ .. . -~ ' . ... t . . ' . . •.,. . ;-'~ .. 
Low risk 0 - 24 I Medium risk 25 - 44 I High risk Above 45 

• - Vulnerable'.patierit~ any of.the below c:onsiderei;l cis vulnerability\,~. '· 
.. . . ~11 r, .. ... 

" 
·1 '. 

CATEGORIES I D NA 

Age <16 or >65 Communication barrier 
. 

lmmunosupressed patients 

Any mental or neurological disability Un attended unconscious patient Victim of abuse & neglect 

Limited physical mobility Patient on restraint Drug/Alcohol dependent 

---····~ . · If Yes, Action Required · 

D Place safety first Signage to patient side D Ensure call bell within reach of patient .)""'\ 
D D -Bed side rails always up 2nd hourly assessment 

"' . '1 i:;.~· ......... '_ ~:· EARLv·.wARNINGSIGNs·.,;;,,, " 
. 

' 
. 

'• ·~ < . 
:~ . ti ... r. ' '. . . ' r. '·' .. " 

, 
. . 

SCORE 3 2 1 0 1 2 3 

RR >35 31-35 21-30 9 to 20 <7 

SP02 <88 88-89 90-92 >92 

Temperature >102.2 100.4-102.2 96.8-100.2 95-96.6 93.2·94.8 <93.2 

Systolic BP >170 100-170 80-99 70-79 <70 

Heart rate {bpm) >129 110-129 100-109 50-99 40-49 30-39 <30 

AVPU alert Verbal pain Unresponsive 

- .l ' " : · '·: ,'" · Vi~ual infy~ion phlebitis score .(\',!.P.J; ·_ f: ::, ,i:'t:\:i ·:·. 
.. .. .. ·· .. ,>ll,I •. " 

. 
,_ ... ... 

' 
IV site appears healthy - O All present:- pain at IV site, Erythema, 

induration - 3 

One of the following is evident:- slight All are evident and excessive:- pain along the 
pain/redness at or near IV site - 1 path of canula, Erythema, lnduration, 

oaloable venous cord -· 4 

Two of the following is evident :-Pain at IV All are evident and excessive:- pain along th~ 
site, erythema, induration - 2 ·path of canula, Erythema, lnduration, · 

palpable venous cord, pyrexia - 5 

2 



- . BRA.DEN SCALE FOR PREDICTING. PRESSURE SORE RISK -
Sensory Moisture Activity Mobili~ .•• Nutrition Friction I Interventions 
Mental -·- - -· - ·Shear At risk to Moderate risk .. 

1 1 1 Bed fast 1 1 1 1. Offer toilet as necessarv 
Total limited Constantly 100% Very p~or freequent 2. Use devices to optimize independent positioning 

moist immobile Sliding 3 . Use elbow and heel protectors. .. 
4. Reposition every 2 hourly 

2 2 2 2 2 2 
5. Provide routine care and moisturize skin daily. 

Very limited Very moist Chair fast Very limited <·!12·daily Feeble 
' portion Correction> 6. Document individualized care plan. 

3 3 ! ) ' J),ghtl~ 3 3 High to very high risk 3 / :' 
Slightly Occasionally Walks with. Most of Independent 
limited moist assistance limited porti?n Corrections 1 lnr-lurle ::ill ............. V.P mention"'~ "''"'int~ 

t/) !4) 4 2. Protect sacral/perinea\ wounds from feac·es & 

Walks 
4 4 infected urine. 

·No -.ofy without Full mobilit) Eats" 3. Reposition every 1-2 hourly incorporate frequent small 
impairment everything assistance shits in position between turns. 

I Score braden scale At risk -15·18 Moderate - 13 to 14 High risk - 10 to 12 Very high risk - 9 or less 

6 
WONG ·BAKER FACIAL GRIMACE SCALE 

® ® 
NUMERICAL RATING SCALE 

CATEGORIES 

Face 

Legs 

Activity 

Cry 

Consolability 

0 
No Particular 
ex resSion or smile 

Normal positiori 
or relaxed 

Lying quietly, normal 
position, moves easily 

No cry 
(awake or asleep)' 

Content, relaxed 

\ 0 

No Pain 

Occasional grimace or frown, 
withdrawn disinterested 

Uneasy, restless, tense 

Squirming, sh!fting back & 
forth, tense 

Moans or whimp!3rs: 
occasional complaint 

2 

Mild Pain 

Reassured by occasional touching, 
hugging or being talked to, distractable 

® 
3 4 5 

Mod era ta 

® ® ® 
6 7 • 9 10 

Severe Very Severe Worst Posslbte 

Frequent to constant quivering 
chin clenched ·aw 

Kicking or legs drawn up 

Arched, rigid or jerking ' 

Crying steadily, screams or sobs 
frequent complaints 

Difficult to console or comfort 

Score FLACC Scale : 0 - Relaxed IC f om orta bl 1 e, -3- Mil 1scom ort, . d d' f 46 - - Moderate oam, - -7 10 s eve re 1scom ort o· f 
' ~;, ', "." •. - " 

,.' PAIN MANAGEMENT,, 
);i r . ··r ~·· ' ·_~: ' ')' .. - ·•.!. ' 

. 
,1:!. " .. -- }i f"l,,.,.lifv 1-Q_ate - O..,,jn ~,.,..,.,,..' I ··=-- . 

:$1 

. 

. 

• • ·-·~-;-·· -A Aching p Positioning S.No Type Site J Location Day Remarks 

B Burning B Breathing 

c Crushing ED Education pain management 

D Dull pain M Massage 

s Sharp/Stabbing ES Emotional support 

Sh Shouting w Walking 

T Tingling IP Ice pack .. s..: ' 
TH Throbbing & Radiating MA Medication Administration 

PAIN ASSESSMENT TOOL BEING USED I 
0 FLACC: 0 WB 0 NRS I 

. - ~ 
... ·' 3 
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Event 

ELEMENTS .._rnina E enina N aht 

Back Care ................... hourly rlB 
Mouth Care ... .l.'J. -::"'.' .... hourlv 

Eve Care .................. hourlv ,... "' 
Hair Care ................ hour1v 
Perinea! care (for Female} 

Anv soecial care 
Folev's cath care 
NGT care 

Chest ohvslotheran" 

Incentive Soirometerv 

Steam inhalation 
Nebulization hourlv r ... 
Chest tube care Ali n r:rtJ 
Ambulation '-J _,_A 'vf X 
Phvsiotheraov --.J°J ~ 

ROM exercises - ~ N ~ 

Rennsitionina hourlv f " r...v 
Enteral feedina hourlv fNGT/PEG/J lubes) ( " F'lJ. 
Enteral tube site care f ..,. Nf/J 

NG aspiration hourly n 11""" ~~ 

NPO status Y"" 0- N'.7 

~T~'"""'-"'•~o~fd~ie~t~~~~~~~~~~~~~~~~~~+--~"'~1-.,i~;---~~-t-~~~~·/~J~'/~~-+~~~~~~~, 
Ostomv.care I r'/7 
Enema Y'1 vr .,,.., nt 

Catheterizalion h fl ,.., 

Catheter care .J... £... • ~ 

Sitz bath -- ,-. 
Drain site care (JP/Penrose/Hemovacl - 1' r\t ").-
Compress (hoV cold) ... -.! M R-!J 
Barrier/ Reverse barrier Nursino · '-- 'l. f'l. ~;} 

rB~lo~od~T~r~an~s~f~u~si~o~n---,-----------------+--.::-:£ , "- _ ,rv. Wl 
Care of arr linesilV/Central/Arterial/PICC\ Jll • 1 ·"'- L~ 

rC::"ar~e~o~f~H~D~ca,,,,~~e~te~r:--:-:--,----:--~~~~~~~~~~~-t~~-L>°''f':t<>,__~-/~-,-~hfi"'~~~~t--~~~-~~~,(;;;) 
Flushina Intermittent infusion lock ...,.~ .... K,r., 

Site care ,....,1vr ~" ::. 
Specimen collection rt ".4 

End of life care h ,... 

Anv surnPN olanned A 

Part oreoaralion r, l 
Skin oreoaration N 0 
Pre-ooerative checklist comolete 'rt"Tff 
Bill clearanceffor suroerv or Procedure) N Ao 
Abnormal reports/Critcal lab values rr · w 
MedicationstActionlside effects/Soecial Instructions) rY •'/77 

Diet (Tvoe/ restrictions) r 7 

Infection orevention /"'I 
Post procedure care r.. 
Postnatal education Hor mothers l r ·-r 
Injury/ Fall prevention "1 • 
Svmotoms to seek medical helo I"'\ .... 
Discharqe education & follow uo ,,,.... .,-. 

lnvestiaation/orocedure <Mention if anvl 
Consultation (Mention if any) 

Medications <Mention if anvl 
(Any special events) 

-

~J 

. ' 
• J"\ J '() 

'"" N 

I '717 
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Neurological status 

GCS 

Mode of oxygen 

Cough 

Dressing 

Skin status 

lnerable status 

aden Score 

1 .stage of pressure ulcer 

2.location of pressure ulcer 

Morse Fall Score 

EWS score 

Pain score 

Signature of Nurse 

Emp. ID 

Alert 

Intact 

Dry 

Soaked 

A 

D 

s 
SKIN STATl!S . · _. 

Intact 

Non-Intact NC 

M 

Venturi mask VM 

BIPAP B 

Room air RA 

Ventilator v 
1 

Behaviour 

Verbal 
Response 

Motor 
response 

Total Score 

None 

Productive 

Non-productive 

c.~~~~~~~-~-
1 : 33·19/223 UHID : l00066ISO 
,trs: Neeru Mah@shwarj 

DOA : 07/01no1911:16 
,11 Y/F SINGLE WARD 2ND FLOOR/51259 
x. Prabal Roy 

· 1mmmm~mamamo 

· -- · ---c;~1;.6:-.~J:;Jr~. 

Response Score 
S ontaneousl 4 
To speech 3 

.To pain 2 
No response 
Oriented to time, place & person 5 
Confused 4 
Inappropriate words 3 
Incomprehensible sounds 2 
No response 1 
Obeys commands 6 
Moves to localized pain 5 
Flexion withdraw! from pain 4 
Abnormal flexion 3 
Abnormal extension 2 
No response 
Best response 15 
Comatose client B or.less 

N 

p 

NP 

--=~-- - -------



MORSE FALL RISK ASSESSMENT 
'.- ~ -

'.· •• ·-:: ·r. ; CHARACTERISTIC . ' ' '· - - SCORE ·- " . . . . -• • 
Knows own lim_its, reliable safety awareness 0 

1 Level of consciousness 
Diminished safety awareness 15 

2 
No falls 0 

History of Falls 
Yes 25 

i . Following Conditions: Hypotent1onNertigo/CVA/Park1nsonism/se1zures/arthrit1s/ 
osteoporosis/ fractures 

3 Predisposing d.iseases No 0 

Yes 15 

Ambulatory without a~sistance/bedresUwheelchair 0 

4 Ambulatory aids Crutches/cane/walker needed 15 

" Furniture used for suppprt 30 

Normal walking/striding without hesitation 0 

5 Gait Weak walking & short. shuffled steps, lightly touching furniture for support 10 

Impaired walking with diffl~ulty rising from chair, head down, grasps furniture 20 
Following type of medications: anesthetics/antihistamines/cathartics/diuretics/antihypertensives 
antiseizure/ benzodiazeoines/ hvnoalvcemics/ osvchotrooics I sedatives/ h\1nnot1cs Cl 

6 Medication· None of the medications taken 0 

Medications taken - 15 (;.,,) 

: .. - ' 
s'coRE FAi.1.'. RISKASSESSM,ENT.'-

. ' - ' ' . 
........ " . - .~ ' - :y· -

Low risk 0 -·24 I Medium risk 25 - 44 I High risk Above 45 

' -vuln~h;1ble patieht- a'ny ot'the below corisiClered as vulnerabiiity"_ ' : . ~ ... 
' 

CATEGORIES I D NA 

Age <16 or >65 CommuniCation barrier lmmunosupressed patients 

Any mental or neurological disability Un attended unconscious patient Victim of abuse & neglect 

Limited physical mobility Patient on restraint Drug/Alcohol dependent 

. -
' :· J 

" 
VULNERABILITY STATUS ., ' ' ' -

If Yes, Action Required 

D Place safety first Signage to patient side D Ensure call bell within reach of patient 

D Bed side rails always up D 2nd hourly assessment C~r 
a· -" , " 'EARLV:IJVARNING SIGNS 

':. ': ' ;- ~ -
~: J'"'\ 1.: - .. c. ,. - -

SCORE 3 2 1 o, 1 2 3 ~ 

RR >35 31-35 21-30 9 to 20 <7 

SP02 <88 88-89 90-92 >92 

Temperature >102.2 100.4-102.2 96.8-100.2 95-96.6 93.2-94.8 <93.2 

Systolic BP - >170 100-170 80-99 70-79 <70 

Heart rate (bpm) >129 110-129 100-109 50-99 40-49 30-39 <30 

AVPU alert Verbal pain Unresponsive 
- ' <_ 

Visual infusio[l phlebitis score ,(V.l.P.) _ '.~: - --.- ,- - ' 

" - ,_ -. c ·' ,,. .... , . -.. ... " .. . ' -.: 
IV site appears healthy - 0 All present:- pain at IV site, Erythema, 

induration - 3 

One of the following is evident:- slight All are evident and excessive:- pain along the 
pain/redness at or near IV site - 1 path of canula, Erythema, lnduration, 

. oaloable venous cord - 4 

Two of the following ls evident :-Pain at IV All are evident and excessive:- pain along the 
site, erythema, induration - 2 path of canula, Erythema, lnduration, 

palpable venous cord, pyrexia - 5 -
2 



' ·BRAD.EN S<;:ALE FOR PREDICTING PRESSURE SORE ~ISK . - -

' 
Sensory Moisture Activity Mobility Nutrition Friction I Interventions 
Mental Shear At risk to Moderate risk 

1 1 1 Bed fast 1 1 1 1. Offer toilet ·as necessarv 
Total limited Constantly 100% Very poor freequent 2. Use devices to optimize independent positioning 

moist im(Tlobile Sliding 3. Use elbow and heel protectors. 

4. Reposition every 2 hourly 
2 2 2 2 2 2 5. Provide routine care and moisturize skin daily. 
Very limited Very moist Chair fast yery limited <Xi daily Feeble 

portion Correctiom 6. Document individualized care plan. .. 
- -3 3 3 3 3 3 High to very high risk .. .. , 

Slightly Occasionally Walks with Slightly Most of Independent 
limited moist assistance limited portion Corrections 1. Incl"~" •II ahove mentinned noints 

4 2. Protect sacral/perinea! wounds from feaces & 
4 4. Walks . 4 4 infected urine. 
No Dry without . Full mo.bilit: Eats 3. Reposition every 1 :2 hourly incorporate frequent small 
impairment assistance everything shifs in position between turns. 

I Score braden scale At risk - 15-18 Moderate - 13 to 14 High risk - 10 to 12 Very high risk - 9 or less 

I -o 
I 

WONG - BAKER FACIAL GRIMACE SCALE 

NUMERICAL RATING SCALE 0 2 3 4 5 6 7 8 9 10 

CATEGORIES 0 2 

Face No Particular Occasional grimace or frown, Frequent to constant quivering 
ex ression or smile withdrawn disinterested chin clenched ·aw 

Legs Normal position Uneasy, ·reStless, tense Kicking or legs drawn up 
or relaxed 

Activity 
Lying quietly, normal Squirming, shifting back & Arched, rigid or jerking 
position, moves easily forth, tense 

Cry 
No cry Moans or whimpers: Crying steadily, screams or sobs 
(awake or asleep) occasional complaint frequent complaints 

Consolability Content, relaxed 
Reassured by occasional touching, 

Difficult to console or comfort hugging or being t~lked to, distractable 

Score FLAGG Scale: 0 - Relaxed /.Comfortable; 1-3 - Mild discomfort, 4-6 - Moderate pain, 7-10 - Severe Discomfort 

·- PAiN MANAGEMENT - ' 
... 

-· -. - ,, 
" -· 

Date P•in sen.a n .. olitv I nr~tjnn ·-
- ~. 
r 
~ . 

, 

- ···~-····~·~·-··· 
' . 

A Aching p Posi~ioning S.No Type Site I Location Day Remarks 

B Burning B Breathing 

c Crushing -. ED Education pain management 

D Dull pain M Massage 

s Sharp/Stabbing ES Emotional support 

Sh Shouting w Wal Ring 

T Tingling IP Ice pack 

TH Throbbing & Radiating MA Medication Administration 

PAIN ASSESSMENT TOOL BEING' USED I 

D FLAGG: D WB D NRS 
I 

3 
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ELEMENTS 

Patient name & ID band 
Self/bed bath 
Skin care ..................... hourlv 
Back Care ................... hourlv 

Mouth Care ................ hourlv 
Eve Care .................. hourlv 
Hair Care ................. hourlv 

Perineal care tfor Female\ 
Anv soecial care 

Foley's cath care 
NGT care 
Chest ohvsiotheranv 
Incentive Soirometerv 

Steam inhalation 
Nebulizalion 
Suctioninn 

hourlv 

hou.tv ICJraUN 

Ill arnin!I 

J\ ,, 

/\ 
/\A 

/\/ 

J\. 
. /'\.:'"A 

TracheaV Endotracheall (\AA 

Tracheostomv care '.I A.rt 

E enlna 

'"' 

·-
LO 

• 

N 1ht 

-· · 
,.~ 

. --
~!) 

. 

1---:-~-+~C~h~es~t~lu~be"'-'ca""re"-~~~~~~~~~~~~~~~~~t-~-iJ'~~~~~~-t-~-;l;;r,:;,..-~~~-t~~~~·ai.-~~~-jG;;;), 
:d z Ambulation ...._ /1 _ 1.v ~ ,... 

~ Q Phvsiotheran• I .A " "" ~ 
ffi~ f.'-'R~O~M~e~x~e~rci~·se,,,,,s'--~~~~~~~~~~~~~~~~~+-~"'-',/\"-l'~"'-~~~~~-."'T"'-~~~-+~~--'-'IJY'.l~~~~-lG;) 
et: - ReoositioninQ hourlv A A if? ' ~ ~ 

"' °' w 

~ 

..I 
<( 
(.J 

" "' :::>. 

"' 

Enteral feedina houMv {NGT/PEG/J tubes! I ,,I lA'> f.'- ' A0 
Enteral tube site care /l...o.t J pr-' 
NG asoiration hourlv .. ,,.,_ "= '1 'IV:\ 
NPO status Y.\ .I a 1. r '-',,..... 
Tvoe of diet '/'\l.1 L\ ,...._ '.n 
Ostomv care -·-· - Iv~ J 

Enema r 11 '-:t" f\.j.&. . ~ 
Catheterization / ,.ti1 A\"- I 

Catheter care .,......, ._. f\tD •' 
Sitz bath /\ a. -M 

Di"ain site care (JP/Penrose/Hemovac) ' /\ f1.... 0 
Comoress (hoV coJdl / 

Barrier/ Reverse barrier Nursina 
Blood Transfusion • .A -· • -t:J 
Care of all lines(IV/Central/Arterial/PICC\ - ' 
Care of HD catheter ':\.J "-' ' 1 1-tr'l/'1 

-- ' ~I~ ~ A 
End of life care """- I ~ A....tt""J '°"'£> 'e:/ 
Anv surnerv planned "- J. \.. \t:i ~ 
Part oreoaration ' f A · t.JJi., ivl 
Skin nreoaration /' ~ ~ ...J () VV c) 

Pre-ooerative checklist comclete \. " . l,... • 'Y.J 

Bill clearanceffor suraerv or Procedure l f\J., ~ ""' ~ 

Abnormal rervirts/Critcal lab values I rv: 
Medications!Aclion/side effects/Snecial lnstructionsl /' 1 ~ 'V. 
Diel (Tvne/ restrictions) I U.: ., V't z 

:c O Infection orevention 'v ... -,_ 
_, <C· ~P~o~s~t..,,,01ro~c~ed~u~r~e~ca~r~•'--~~~~~~~~~~~~~~~-+~~"-"J1l'u;:1,--~~+--,~~~·""'"'~~~~-+~~-LV'~1'--~~-l 
ti5 g Postnatal education (for mothers) A/' 11. h.~ A/ 

:CC lniurv/ Fall orevention l"''f' ·~ J .\ 

w Svmptoms to seek medical help v v · ~ 't.. Vf/'\. 

Discharae education & follow uo N· "" tt · 9'!,) 

tnvestioation/nrocedure (Mention if anvl N. ·IV"> 

Consultation {Mention if anvl · N Pl.l.n r../J 

Medications {Mention if any) I ..it- f\_r,.. n_ 

Event (Any special events) (.A. Mo 

Signature of Departmental lncharge .................................... .. ....... -. ............................. Emp. 10 ...... ~3.-:&..7. ............................. . 
QRGHC/IPD/Frm/47Ner.0.2 4 
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.•• O·A~RGMEDICARELTD. 

: :. ::: · ~lot No - 01, Sector 16,Faridabad-121002, Haryana 

·· ... t. •. · Health CiS,,.hone:91-129-4330000 Fax:0129-4330033 Email:info@qrgmedicare.com . . . 
www.arahealthcitv.com 

Date -07/01/201911:16AM 

Patient name - Mrs. Neeru Maheshwari 

Address - D26 GF RPS PALMS 

Deaartment name - General Surqerv 

UHID -100066150 

Age/Gender - Female/41 Yr 

Mobile no. - 9911108738 

Consultant - Dr. Prabal/Dr De/Dr Sunil. 

NUTRITIONAL ASSESSMENT 

NUTRITIONAL ASSESMENT 

Admitting diagnosis : PARA UMBILICAL HERNIA 

POST IOPM HERNIOPLASTY 

Height (cm): na 

Weight (kg) : na 

BMI (kg/m2) : na 

IBW (kg): 55 

Unable to stand : uts 

Nutritional status : Nonmal Nourished 

Type of activity: Moderate 

Food habit: Vegetarian 

Allergies and food No 

sensitivity : 

Dietary limitations : No 

Type of diet : NPO 

Total Calories (Kcal): 1900 

Protein (g-kglBW) : 55 

Carbohydrate (gm) : 300 

Fat (gm): 20 

Diet note: 

Date & Time 

07/01/2019@2:44PM 

08/01 /2019@9:55AM 

Diet Consultation 

Done 

Yes 

Dietary notes 

NPO 

SOFT DIET 

Printed By: 28281 Print Date & Time: 08/01/2019 10:59 

Page 1 of 1 
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C"RG 
Health City 

Plot no.1, Sector-16, Faridabad, Haryana 
Tel: 0129 · 4330000 Fax: 0129-4330033 · 

Patient Name 

Name of Consultant 

Date I nme 

,..-

• f ••• 'i : ' 

-I uHtD : io00661SO 
- ? No : ))-19/223 . 07/01/201911:16 

_ e;stiwari DOA · 
\rs. NeefU Mah O FLOORJS1259 
1 Y/F SINGLE WARD ZN 

f, '"b'' "filrumu1umr:m11m1111111m 
~ UHID ' \Q(l('\(,lll 5fl 

-, NO : 33-19/22':!_ -

i 

NURSES NOTES 
Age Sex ¥-- Date 

.Bed No. 

·. :Notes ' . 

·s;;;7'~~1 ~~.....::===;:z.+.!p<U...f...1-J~'-!....---l"""'~'-'-'.11£:!._...L:U..~~J<.L.J,l:.LL.J.~L.....'--.::..:....~~~~~~~~ 



Notes 
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. ·.::. • AG . ... . (~ 
···~········ ....• , .. . . ••\ ... . 
··.:·;::~~=~·· Health City 

Plot no.1, Sector-16, Faridabad, Haryana 
Tel: 0129-4330000 Fax: 0129-4330033 

------- ~~~~~~~~~~ 
PNo . 33 .,_ --- I 

. ·19/223 UHIO - -- -
M,. Neeru ,.,,.....,_, : 100066150 -- - ---

41 Y/F SINGLE WARD 00A : 07/0l/201911:16 

0.-. l'r>ba/ Roy 2No FlOORfs12s9 

IWll/D/DfDl!JCllllflllD 
. ........ . ......... __ 

. · .... '" .· . .. .. · -·:'.· ·NURSES-NOTES .: : ' . · · ·: · : .... , .. ,, 

Patient Name mt S Sex p Date 'f / 1 , ,1 
Bed No. Name of Consultant 

Date I nme 



Date I nme Notes 

M r1.1 r 

~~~~---l~~~~~-"--~~~~~~~~~~~~~----tr~..+f,f,PP? 
~~~~-l--~~~~~~~~~~~~~~~--'::....r:q=:::"~~ 

Iv '~ " 

:! 
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<~AG 
Health City 

Plot no. 1, Sector -16, Faridabad, Haryana 
Tel: 0129. 4330000 Fax: 0129 - 4330033 

Patient Name N\ ?ih . N'UrnA N)Cl)bl~!AXN \ 
Name of Consultant 

Date /Time 

·-----
i im111DI111/maamalnli . -- I 
'I . IPNo.33.19/223 J , ., -. :; • -;·~ Neeru Ma UHID: 100066 

,, ~· J. heshwan DoA 150 ~,......... ~F SINGLE WARD 2 : 07/01/201911:1 
., ND A.DOR/ 

Dr. Praba/ Roy 51259 

- . l 11'llZlllllZllDI 
ti1:1aia11a 

Age J-i.L,t2 

Notes 

- ' ~ 

Sex 1:i. Date 

Bed No. 



Date I Time Notes 

.g 

' 

l p;-

QRG/HC/IPD/Frm/20. 14/E02017N1 .O/RevOO 
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-:d:.· C~RG .•• •ef!!.•.· •. 
:::.(.}!:: . 
·· .• ·:::~:·~·· Health City .... 

Plot no. 1, Sector-16, Far1dabad, Haryana 
Tel: 0129 -4330000 Fax:0129 - 4330033 

. ' 
; Mrs. Neeru Maheshwari DOA : 07/01/201911 :16 . . ' 

.,.· ':. ·: !41 Y/F SINGLE WARD 2NO FLOOR/51259 
Dr. Prabal Roy 

IIDllDlllllDIIllJmDIDD 

i. 

PATIENT AND FAMILY EDUCATION FORM '-------.._ 
I. ' - . • 

Pt. Name .'~'"'':J->:~h' ... ~:·~y .... ~.\)eJ..k'. .. Ag~·/ S~x: .4, ..... UHID No ....... ~ .l;~ ............ .. 
' . ' 

1. Illiterate 

2. Under Graduate 

3. Graduate 

4. Post Graduate 

5. Health Care Literacy 

1. None D 
2. Disinterest 0 
3. Cognitive Impairment . 0 
4. Cultural Barrier D 

0 

p 
0 
[j 

D 
0 

1. English 0 
2. Hindi. 0. 
3. Other specify., ...... , .................... , .......... : .. 

• ' •, I 

·····················.·············:···············:1··············· 
....................... ~· ....................... ~ .................... . 

1. Anxiety 0 1. Motivated D 
2. Pain I Discomfort 0 2. Partially Motivated 0 
3. Language Barrier 0 3. Not Motivate<! 

4. Privacy Concern 0 

Interventions to 
Reduce Barrier 

D 

1."Yes 

2.No" 

0 
o: 

.. 3. Other specify ......................................... .. 

·························.············································ 

1 . Able to modify D 1. Willing to learn 0 
Behaviour 2. Unwilling 0 

2. Able to retain 0 .......... 
3. Unable to learn 0 

Information 

3. Unclear at this timeO 

•• 

1. Treatment plan 0 1. None 0 1. Demonstration 0 1. Understood 0 
0 2. Not Understood 0 
D 3. Requires additional D 

2. Safe use of Medication I Equipment 0 
3. Vulnerable Patient 0 
4. Dietary Intervention 0 
5. Fall Prevention D 
6. Drug food Interaction D 
7. Pain Management D 
8. Disease specific (Surgery specific, 0 

informed consent, Procedure) 

9. Rehab Technique~ O 
1 O Infection Control Practices O 
11. Others ........................................ . 

12. Room Orientation Done 

13. Patient Information Booklet Briefed 

14. Transportation Need 

2. Limit Content 

3. Obtain Translator 

4. Review I Repeat 

5. Teach Family 

6. Other 

Yes D No D 

Yes D NoO 

Yes D No D · 

0 2. Discussion 

0 3. Handouts 

0 Information I Training 

D 
D 

· 15. Information on delay of treatment ~f any) Yes D No Ospecify ............................................................................................ . 

16. Reason for delay ........................................................................... : ... , ................................................................................................. . 

17. Alternative Treatment suggested .................................................. : ................................................................................................... . 

QRGHCnPD/Fnn/46Ner.0.2 
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.~::_ C AG 
:::-=~·:: .;> . 
··.:~~~·· Health City ... 

Plot no. 1, Sector -16, Faridabad, Haryana 
Tel: 0129 - 4330000 Fax: 0129- 4330033 

lrs. Neeru Maheshwari DOA : 07/01/201911:16 
' i Y/F SINGLE WARD 2ND FLOOR/51259 

r. Prabal Roy 

lll[JllUllllllU:J Cl Dlllll IJIUlrn 
. ·1 No : 33-19/223 UHID : 100066150 

- ....... ....... ... ---·--------
. VALUABLE HANDOVER FORM · . 

. . Patient Name ... ~ . .,/Y.~.~~ .... Age.y .. \ ... ,. ..... Se,x ... ~ ..... :Date .. + ... \ .. \.h, ...... 
. . .. \ \ .:.i . . . . . . ~ 3 " l C( (2- 23 ' : .. ·.· . . > ' 

DOA No ....... ::f::-... J .\..\ ... , ..................... , ....................... IPD No ............................................... : ...... : ......... : ...... . 

. · Diagnosis ................................ : ................................... :.,.Unit .............. ~-~-~~\c.).~.:~y .. 

Money · :$· Wallet. 

Old Medical Record 

Old X~Rays I CT Scan I · 
MRI Film YIN ...... :: ................. : ... :.:.: ...... : .. . 

y 1() .......................................... . 
y 1(ID ...................... : ..... : .............. . 

. y 1€) .............. .......................... : .. 
y 1fE) ..... : ........... ~ .... , ................... .. 

ID Card 

Mobile Phone 

Nackless I Chain 

· . Bangles 

Clothing t)N· .... : .....•.... :,: ... , .... : ...• : ....•....... 
{(tf N ......... : ........ : ....... :: ... : .. , ........ . 

y~ , ........... , .. ,: ... :.:: ..... : ... :., .. : ... . 

v;@ ........ ,: ......... : .... , ......... :: .... :· . 

Shoes 

Hearing Adis 

Spectacles 

. Finger Ring · · y / (J ............................... : .... : .. .. Keys y 't(;). .... :: ··: ·:: .: ... : ..... : .. : .... ,,: ...•.... : .. 
r""""'-.. Watch 
.......,) .. :~:::::::~::::::::::::::::::::::::·:.·:.:::::•· 

Ladies Purse v1tJ ......................... : .... , ..... : .... . 
Cosmetic Any Other Thing : . y t[l .. : ........... : ... : ............. :., .. 

. . . . . . . .·· .. · . . ~ . . . .. 

NOTE : FOR JEWELLERY PLEASE SPECIFY EACH ITEM AS BLACK, WHITE & YELLOW METAL 

Handed Over Bv : . · ~- · . . . . · .· . . · 91· .. · '. . . ; · . . . 01' ~A . · . ' A] rl µJ .. · .... · · . . . ·. . .. . 
Nam~ of Assigned Staff ........ ,...... .. ......... -~~ ............. , ........... ID .......... ~.( ....... : ......... Sign ..... ::: ... : .......... , .... · 

Received By : . . · . , · . . . · .. · . . . · . . -

.. Name of Patient ............................... ,.: .•. : ............. :: ........ :., ..... Date ... : ...... : ......... , .. , ........ :. Sign .: .. ,, .. , ..... :: ........... : · 

. · .·. u..M'"'"'- "" ~ \...~ . · , . . _ 11 n I···· .. · _·. ~·-· ·.· .. · · 
Name of Attendant. .. L.', .............. ~~-i..~ ............................ Relat1onsh1p .~ ... Sign........ · .,... ...... . 

Date .. ~..t.t\-~ .................... . '· . 

_ lime ../Jf-~! ..... : ..... ........ :.'. .... : 

QRGIHCnPD/Frm/20.27/ED2017 N1 .O/RevDO 
·---:· ~--

i 
·1 . ; 
! 
• 

________________ ;.._ ____ .....,____._o~·------~ 
-------



' MTS- Neeru lO 2ND FLOORIS1259 
41 Y/F S' ' 

~~~°- 0 __, DOA : 07/01f2019ll:ll 

~~:QRG HOURLY ROUND LOG or. prat>< iUl\\1\ll\OtlUlll\\11 I 
i 

.• ,,_ Huu'UI j'l;fy I 
UHlD: 10()066150 i 

l 1 ~. Legends: Mark (Y) for Yes & (N) fc 
lP No: 

'" 
QO.l: n1m1nn1~11:1 

DATE: _Mrs._~ 

TIME TIME OF PERSONAL 

PERIOD STAFF INITIALS ROUND PAIN POSITION POTIY POSSESSIONS NEEDS COMMENTS(* If patient is sleeping) 

EVERY 1 HOUR ROUNDS (7 AM - lOPM) 

7AM 

SAM 

9AM 

lOAM 

11AM 

12N 

lPM 

ZPM 

3PM 

4PM 

SPM 

6PM 

7PM 

SPM 

9PM 

lOPM 

12AM 

ZAM 

4AM 

6AM 

CHECKED BY: VERIFIED BY: 

STAFF NURSE NAME(MORNING): 
SIGN: 

NURSING INCHARGE (Name & Emp 1.D.) 

EMP 1.D.: 

STAFF NURSE NAME(EVENING): SIGN:~ ~OJILJ'-lt, 
EMP 1.D.: ~ STAFF NURSE NAME(NIGHT): 

SIGN: 
EMPl.D.: 

QRGHC/Nurs/CKLT/03/Ver0.1 



. .-.. :; .. ORG ·, •..-!; • " 

:::~~1.:: 
··.::1'f(._:." Health City 

QRG MEDICA~LTD. 

Basement-Ol,~k-A, Plot No - 01, Sector 
16,Faridabad-121002 Haryana 

IN PATIENT ISSUE SUP 

IP No 33-19/223 Issue No 

Patient Name Mrs. Neeru Maheshwari Date/Time 

UHID 100066150 Ward/Bed No 
Sponsor RELIGARE HEAL TH INSURANCE -Credit location 
Mobile No 

PAN No. : AAACQ2238D 

GST No. : 06AAACQo~DlZW 

DL No . 4150.0B,4150-B,4149-X 
HR·770700.QW/H 
HR-770700-W/H 

H0138619/78105 

07/01/2019 6:17PM 

SINGLE WARD 2ND FLOOR/51259 

tP Pharmacy Healthcity (A004) 

Remarks Doctor Name Dr. Prabal/Dr De/Dr Sunil (QRGMEOICARE LTD.) 

Indent No 77434 Status Post 

Indent Date 07/01/2019 6:09PM 

Batch ~ross Cone. 
Sno Item Name HSN COde No MFG Expiry MRP Req.Qtv Issue.Qtv Amt. am<; 

I OYNATROY AQ !NJ (SUB OF :- OYNAPER·AQ lNJ)· 30049066 0105565 TROIK 30/08/2020 27.66 _,,,.) .-rfll.64 0.00 
(NOS) AA 

2 NEXPRO INJ-{NOS) 30049039 K676E003 TORRE 30/12/2019 102.6 • / , .. •'"410.40 0.00 
NT 0 

3 ONS SOOML FLEXIDRIP-(NOS) 30045020 2183393 ClARI 30/06/2021 72.21 2 2 p--•2 0.00 
s 
OTSUK / 
A PVT. 
LTD. 

• NS lOOML FLEXIDRIP-{NOS) 3004 2184661 ClARI 30/09/2021 35.52 3 3 /106,56 0.00 
s 
OTSUK / A PVT. 
LTD. 

s IV SET (POLYMED) (SUB OF:· IV SET)~NOS) 9018 4141018M 30/10/2023 129.0 1~00 0.00 
~ 0 

I 

~ .. ~, Prepared By : Satish 1 ., 
Acknowledge By ; Satlsh Ku 

Printed By. Satis umar Printed Date: 07/01/2 19 18:17 PM 

Net -Amt. 

110.64 

410.40 

144.42 

106.56 

129.00 

1 of 2 



IP No 

Patient Name 

UHID 
Sponsor 
MobUe No 

QRG MEDl<r!\E LTD. 

Basement-~lock-A, Plot No - 01, Sector 
·16,Faridabad-121002 Haryana 

IN PATIENT ISSUE SUP 

33-19/223 Issue No 

Mrs. Neeru Maheshwari Date/Time 

100066150 Ward/Bed No 
RELi GARE HEAL TH INSURANCE -Credit Location 

PAN No. : AAACQ2238D 

GST No. : 06AAAQ3BD1ZW 

DL No • 4150-0B.4150-B.4149-X 
HR-770700-0W/H 
HR-770700-W/H 

H0138619{78105 

07/01/2019 6:17PM 

SINGLE WARD 2NO FlOOR/51259 

IP Pharmacy Healthcity (A004) 

Remarks Doctor Name Or. Prabal/Dr De/Or Sunil (QRG MEDICARE LTD.) 

Indent No 77434 Status Post 

Indent Date 07/01/2019 6·09PM 

6 SYRINGE DISPOSABLE SML (B.0) (SUB OF:· 90183100 18.l0881 30/08/2023 15.50 5 / 77.50 0.00 
DISPOVAN SYRINGE SML)-(NOS) / 

" SYRINGE DISPOSABLE 10Ml (B.O) (SUB OF :· 90183100 18K0181 30/09/2023 21.00 
/ 4 84.00 0.00 

DISPOVAN SYRINGE lOML}-(NOS} 

8 BACTILEM INJ 1.SGM (SUB OF :· SUPACEF 1.SGM)- 30042019 Z01CT180 30/08/2020 338.2 3 IA1)14.60 0.00 
(NOS) 04 0 / 

•• RL SOOML FLEXIDRIP·(NOS) 30045020 2183320 30/06/2021 47.69 4 ~ v 190.76 0.00 

Sub Total. 2267.88 Disc Amount . 0.00 Net 8111 Amount 2267.BB 

Checked By: Prepared By : 

Acknowledge By : 

Prtnted By: SatlshKumar Printed Date: 07/01/2 19 18:17 PM 

77.50 

84.00 

1014.60 

190.76 

2 of 2 



{) - 0 lP No: 33·19/223 

Mrs.~~ 

UHlO: l ()00661 ~u 1 

DOA : 07/0l/201911:1t, 

.QOR/51259 ! 

\ 

8 HOURLY ROUND LOG 11 
\
1 )066150 

ll'"l'IU' --_c.-------------1 
DATE: (!:t' / f "'l Legends: Mark (Y) for Yes & \N) for ·No 

TIME TIME OF PERSONAL 

PERIOD STAFF INITIALS ROUND PAIN POSITION POTTY POSSESSIONS NEEDS COMMENTS(* If patient is sleeping) 

EVERY 1 HOUR ROUNDS (7AM • lOPM) _ 

7AM ""'' ,.,~ JI f'rrrl. V N , - , •, 
BAM W11~i ·o~~ ~/ ,., _, JI 
9AM ~1.. a"' --- ,_, ,./ ~'f hi "'1 

lOAM 0 ' • ·v t~ ...t "-f "-I ..., N 

llAM - .,,. f !f /w~ ,,._; II:{ ,J i _,._J ~ft 

12N ~•,~ r - , ,..p· H .r• "' ~ A ...:/ 
lPM : '·'" " I· /-'7 )..]' ,._• P ;• ~ r/' 
2PM f '"~ ,,. ~ In'} ~ ~' r' ,,,_ H 
3PM • . ,~ U< . ~ 'IJ>? ,.!./ r:. ,,. ' ti ,,. .. 
4PM ,· ,-,.~ !.., P'1 rt ,,.J ,,.., ' J ..:.. 

SPM : ~ ?"I rr ,...J " • J ,,,:. 

6PM ,< ' 
7PM 

BPM 

9PM 
EVERY 2 HOUR ROUNDS (lOPM - 6AM) 

lOPM 

12AM 

2AM 

4AM 

6AM / 
CHECKED BY: _ /" VERIFIED BY: 

STAFF NURSE NAME(MORNING): N ~ / SIGN: ..J'-P~ NURSING INCHARGE (Name & Emp l.D.) 

EMP l.D.: ~i;clb7> / 
1 J.". ~ ' ............. '--' 

STAFF NURSE NAME(EVENING): xftJp}f!. r / SIGN: f'//;e[Jjj ~ 
EMP LD.: ..-7JA>'l.1.. I . f-~bol'6'>' ~ I 
STAFF NURSE NAME(NIGHT): f SIGN: 
EMP LD.: I 

QRGHC/Nurs/CKLT /03/Vertl.l I 
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DEPARTMENT OF RADIODIAGNOSIS & IMAGING 

Patient Name Mrs. Neeru Maheshwari 

UHIDNo/IPNO 100066150 I 33-19/223 

Age/Gender 41 Yrs/Female 

Bed No/Ward SINGLE WARD 2ND FLOOR 

Referred By Dr. Prabal/Dr De/Dr Sunil 

XRAY CHEST PA 

onvestigation: X-Ray - Chest PA View 

No focal lesion seen in the lung parenchyma. 

CP angles and domes of the diaphragm are normal. 

Cardiac size and configuration is normal. 

Trachea is central; no mediastinal shift is seen. 

IMPRESSION: No abnormality detected. 

Please correlate clinically. 

Q 

Lab No/ManualNo 
Order Date 

Receiving Date 

Report Date 

Report Status 

X-Ray 

**End Of Report** 

~ 
Or. Valbhav Pandey 

MBBS, MD Radio Diagnosis 

Associate Consultant 

827394/ 

07/01/2019 11:44AM 

07/01/2019 12:25PM 

08/01/2019 11:54:AM 

Final 

Note :For the perusal of medical professional only. The Content of tfJis report Is only an opinon on image and is therefore subject to inherent technical 
/imitation.It is not the diagnosis & must be cotrelated dinical/y. NOT FOR MEDICOLEGAL PURPOSES. 



DEPARTMENT OF LABORATORY SERVICES 

Patient Name Mrs. Neeru Maheshwari 

UHIDNo/IPNO 100066150 / 33-19/223 

Age/Gender 41 Yrs/Female 

Bed No/Ward SINGLE WARD 2ND FLOOR 

Referred By Dr. Prabal/Dr De/Dr Sunil 

Test Name Result Unit 

Haematology 

COMPLETE BLOOD COUNT(CBC) EDTA WHOLE BLOOD 

Hematocrit/PCV 

QHaemoglobin 

RBC COUNT 

MCV 

MCH 

MCHC 

ROW 

Platelet count 

TLC 

H 

H 

Differential Leucocyte Count 

Neutrophils 

Lymphocytes L 

Q-ionocytes 

Eosinophils 

Basophils 

39.8 % 

13.2 g/dL 

4.71 10'6/µL 

84.5 fl 

28.0 pg 

33.2 g/dL 

14.4 % 

460 10'3/µL 

7.6 10'3/µL 

72 % 

19 % 

7 % 

2 % 

0 % 

Lab No/ManualNo 827394/ 
CollectionDate 07/01/2019 11:44 

Receiving Date 07/01/2019 12:0E 

Report Date 

Report Status 

Biological 
Ref. Range 

36.0 - 46.0 

12.0 - 15.0 

3.80 - 4.80 

83.0 - 101. 0 

27.0 - 32.0 

31. 5 - 34.5 

11. 6 - 14.0 

150 - 410 

4.0 - 10.0 

40 - 80 

20 - 40 

2 - 10 

1 - 6 

0 - 2 

07/01/2019 12:44 

Final 

Method 

Sample: EDTA 
Pulse height detection 

SLS Method 

Hydrodynamic focussing 
impedance 

Calculated 

Calculated 

Calculated 

Calculated 

Hydrodynamic focussing 
impedance 

Flow Cytometry 

Fluorescence flow 
cytometry/Microscopic 

Fluorescence flow 
cytometry/Microscopic 

Fluorescence flow 
cytometry/Microscopic 

Fluorescence flow 
cytometry/Microscopic 

Fluorescence flow 
cytometry/Microscopic 

Interpretation:· 
Complete blood count (CBC) is used to evaluate overall healtl"lend detect a wide range Of disonlers, lncludlng anemia, infection and leukemia.A complete blood counl iest measures several 
components and features of blood.Including: Red blood cells, which cany oxygen, White blood cells, which llg:htlnfection, Hemoglobin, the oxygen-urrylng protein in red blood ceas,Hematocrit. 
lhe proponion of red blood cells to the ftukl component, orplasma, In blood, Platelets, which help with blood dotting, Abnormal lncreaseot decrease ln cell counts as revealed in a complete blood 
count may indlcatelhat an undertying medical condition that calls for further evaluallon 

**End Of Report** 

Dr. Gurdeep Singh 

MBBS, MD, DNB(PATHOLOGY} 

HOD·LAB Medicine & Surgical Pathology 

Printed at 07/01/2019 19:41Page: 1 Of 



DEPARTMENT OF LABORATORY SERVICES 

Patient Name Mrs. Neeru Maheshwari 

UHIDNo/IPNO 100066150 I 33-19/223 

Age/Gender 41 Yrs/Female 

Bed No/Ward SINGLE WARD 2ND FLOOR 

Lab No/ManualNo 827394/ 

CollectionDate 07/01/2019 11:44 

Receiving Date 07/01/2019 12:0E 

Referred By Dr. Prabal/Dr De/Dr Sunil 

Report Date 

Report Status 

07/01/2019 02:41 

Final 

Test Name 

SERUM CREATININE 

Creatinine 

0 
Creatinine 

0.63 

• 

Result 

0.63 

07-Jan-2019 
Bio Ref. Range:0.52 - 1.04 mg/dl 

Unit 

Biochemistry 

mg/dL 

Date-... 

Biological 
Ref. Range 

0.52 - 1.04 

Method 

Sample: 
Enzymatic method 

lnterpretation:-
Serum creatinine and urinary creatinine excretion is a function of lean body mass in normal persons and shows little or no response to dietary changes. The serum 
creatinine concentration is higher in men than in women. Since urinary creatinine is excreted mainly by glomerular filtration, with only small amounts due to lubular 
secretion, serum creatinine and a 24-hour urine creatinine excretion can be used to estimate the glomerular filtration rate.Serum creatinine is increased in acute or 
chronic renal failure, urinary lract obstruction, reduced renal blood flow, shock.dehydration, and rhabdomyolysis. Causes of low serum creatinine concentration 
include debilitation and decreased musde mass. common in the elderly, in the bedridden, and in patients with advanced malignancy. 

Q 

~~ 
Dr.~~;--
MBBS,DNB 

Consultant Microbiologist 

**End Of Report** 

Printed at 07/01/2019 19:41Page: 1 Of I 



DEPARTMENT OF LABORATORY SERVICES 

Patient Name Mrs. Neeru Maheshwari 

UHIDNo/IPNO 100066150 I 33-19/223 

Lab No/ManualNo 827394/ 

CollectionDate 07/01/2019 11:44 

Age/Gender 41 Yrs/Female Receiving Date 07/01/2019 12:0E 

Bed No/Ward SINGLE WARD 2ND FLOOR 

Referred By Dr. Prabal/Dr De/Dr Sunil 

Test Name Result Unit Biological 
Ref. Range 

'-~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 

Serology 

HIV I & II 

I & II , Serum NON REACTIVE. 

lnlerpreaiDon:. 
A REACTIVE TEST INDICATES PRESC:NCE OF ANTIBODIES TO HIV 1&2. 
A llOO-fNdive reautl lndica1es ablance of anlibodles lo HIV 1&2 aa 1Mledby Ihle eMey. '""--'· sucti I ruult does not lotally ~ 1he poulbllityol axooaur1 lo HN. 
u- of lhe -...y: 
(1) To saeen current and past infectlonwllh HIV 1&2. 
(2) Blood unita for evidence ol HIV 1&2 INFECTION. 
ea~ of lalN- podiw rnuta 
( 11 Autoimmulll dlleaaellsta1811 
(2') Multlple blood lnlnafuslons. 
(3) Mtibody ID dMa. 2 HLA Ag (HLA·OR4) 
(4)~ial11g1~ 
(S) M~anllbodln 
(6} Chronic alcoholiam 
(71 lrnrnuri:Dllion for (HBV) 
(8) TecMical em:ir e1C. 
Cause ot fabe ~ reltlb: 
( 1) Ear1y 11CL1111 HN inlectlon (window perbd) 

07/01/2019 02:01 

Final 

Method 

(2) Lale 11ag1 HIV diMeletAIOS (lrMlune colepM) 
(3) Toctncal errors 1111:. 
Human knmunodelldency Wut (HIV) ill ~knnlng human RNA Wt.ls belonging lo larrlly Rei.IMrld ... Genalk:aly, lho...,. la of IWO lypet; HIV1and2, and boCh ani lhe cauu ol Acquired Immune defldaney syncjrome 
(AIOS).HIV i. tninsmllled sexual cc:wuct, allpOIUl9 lo blood/blood produda, lllld ~ lnl.ctlorl of a felUI. or~ lni.ctlon of lhlo ~. 
NOTE· The reaull& of aeroiogleal uuy in~ should not be !he ofty ,_, lor aoy !Mnapel.lllc eon&eql.lllf'C99, They should~ be aueued In conjundlon with lhe ~lien! hillOfY, dlnieal 00.-lion and 01he1 ..,,__ 
HIV poUtiYe reaulta con1lrmed by 1WO method Et.FA/ELISA 
Note :Tha AlpOrl ii being luued aflel pm! *I counsding 
Noce:TWt. ii Jul! a sa-.lng 18'1 not a conflmllllD!y !ell. Al the tUCtivtl ~ lhould be aupplernented by conftrmaiorv 1811 sudi • ~ blot,HIV PCR e!C. Thbl raport Is nol lor me6co legal purpole 

Q 

~~ 
Dr.~~,--
MBBS,DNB 

Consultant Microbiologist 

**End Of Report** 

Printed at 07/01/2019 19:41Page: 1 Of 
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DEPARTMENT OF LABORATORY SERVICES 

Patient Name Mrs. Neeru Maheshwari 

UHIDNo/IPNO 100066150 / 33-19/223 

Lab No/ManualNo 827394/ 

CollectionDate 07/01/2019 11:44 

Age/Gender 41 Yrs/Female Receiving Date 07/01/2019 12:0E 

Bed No/Ward SINGLE WARD 2ND FLOOR 

Referred By Dr. Prabal/Dr De/Dr Sunil 

Report Date 

Report Status 

:=============================== Test Name Result Unit Biological 
Ref. Range 

'---~~~~~~~~~~~~~~~~~~~~~~~-

HBSAG 

cssAG Result 

Sample Type: Serum 

Interpretation:-

NEGATIVE 

A Positive result indicates presence of HBsAg as tested by this assay. 

Serology 

A Negattve result indicates absence of HBV surlace antigen (HBsAg) as tested by this assay. 

07/01/2019 02:01 

Final 

Method 

However such a result does not totally preclude the possibility of exposure to HBV infection. The above assay is an immunochromatography for the qualitative 
determination of HBsAg In the serum and plasma. Hepatitis B virus (HBV) Is ONA virus belonglng to the family Hepadnavlridae. The principle modes of transmission 
of the virus include perinatal acquisition (from mother to the newborn) and sexual transmission. HBsAg is a complex anligen found on the surface of HBV and was 
formerly designated as the Australian Antigen. It can be detected in acute as well as chronic infection with HBV. In acute viral hepatitis, ft appears in the blood before 
onset of symptoms, peaks during overt disease and then dedines to undetectable levels in about 3 to 6 months. Presence of HBsAg for at least 6 months is indicative 
of progression to chronic hepatitis. 

NOTE· The results of serological assay in themselves should not be the only reason for any therapeutic consequences. They should always.be assessed in 
conjunction with the patient history, dinical observation and other diagnostic test. 

This is just a screening lest and all positive results should be confirmed by supplemental serological assays or PCR for HBV. 

G 

~~ 
Dr.~~;-
MBBS,DNB 

Consultant Microbiologist 

**End Of Report** 

Printed at 07/01/2019 19:41Page: 1 Of 



DEPARTMENT OF LABORATORY SERVICES 

Patient Name Mrs. Neeru Maheshwari 

UHIDNo/IPNO 100066150 / 33-19/223 

Age/Gender 41 Yrs/Female 

Bed No/Ward SINGLE WARD 2ND FLOOR 

Referred By Dr. Prabal/Dr De/Dr Sunil 

Test Name Result Unit 

Serology 

ANTI-HCV 

Qcv Result 

Sample Type : Serum 

lnterpr&tallon:-

NON REACTIVE. 

A NON-REACTIVE TEST INDICATES ABSENCE OF ANTIBODIES TO HCV. 

A REACTIVE TEST INDICATES PRESENCE OF ANTIBODIES TO HCV. 

LIMITATIONS-

Lab No/ManualNo 827394/ 
CollectionDate 07/01/2019 11:44 

Receiving Date 07/01/2019 12:0E 

Report Date 

Report Status 

Biological 
Ref. Range 

07/01/2019 02:01 

Final 

Method 

This lest is only a screening test, Further confirmation, should be done either with supplemental serological assay e.g. RIBA, or preferably with RT - PCR for HCV 
RNA. A reactive result indicates Iha presence of antibodies to HCV as tested by this assay, these antibodies may developed due to either a recent or past infection 
with HCV. A non- reactive result indicates absence of antibodies to HCV as tested by this assay. However it does not rule out the possibility of the infection with HGV. 
Hepatitis C virus (HCV) is an enveloped RNA virus belonging to the family Flaviviridae. The principle mode of acquisition of the virus are transfusion of HCV 
contaminated blood and intravenous drug needle sharing Jess common I rarer modes of acquisition include sexual transmission and transfer of the virus from a 
pregnant mother to her foetus. About 15% patient who acquire HCV are able to dear the virus completely and never develop clinical disease. The remaining 85% 
develop chronic infection {HEPETITIS}, but most of these patient remain asymptomatic. A fraction (about 20%) of these chronically Infected patient develop hepatic 
cirrhosis. Detectable antibodies to HCV develop in about 10-12 weeks after acquiring infection with HCV. 

NOTE- The results of serological assay in themselves should not be the only reason for any therapeutic consequences. They should always be assessed in 
conjunction with the patient history, clinical observation end other diagnostic test. 

G **End Of Report** 

Dr.~~ 
MBBS,DNB 

Consultant Microbiologist 

Printed at 07/01/20~9 19:42Page: l Of 



DEPARTMENT OF LABORATORY SERVICES 

Patient Name Mrs. Neeru Maheshwari 

UHIDNo/IPNO 100066150 I 33-19/223 

Age/Gender 41 Yrs/Female 

Bed No/Ward SINGLE WARD 2ND FLOOR 

Lab No/ManualNo 827394/ 
CollectionDate 07/01/2019 11:44 

Receiving Date 07/01/2019 12:0E 

07/01/2019 12:4:: 

Referred By Dr. Prabal/Dr De/Dr Sunil 

Report Date 

Report Status Final 

Test Name 

PROTHROMBIN TIME (PT INRI 

PT Test 

Qontrol 

INR (International 
Normalized Ratio) 

Interpretation:· 

Result 

PLASMA 

10.9 

11. 2 

0.97 

Unit 

Coagulation 

Sec 

Sec 

Biological 
Ref. Range 

9.9 - 13.1 

Method 

Sample: PLASMA (CIT: 
Turbodensitometric 

Prothrombln Time measures the Integrity of the extrinsic pathway and the adequacy of crttlcal coagulation factora lnvotved in it, namely, Factor VII. This 1es1 Is therefore, used for monitoring oral 
anticoagulation therapy which lowers the levels of multiple vitamin K dependent coagulation factors in blood (Factors II, VII, IX and X) indudlng Factor VIL The result of PT is expressed as 
International Normalized Ratio (INR) to neulralize the influence of variable aensi!Mty of the reagents (lhromboplastin) used in the assay by different laboratories. Prolonged PTnNR is observed ir 
hereditary or acquired deficiency of the relevant coagulation factors, \lltamln K deficiency, liver disease, specific coagulation factor Inhibitors and nonspecific inhibitors of PT (eg, monoclonal 
lmmunoglobulins, elevated fibrin degradation products). 

**End Of Report** 

Dr. Gurdeep Singh 

MBBS, MD, DNB(PATHOLOGY) 

HOD-LAB Medicine & Surgical Pathology 

Printed at 07/01/2019 19:42Page: 1 Of 


