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Pl

Al Hedth Hawesha

To,
QRG HEALTH CITY (552645881}
PLOT NQ-1,SECTOR-16,AMBEDKAR MARG,
Faridabad .
Faridabad
121002

Subject :- Denfal of Pre-Auth for  NEERU MAHESHW,

Dear Sir/Madam,

We are in receipt of your request for pre-authorizatio
detail;

A A Health

R Y \}R.EL..'QARE l insurance
!
i
. Denial Letter
i
l Date : Q8flan/2019

AL No: 80238780-02

AR

n of cashiess hospitalization of NEERU MAMHESHWARYI . as per the following

Member iD 52204256

Provisional Diagnosis

Umbilical hernia

Ciass of Accommodation |Single

Policy Number

10316227

We have reviewed your request, and hereby inform y
conditions of the policy stated below:

PREVIOUS FINAL APPROVAL REMAIN SAMQ
« WRONG —

Should you require any assistance, please calt 1800-200

With warm regards,

For Religare Health [nsurance Company Lid

we

Authorized Signatory

S

wninw religarehealthinsurance.com

4488 or write to claims@religare.com

NG

'y

ou that the cashless hospitalization cannot be approved as per the terms and
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Denial Letter

To, Date: 08/lan/2G19

Al No: 80238780-02
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QRG HEALTH CITY {55265881)

PLOT NO-1,SECTOR-16AMBEDKAR MARG,
Faridahad l
Farilabad . !
121002 l

Subject » Denial of Pre-Auth for  NEERU MAHESH\;NARI
i

Dear SirfMadam,

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

detait;
Member 1D 52204256 I Provisional Diagnosis Umbilical hernia
Class of Accommodation  {Single ; Policy Number 10316227

We have reviewed your request, and hereby inform you that the cash.'ess hospuafzauon cannot be approved as per the terms and
conditions af the policy stated below:

» PREVIOUS FINAL APPROVAL REMAIN SAME.
» WRONG ENTRY

Shoutd you require any assistance, please calt 1800-200-4488 or write to claims®refigare.com

With d O , o -
e Honieed Bl e duduls wensbe
For Religare Heaith tnsurance Company Ltd :
l o, (L <) ._]t\ LL,U’ :
\qﬁp-‘« e ey LQQ,UL. Sl (7{_\ b ‘
- ' ] e & o
Authorized Signatory (D\'Jt A G/i % \,Q,G "\M'ﬁ;ﬂ _.i,[( AN LA C;-; S A

Gie el 047 atidn =t AE LLL/\

e — ” VL
= Hi
RSN / kK
L W
R e
Jf}, wrenvy religarehealthinsurance.comy
A
Religare Health Insurance Company Limite|l
Mo Ucth . OGS B85 A 2 i sa 42

Rage, Oz Y Fory, 12 Chgals Hauce, e Place,
; N LRS00 2 L"’LC#:‘SU
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ISV_GF _DOCUMENTS REQUIRED FOR SETTLEMENT OF HOSPITALISATION CLAIMS

1.

FOR CLAIMING HOSPITALISATION EXPENSES

CLAIM FOIRM — PART A DULY COMPLETﬁD BY THE INSURED ON THE PRESCRIBED FORMAT - ORIGINAL

CLAIM FORM ~ PART B: DULY COMPLETED AND SIGNED BY THE HOSPITAL AUTHORITIES - ORIGINAL

ADIISSION WGTES - CERTIFIED COPY

DOl

TPA 1D CARD - XEROR COFY

AN OTHER 1D PROOF LKE VOTER IO/ DU PASSPORT ETC - COPY

ADDRSS PROCE - COPY !

REFERRAL LETTER. IF ANY. TO HOSPITAL - GERTIFIED COPY

.

TIOImlm

DETAILED DISCHARGE SUMMARY - ORIGINAL

DEATH SUMMARY (INSTEAD COF Discharge Summary} IF PATIENT HAS PASSED AWAY DURING HOSPITALISATION -
ORIGINAL '

[

INVESTIGATICN REPORTS - IN ORIGINAL - FOR INVESTIGATIONS DONE DURING HOSPITALISATION

HISTOPATHOLGGY REPORT, if ANY, IN {EJRIGINAL

CERTIFIEL COPY OF GPERATION THEATRE (GT) NOTES - WHERE SURGERY 1S PERFORMED

MLC REPQRT! FIR FOR ACCIDENT CASES - CERTIFIED COP'Y

STICKER FOR THE IMPLANTS USED - ORIGINAL

SUPPPORTING INVOICE FOR THE IMPLANTS USED - CERTIFIED COPY

HOSPITAL MAIM BILL - ORIGINAL

BREAK-UP BlLL FOR THE HOSPITAL MAi!“I BILL - ORIGINAL

DETALED BILL FOR THE NON-F\DI-MSSIB_:LE AMOUNTS COLLECTED FROM THE PATIENT

RECEIPT FOR THE AMOUNT COLLECTELE) FROM THE PATIENT

RECEPT FOR THE CO-PAY COLLECTED}FROM THE PATIENT

COPY OF THE PRE-AUTH DENIED LETTE{R. IF ANY, FOR CASHLESS DENIED

CONFIRIAATION FROM THE HGSPITAL F_bR NON-UTILISATION OF CASHLESS FACILITY, IF CASHLESS SANCTIONED

PRESCRIPTIONS FOR MEDICINES PURCHASED DURING HOSPITALISATION

PHARMACY BILLE 1N CRIGIMAL FOR ME‘:)ICINES PURCHASED DURING HOSPITALISATION

<{X|Zi<]|ciqjo{n|clwlclzl=zlr|=

LIST OF BILLS SUBMITTED WITH THE Af\jl'lOUNT UNDER EACH BILL

DOCUMENTS FOR NATIONAL ELECTRO[:“C FLUND TRANSFER (NEFT)

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

b. A COPY OF THE PAGE OF BANK F‘A,:SS BOOK CONTAINING AJC NUMBER & NAME/ ADDRESS OF A/C HOLDER.

¢c. A CANCELLED CHEQUE FOR THE A:BOVE ACCOUNT I TOWHICH CLAIM AMOUNT HAS TO BE TRANSFERRED

COVERING LETTER STATING YOUR {COMPLETE CURRENT ADDRESS, CONTACT NUMBER AND THE LIST OF
DOCUMENTS ATTACHED

ANY QTHER DOCUMENT THAT THE CLA:‘.M PROCESSING TEAM! TPAREQUESTS

2. F

OR CLAIMING PRE-HOSPITALISATION EXPENSES

CLAIM FORM - PART A DULY COMPLETED AMD SIGNED

OPD CONSULTATION PAPER, iF ANY - CE)RIGINAL

CONSULTATION BILL! CASH RECEIPT, |F;’ ANY

PRESCRIPTION FOR MEDICINES F‘URCF:!ASED PRIOR TO HOSPITALISATION

PHARMACY CASH BILLS FOR MEDlClNﬁ"S PURCHASED PRIOR TO HOSPITALISATION

INVESTIGATION REPORTS - IN ORIGINAL — FOR INVESTIGATIONS DONE PRIOR TO ADMISION, IF ANY

CASH BILLS FOR THE INVESTIGATIONS|DONE PRICR TO HOSPITALISATION

e g 170 B R R IR R =B R BN« ol 1)

REFERENCE LETTER FOR INVESTIGATION CONDUCTED PRIOR TO HOSFITALISATION

Page 1




72

DOCUMENTS FOR NATIONAL BLECTRONIC FUND TRANSEER (NEFTY AS IN ITEM 1 -'Z' ABOVE

COVERING LETTER STATING YOUR COMPLETE CURRENT ADDRESS, CONTACT NUMBER & LIST OF DOCUMENTS
ATTACHED .

OR CLAIWMING FOST-HOSPITALISATION EXPENSES

CLAIM FCRI - PART A DULY CDMPLETED AND SIGNED

CPC COMSULTATION PAPER, IF ARY -- ORIGIMAL

GONSULTATION BILLY CASH RECEIFT, IF ANY

PRESCRIFTHIN FOR WMIEDICINE € FURCHASELD - POST-DISCHARGE

PHARMACY BILLS FOR MEDICINGS PURCHASED - POST-DISCHARGE

R lalnioie

FIVESTICATION REPGRTS - IN SRIGINAL - FOR INVESTIGATIONS DONE - PCST-DISCHARGE, IF ANY

0w

CASH BILLS FOR THE INVESTISATIONS DONE - POST-DISCHARGE

h

REZFEREHCE LETTER '0R INVESTIGATION CONDUCTED - POST-DISCHARGE

POCUMENTS FOR HATIONAL ELECTROMNIC FUND TRENSFER (NEFT) AS IN ITEM 1 - 7" ABOVE

COVERING LETTER STATING YOUR COMPLETE CURRENT ADDRESS, CONTACT NUMBER AND THE LIST OF
DOCUMENTS ATTACHZD

DR HOSGPITALS CLAIMING CASHLESE HOSPIALISATION EXPENSES APPROVED

CLAIM FORM -- FART A DULY COMPLETZD EY THE INSURED ON THE PRESCRIBED FORMAT - ORIGINAL

CLAI FORM = ART E: DULY QOMPLETED AND SKSNED BY THE HOSPITAL AUTHORITIES - ORIGINAL

ADIAISEICN NOTES - CERTIFIED COPY

TEA 1D CARD ~ XERO.( COPY

JANY OTHER D PROGE LIKE VOTER WY QU FAGSSPORT £7C - COPY

ABDRESS PROQF - COPY !

PRE-SUTHCRISATION REQUEST IN ORIé‘:H-’AL DULY SIGNED 8Y THE INSURED AND THE HOSPITAL

PRE-AUTHORISATION APFROVAL LETTE;:.R cory

REFERRAL LETTER, IF ANY, TO HOSPITAL ~ CERTIFIED COPY

DETAILED DISCHARGE SUMMARY - ORHZINAL

DEATH SUMMARY (INSTEAD OF Discharge Summary) N CASE THE PATIENT HAS PASSED AWAY DURING
HOSPITALISATION - ORIGINAL '

r-

INVESTIGATION REPCRTS - it ORIGINAL - FGR INVESTIGATIONS DONE DURING HOSPITALISATION

HISTOPATHOLGGY REFORT, IF ANY, [N;URIGINAL

CERTIFIED COPY OF DPERATION THEATRE (OT) NOTES ~ WHERE SURGERY IS PERFORMED

MLC REPORT/ FIR FOR ACCIDEMT CASE:IS - CERTIFIED COPY

STICKER FCR THE IMPLANTS USED - OiiilGINAL

SUPPPORTIMNG IMVOICE FOR THE iMPU:\.'\JTS USED - CERTIFIED CGIPY

HOSPITAL RAIN BILL - ORIGINAL .

BREAK-UP BILL FOR THE HOSPITAL MAIN BILL - ORIGINAL

DETAILED BILL FOR THE NON-ADMISSIE?ILE AMOUNTS COLLECTED FROM THE PATIENT

RECEIPT FOR THE AMOUNT COLLECTEIb FROM THE PATIENT FOR THE NON-ADMISSIBLE AMOUNTS

RECEIPT FOR THE CC-PAY COLLECTE[‘.‘E FROM THE PATIENT

PRESCRIPTIONS FOR MEDICINES PURC;,‘HASED DURING HOSPITALISATION

PHARMACY BILLS IN ORIGINAL FOR MEbIClNES PURCHASED DURING HOSPITALISATION

LIST OF BILLS SUBMITTED WITH THE AI?:AOUNT UNDER EACH BILL

Ni<Ixlgl<lclwlwlxlplvlolz]z

ANY OTHER DOCUMENT THAT THE CLAfIM PROCESSING TEAM! TPA REQUESTS

NOTE; (1) YOU SHOULD SUBMIT YHE ABOVE DOCUMEINTS ALONG WITH A COVERING LETTER (2) IF YOU ARE SUBMITTING PRE &/OR POST-
HOSPITALISATION CLAIMS SEFARATELY YOU SHOULD SUBMIT THE CLAIM FORM DULY COMPLETED {3) ALSO SUBMIT THIS CHECKLIST

Page2




CLAIM FORK; - "ART A" 1¢ 'CLAIM FORM FOR HEALTH INSURAMCE POLICIES OTHER THAN TRAVEL AMND PERSONAL ACCIDENT - PART A

TO BE FILLED BY THE INSURED {To be Fillad In block letters)
Thu Isgus of this Fum. I» NGt to 0w taken as en admission of Hlabiiy

DETAILS OF PRINARY INSURED:

1) Pl bo: DDDFDGEBLJJEJDDDEDDD e L 0 0 O L

o maine. D TCIOO0O00000OGE

awe: AT G OO0 O0OEDEE SO EFHEDDEDEEQEOERMEOOD

e [ DO ODC O OCOO000C00000000000000000000
OOOOOD 0D 0o0000000OO0000COC0CO0000000000000
<o A S (OIS0 s3I0 O 000000
R T O T W O 0 O L _

DETAILS OF INSURANCE HISTORY: .

) Curtantly caversd by ony other Hsdiciabn | Heatth Insurance: [ ] Yes [ ] Mo b Dite ot commencamantel otimmnca woutnread: (5110 ] [wY(n]  [F)[FI]0]

ayes.comgany rame: [ A1 TN W SOOI reeenn (35000 00000000000

Sum nsursd (Rs.) DDGGDG’,}@H‘”"W“W““WW‘““‘ | ket ot Voord Bimnt howtton of ihe congacty || Yas E-_llh Cate: [ﬂ[—ﬂ

Dagrosia: | i ) Praviously covered by any ot Mecictam ieath insurance - [Jves ] ho

e 1 W WA

DETAILS OF INSURED PERSCN HOSPITALIZED: ;

e OO EEFEEE0OCC0E g0 EEEE O COEEEEOEEEE000

b) Gender Mo [ ] Famae| | angyean |v][1] Mfmm[ﬂ gumeotm [2][3]  [W]{n] RG]

o) Relasonstip 1o Primary lnswned: Selt | secvas[ | o [ r-‘;« ] uetw Tl oter [] praasespuciny | i

Bocamaton  Sovicn || Sc¥Eeplres || Home Maved | sw"w: MV rewes [} o [ | Preasaspeay) | ]

asmmamrnson. O0O00000000 00 00000000000000000000
OoCOC200000000C00000INNN0000C0O0C000C 000000
WDDDDGDDDDDDDDDDDUUD “':DDDDDDDDDDDDBDDDDDD

G NOLLD3IS ENEETeSwwy v NOUWY3S EEFTH

5 Wowdls  KorremTETER

pacae [ ] SICI0T poooerer DDG[:]S OG00O0O eme ol 1
DETAILS OF HOSFITALZATION; :
ST o o o
B} Room Gathgary oceupied: Day care [} Singie octupanty D Twinstoing [ Jor mern Yeds par room [
<} Hoapitakzation dus ko: Wiy T3 Geess (0 mewmy {0 7 ' o Date ofifury £ Gate Clisase frut dotaced MatmotDetvory:  {oi(n]  [e}sd]
somanmnes (75 EHE I ow GE GBI cowesee@E) BE OE vow-EE: DR
i iyory ghe causa:  Sallinficted {_| Roac Trath Accidant | \ Substance Abuas f Atohed Consumption [ yikedcotegy [ ] ves([J o
NRopotedtoPoles § 1 [ . MLC Raport 1 Pofice FIR atached Ii:} Yes [ o b System of Mediciw: | ]
DETAILS OF CLAI: i
4) Datals of the Treatmen! exparses cialmed ‘ Claim Decumants Submitied - Cheek Ust:

L. Pre -hosgiakzation &xp prses = D000 & wewameesess ps [ JJCIC]TC] O clam tom cuy sgnes
. Post-hospitatization axpenses Rs, DDDDDDD IIJ Haalh-Check up cost: Rs. DDDDDDD D Cnpyloihadalf\h&mm‘d‘w
v, Ambdansd Charges: OO I O R O hooen el I W] e [JO1CJ0000 3 Hassitatiain 63

D Hozpital Break-up B

| Tow! Rs. DDDDDDD 7] Hospital B Payment Receit

3NOWDIS ORIt A NOUDIS Rt ted

v Prs bosphalizton pariod: aan 311 I Pos sespeiaion oot cas [ J(_1] [ Hsspta Dscharge Summaey
Y Clakm for Domictary Haspliafeatien: M v Do (yes e ::.‘.!:2: b s {5 Fhannacy bR
¢) Dataly of tump sum / cach Leneft claimad: ! T} Oreration Theatsr Noies

L Hosyital Dady cash; r CJOTCICNTT aswiont Gasn: e JOOOI00O0 B ees

B s s «O0C0000 |(wemees » OOO000O0 D peamesrnmee
v Pra/Post aspitafization Lum p susm beoe At RS, Ijr_:”:]r_]lj [:"j W, Dthers; L—JDD Rs. DDDDDDD 0 wﬁggﬁaﬁ

o e OOCOO00 5 one

DETAILS OF BILLS ENCLOSED:
SL Noj Bl No. Date Issued by Towaids Amount [Rs)
1. njo Al mjpY | v Hospitil man Bl P
. I TRAETERE Pre-hospizhzation Bl Noa | @
3, ol of @{aj¥ly Pasthaspiludraion 803 Nas 8
4 ol o[ wiufv]y Phaimacy Bills 3
5. cf{olw B 2
s Dl ol sy
7. AN EIEEVERRE R
[ oloal Mimly Ly
3. olplu [RE
10 L EET S ERERE |

IMARY | 'S gA!
o OCI0O0G00 DDD w1100 OO0 000O0COO @

seecmmeanssacer: 1000 000020000 SO000000 0000000000000 3
& Crecus /D0 Payatdscents: | I arsccasn: OO 0000000000000

{(IMPORTANT: PLEASE TURN QVER)




OECLARATICN BY THE INSURED:

| hersby decla:c that the intormation furnizhed im aa clalm form ks snue & corfas (o tha Best of my kacwisoas and bolla?, B | have mada acy falce or untrue stntament, suppreasion
o concaalant of any matardal fact with tespact to quastizng asired M eleide o (N ¥,y rigit in dpfm retrbnisemaznt shall e torfelled. § slso conmant & authorkze TRPA 7

Compny, & sealt meseoessy modlzel iaimation | documen's fror: ony espial [ 1desdicn)
| herary dactars that | nave inz.0o3 ol tha bils 7 recelpts for (5o purposo of ..ls clatm & il b v

—-..:‘d..:.-'nr whao has atitridgd on the pesmon agalnst whom this clalm is made.
4! be making any sucplamentary galm aicep! ina prefpost-hoxpliafizetion

BRI H NOUD3S R

ciabm, 1 ory.
i_ - +
A ‘\‘{ e
o 53 B [FHIFIE] Pace ’ ] b
an 1015 @ [l E B ity Placs; Signaturs of Ihe Inaured _v door
GUIDANGE FGR FILLIIG SlLah FBR A - PART A (Ta be Miad 1n by {he Insureds
DATA ELEMENT 1 UEFCRIP TION 3 FORMAT
SECTH A - U'{-'Al\ 5 OF PRIMAKRY INSURED
) Poly No, Ent . As afiotiad by the Insurance Company
BF 8L Nl Certficste Mo ;E;:‘I' -u::ur-ce umber or ta cedidcats numbaer of As slioted by the ougantzation
¢}  Company TPA ID Ne. Endor e TFA I Now ‘;“";P“ﬁ;’_":“::;ﬁ_‘ afictied by IRDA snd orinted
d! He:n'g_ __E.'!h.' Het Intt ] n&ﬂ‘.‘l‘ ol e poNeyhoker Siurrams, First rAme, Middle nama
&} Adortty e oy Ul adinst inciyoe Strect, Ciy and Pin code
SECTCH G L3ETANS C.‘F INS|IRANCE HISTORY
e ™ T T T Co - .
a) ﬁ.“ﬁ;‘:\%‘""w by any other Kisdiztaim / Hualih :l_.-‘\.;‘ar: “.;2{_:1(,&.-!%1, covorad &y another Medldaim / Tick Yes of No
b)  Dare ol commencemant of first Insurance with out braak Entes the daty of cnintnencamant of first Insurance L's;d—‘d-;m-n—fcmnm
€} Company Neme Enlar the mall nama af ik ngurapce Company Hame of Ins croenization in full
Pabcy No. Entes tha nnfcy tumber #5 afiattad by The Insurance Company
S Inzyred Ente: the wla!l cum Ingused &g per the policy Infupans
d m:&‘z:“:e‘;: ?;T:gz:':‘d in tha last foul yuars since Lrchcaly whe thor kowphinized i e b f18 years Tack Y&s of No
Oale Biser U date o Hosslslnatian Usa mmeyy format
Dlagnasis Entes the dingrasis datiits Cpen Tart
8]  Previoysly covarad by sy othar Madictaim ! Health | h.mlc:ﬂa Tmeher predousiy covered by anciher mediclalm Tick Ven or No
lnsurance? [ FHechulreyrance
fi  Company Name —= Enter e fult name of the tnsurance Co"\psr.}r Name of the srganization in full
SECTION C -DI'TML-a OF INSURED F:KSC’N HOSPI‘I‘ALIZED
a)  Hamw 1[ Enles e 14 naine of lha patent Sumame. Firsl nama, Middia name
b} Gandar indizata Sandur of ther patlant Tick Ma'e or Feniala
c)  Age Eniet gy af e oativnt Number of years and months
d)  Dila ol Bitth Enter Dats of Birth of patiaat Uze dd-mmeyy format
e}  Reiationzhip o panary insured Inciicaly olotecnship af paHenl with policyholder Tick tha aght cpilon, il athers, please specity
f Occupation Ireteats escipatiun of patdant Tick tha right ontion, M others, please spacily.
gt Address Entar e [Ud postal adimss Irtludz Straal. City and Pln code
h)  Phona No Entar !'_m: phione Rumber of petiant Inciude STD coae with telaphone number
i} Esmalio Enter n-mall nddress of patient Compisls e-mait addrass
SECTIDN D - BETAILS GF HUSPITALIZATION '
n) Name of Hospdak whare admated Erfter tha nama nt hosphial Noame ol hespita! In full
b)  Room catannry acoupled inthcals e foom calegory Decupiad Tick the fgnt optian
¢)  Hosoilahzation dus 10 md-ca ® reescn of hcu:uuaktauon Tick the dght oplion
d) g;l: ;r;in]uwfoale Disaass (st dataclad / Data of T Uss cd-mmyy formal
o)  Datn o1 admission Enter dala =i admiasion tize dd-mmevyv tormat
0 Bme € nier time of agmission tise hh-mm- tormal
) Dale ol yischargy 4 Enhrfu'a_\?_ol di ’ Use dd-mm-yy 1ormat
n}  Tine Enterlhre d Use hirame Jormat
0 iinjury give cause Indicals causs of injury . Tick the right oplian
i Medica lagal indizate whether Injury Is medico legal Tick Yas of No
Reparted to Police Indh:!le whetier poline report was fled Tick Yes of Ho
MLC Report & Pelice FIR altached indicdte wheher MLC rezcrt and Pelice FIR attached Tick Yes of Ho
7} Syslamo!Medicene Entes, the system of madicins fnllgwed in tresting tha patient Open Text
'SECTION E - DETAILS OF CLAIM
1] Celals al Trealinernt Expeaces Eaic: the armount cloimed o3 traatmant axpeances Ly rupoes (o not enler palse values)
b)  Claim for Domiciliary Hospitalization indloite whethsr cluim s i domiciisry hospitslization Tick Yes of ivo
c)  Delails of Lump sum! Cash banifit dalmed Erltd tha mrovnl clalmad a5 kimg sum § cush benhafit In rupees (Do oot snter paise vahies)
d}  Clabn documents Submitted-Chach Llst indwcitte whizh supporting documents afo submitlad Tick the right option

SECHION F - DETAILS OF BH.LS ENCLOSED

Indicote which bills are enclosed with the amount in rupses

SECTION G - DETAILS OF PRIMARY INSURED's BANK ACCOUNT

s) PAN Enler the parmanant account number As afiotted by he [ncome Tax Department
b} Accounl Numbar Enta; the Bank acouni Aumber As glotied by the Bank

(3] Bank Nome and Branch Enlo" tho Bank name along vAth the branch Nama of the Bank In full

c}  Cheque’/ DD payabla catails E"::'t;‘.;lx‘rt\:mu of the benaBciory the cheque / DT should be Name of the Individual { organization in ful
¢} IFSC Code Entar tha iF5C code of tha Bank branch IFSC cods al the Bank branch in fult

SECTION H - DECLARATION BY THE INSURED

Read declaralion carelully 2nd menton data (In dd:mm.yy format), place [oinn texi} And sign,

i




)
-

CGLAIM FORM - PART B
TO BE FILLED IN BY THE HOSPITAL
The 1ssur of thia Form Is not ©o e t2kan ag an admis:ion of Hability {Tu bu Filled In block letters)

Pleasne inciuds the original preavihorization request form in lleu of PART A
DETAN S QF HOSPITAL

o) Nacre of e ol [:lEDSDDDDDGDD:}UDEDDL—JDDDBDDDDDDDDDDDDDDDI
&) Motz r_”_H:]CDHD‘_jD ) Typa of Horp'ta), satwo: [ Hon Natwak: ] £ ey ntwer £l Saution T} ' f'“
atanectmerarg ey A AE RREE OO SOEOREEDEREEOCHEOEGEEOREREO ¢ g
+) Qualication; 9 Regstanor e witn s cede: (LI IOIC]  apwsasie. DDDDDDDDDDD)

DETAILS OF THE PATIENT ADWITTED

wmmameses O EATEADREEOCOCO0EIEEEIEENEOORDREEEOEEERED §
1 1P Aogisvoion Mabae: | [ ST crGerser me [ Famso ] dpage: veans FIFT v momsatmnx 1) (][] [T
et T8 BE OF awBE TS oo I0 B8 GG e B [‘3@3
B TypeofMdmission.  Emecgency [ ] Panced (] DayCors 0] Matamsty [ iMsenty  a0msoivewey: [0][0] (W] [J[3] Mocevitasuus: a0 2
DSatn st bme ordmndge:  Ssdoigebham (] Dachegeiomterimitd [ 0w (O mj Tatal daimsd amount UDUDDDDE

DETAILS OF AILMENT DIAGNDSED (FRIMARY)

al 163 18 Codes Description b) IC0 10 PCS Oeserfption

ey [ 301030000 kﬂ_m_wm._.j P i DDDDDDDP

kamesdispers: [ 1L LI I : weananz [C]O010000)
LProeast 3 DBDDDDD [___

. Co-mutidiiey {_j D D D r_!—‘ D D
. Comorbises. DDDDDDD E

L i

¢ Do of Procacues: |

U

€) Pre-guthonzaton ablsined: . .. ] tes DN'-"_ d} Pre-autnorization Numbes: DDGDDDDBDDDDD

«} ¥ auhorization by natwork hospilal ot cbiained, ghve resson: [_ ' j

1
) HosphaEration dua 1o Injury: Ttes [ na 1. H Yes, ghve causa \ Sotinticied[ ] Road Tearic pccilent (] Substarse abuse / aleobol consumption [

) 1 iry due t substancs aSuse / aleshol conysmgton, Tost conducted to patanish s [ Yes [] %0 (Vei.stchranorts) Wi Meciolegat [] Vs [} o hFepenisdioPoics [Jvea [ te

wFIR No. DDD E]E][]DDDD i, # ncl taoorid 36 pofe i rassen: [ 1

CLAIM DOCUMENTS SUBMITYED - CHECK LIST

T R AT D TR T W

i
ADDITIONAL DETAILS IN CASE OF NON NETWORK HOSPITAL [CIiVILY FILL IN CASE OF NON-NETWORK HOSPITAL)

weamreos D00 00000NO0O00O0000000000000000000000
O O o
« 0000 000000000000«=« OO0000000000000000
e JOCOO0  weeaw DBOOCO0CO000  orssemesmsancos. 1000000

) Hespaal A DOO000O0CCITD axeee oo sees DO ofsssovbsonshozs 1ot Dy Tve by Oves Owo
1.Oten: l H —

[ oteimFom duty sigrad [ westigabon reports é
[ Ofginst Pisauthorzaton reasst [ CHMRmSGLPE lavestzaton eprs 5
[3 o of the Pre-avivad zaion apprevai ntter ] Oeciorsreisrance sip kerimesigaten u
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DECLARATION 8Y THE HOSPITAL j {PLEASE READ VERY CAREFLLLY)

Win hecey dectam (hat s Infeemation kimished in this Claim Fomn s tus 4 comiclio te sesi ol owr \norsteass aed cebat ¥ we have mado 3oy falss o uh s stzismerl, n.,,.-mm o soricaalmert of any matesial fack,
o Sghl o cait urder this dotm shal be fodaited,
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Pack: { l Signature an Seal of 1 Hospital Aubhority:
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GU!DAN!.:E FOR FILLING Clali, FOSM - PART 13 {To be filled In by the hoapital)y

DATA ELEMENT { DESCRIPTION 1 FORMAT
T SEGHON A - DETAILS OF HOSPITAL
8} Hama of tha hoepial: Toier the nme of Aospital Narya of the noepital in fuf
b}  Haspisi il N Znvr D :‘-.umer‘c.- r.ms:::.: - A3 slacatad by the TPA
¢} Tyzaol Hosphial sent, o nan natweek hozpital Tick the right aplion
£} Rexozofieaing doshyr Enter s pame ot s rtaling declr N;“:-:"-L‘c-':_'l.‘ in kil
o}  Quatifcction Snter the guzlfication of the treating docier Arbraviztiers of educaione! quzifications
f}  Regisiration Ho, with Siale Coda Enlar the ﬁegie.'r"t;m st of the docior along with the stals code | Ar ofecated by tha Madical Councd of Indla
gl Phane o Datar hs phanc ruinhar ol doeiat nclugz STE 2500 with iekophons number
SECTION 8 - DEYALLS OOF THE PATIENT ADMITTED
8]  Nome of Datiant Znter 'w_n;ﬂ o pationl Narma ot patent in ful
by IP r-q's.'ra'_‘crs Mumper Enter meurapce ':m.v?:';er registranon number Asr alotted oy the insurance provider
t}  Gender iadicila Gandat of T‘w pattent Tick Male or Fermate
d Az o age of :.‘..:.- pavzal tumbar of years and menths

o) OateniBirin

f}  Daie ol Admissien

Enter dala ol hirlh

ilei dd-mme-vy format

Lise dd-mm-yy format

conducted lo gstabish [his

gl Tz Ues hivmm termat
h)  Dats of Dischame 1 g:‘:' c_g‘:, ;;D-sé;\;'ge - tse di-mm-y format
N Time - Enter tanw of Dicchatps i1ea hhimen formal
i Type uf Admission Ind-:hs;e._—k;;;ﬁ admissi::n- ;?pe;: Tk e rignt opiion
X} it Maternity
i Date of Dalvery Erer O2tg b Detvery { mapny 1}38 gd-mrryy lenmal
K Gravida Skars Entar Gravida stalus i malernily Usw standard format
[} Sidus ot lima of discharge kiicaté sta'.uu_urua".'-.:m i tinie ¢l dizcharge ek ¢ righl olion
M) Toial claimed amount kaskate tha 1ota claimed amount {7 rugeos (Do net entar pajse vahes)
SECTION G - ETAILY UF ALMENT DIAGNOSED (PRIMARY)
) 1C0 1) Code
Pritiang Diagrasi Ealge b2 10T 10 Codn and descighon of the prmary diagnasis Standadts {'ormat and Spen laxt
Aduilicinal Liegnosis Entet tie (S0 40 Tece and desciplion of the additinal diagnosis Standard Format and Opan taxt
Corinitbicites Enter ﬂ:\e 170 10 Jooe and Geserprbon of tha Comeebidities Standard Format and Open text
b) KU ePCs ,
Frocadurs 1 Ented the ICY 10 Code ond deserption of the first procedurs Standard Fomat and Open text
Procedare 2 Entar Kj‘-a iCD 0 Coce and dessripiion of the second procedure Siardard Faanal and Open text
Procedure 3 Enter the 100 10 God end descriplion of the thind procedura Standard Farmat and Open lext
Ciatols o Precadure Enter fha dotlly of the procedurs Cpentaxd
¢)  Pre-authenizaton oblained f whar pre-authorizatisn chtaived Tick Yes cr to
d)  Pre-guthoiization Member Eater frre-guthordzation nursbae As alollad by TPA
#) 1 authodzation by netwark hespitnl nof oblalned, give teasoni  Entur l' pana {37 not sitiiaing p-sathorizalion pumter Opan taxt
i Hospholization Jue ¢ infury indl.:age il hosphtetration s dee to injury Tiek Yes of No
Cause lr.d‘w}n Zouss tf fnjury Tick tha right option
Hinfury due b subslance abusefalcohol consumption test hdlms:a whather test condudled Yick Yes or 8

lndlcg_'la whather inlury is mertics kgal

Tk ves of No

Medico Legal

Reporiad o Pofice Ind‘.cs;fe whethar solica rapert was fled Tick Yeos of Mo

FiR Yo, En:c:'ﬁ:s: tafarmation mpont numbar A issued by police authritias
1f st saporisd to pofica, ghe reason Erterianson for ot regerting io colice Opan lext

SECTIOM D - SLAM DOCUMENTS SUBMITTED-CHECK LIST
indicala which supporling documents arg submitted !

SECTICH E:— DETAILS [N CASE OF NON NETWORK HOSPITAL

a)  Address Enter;lhe {ull posial addiass Incksde Strecs, City and Pin Code

b}  Phone No. Enter;:ha phone number of hospital Include STO coda with telephane number

¢ Registration No.with Siate Code &‘;"él;?cfg:::‘l}‘::,“;ﬁ:g °f,|!“‘” Hospilat obiained from local bodY} . 4 pocated by the ity Corparation  Municipally
d)  Hospital PAN Enter;lhe pérmanent account number As allocated by the Incoma Tax Depariment

€} Number of lnpatient beds Enter the rumber of ingalicnl beds Digits

i Fadilities available In the hospital \ndicats facilitics avallable in tha hospital Tick the righi option, If others, please specify

SECTION F - DECLARATION BY THE HOSPITAL

Read daclration carefully and mention dats {in dd:mm:yy format), place (t:l pon iext) and sign. and stamp

i
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Authorization Letter T
To. Date OB/ 201 7
G HEALTH CITY (5526588 1) AL No : 30235789.01
PLOT NC-1.SECTCR- 1 6AMREDEAR MARG, Admissan Dals : 07 an 2019
Faridabad
Faridabad
124002

In reference to the Pre-authorization Request submitted by you. we hereby authorize and guarantee payment up to Rs, 60500.00 The

authonzation details are as under:

Member 10 52204256 Ctaired Amoun 61200.00 =’
Class of Accornmaodation | Single Adawonal Sanction {-“C' mu{J
Iritial Awtherized Limit 20000.00 Patient Narne MNEFF U I"'I\IJI'_“:I B AT j
UnPard Prevreum 0.0C Total Sanctioned Arnount 605“0 ao E
Notes to the hospita!
B KYC documents i.e. identity ProoffAddress Proof and Latest phote of the proposes 12 be semt if bill estimate is more than R,

1.0 Lakh. ‘
4} Mihe hospital billis estimated 1o be higher than the guaranies of payment, the additicnal amount world need 1o be sanctioned

by RHICL
B} 'n absence of such additional guarantee. the hospital mwust coliect the excess amount directly from the insured 2t the time of

adrnission or prier to discharge. ;
4} The hospital bill summary and the detatled final bill will have to be authenticated with the insureq’s signature. This along wiih the

original discharge summary and investigation recontsiwill have s be submitied 10 the company.
5) Please collect an undertaking from the insured/patierit for submitting his/her docurnents to RHICL w original. lf AL )
6)  Charges for the fellowing miscellaneous services muit be collected directly from the patient : b 4 _/

1
a) Registration <harges £} Charges for Ty, Laundry. Telephene. Fax et

b) Attendant / Visitor charges

h) Food and Beverage for attendance/visitons

]
i
1

€} Ambulance charges unless authorized i} Toiletres

J) Nursing charges not authorized j} Medicines not relatad to Trzatment

e) Service charges ; k) Siationary and other charge:

_f) Charges for extra bed . __L . e e
Remarks  APPROV ROV 1S 2 AGEEED
R

For Religare Health Insurance Company Ltd
s ) '
. H% ;

Authorized Signatory

‘
‘ -"‘] )

U?l www.relizarehealthinsurance.com
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Ab Hedth Havesha \ SBRE|IGARE

Vﬂuu nar bind

Note:

¢ This authorization i valid for adraission within |5 days from the dat: of issue or evpine f cancellation of the policy whicheser i aadfier.

» The authorization wilt not be valid if the patient is discharged before the date of issue of this letter.

* Co payment amcunt will be collectad from insured. i

¢ Claim Settlement will be as per agreed tanff structure bevween; RHICL & the hospitai,

& This is an inal approval and stands cancel where Mismerpretation of Facts is noticed.

All payment 1 hospital will be subject to deduction of tax at sourze as per prevailing government rates except where NillLow TDS certificaies bae

been provided.

. . P . .- s ‘ v . .
Please role that hospitalization for Treatment of foilowing conditons is not oavable:
-7 =y

1} Irvesugation and Evaluaton, nfentility, STO, Seh’—inﬂi[:tec injury, conditions caused by use of alconoltobacco/intoxicating drugs
and others conditions as per nolicy terms.

o] Refigare Health Insurance Company will not be |laD|P in the event of anv discrepancy between the facts presenied at the bme
of admission & at time of final discharge documentation.

Annexure |
; Al Ne. J 80238780-0|
Nature of Claim HOSPITALIZATION 20
Pahov WNo 10316227 Name of Patient INEERU MAHESHWAR]
Hospital 1D 55265881 | Policy Owner Name MARNISH MAHESHWARI
Date of Admission 07-Jan-2019 Date of Discharge 08-fan-2019
Total Approved Amount 60500.00 ' Claimed Amount 61200.00
Current Appreved Amount 2950000 Cozay 0
Non Payable hems * 700.00 .| Haospital Diszount {not 10 0
' {be collected from Patient)
UnPaid Premium 0.0 :‘ Tctal Deductions 70000

* Annexure i
|

Particulars Reason for Deduction Remarks Amournt

Medicine and Consumable] Non Medical Expense:s 700/- ADMISSION 700.00
charges i CHARGE

Total Deductions 700.00

U‘.\a1 www.religarehealthinsurance.com
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1.

LIST UOF GGCUMENTS REQUIRED SOR SETTLEMENT OF HOSPITALISATION CLAIMS

FOR CLAIMING HOSPITALISATICN EXPENSES

f“LMi“ FOSN — PART & DULY OM”:’L‘:'l 38 “\‘ T !: INSURED ON THE PRESCRIRED FORMAT - DRIGINAL

cl —nM FORM ~ PART B: DULY COMPLETE: AND S IL:NED BY THE HOSPITAL AUTHORITIES - ORIGINAL

AIMGSSION NCTES - CERTIFIED COFY

TEA D CAED - XERQU CCFY

ARY OTHER 1D PROOF Usn VOTER 104 DU FASSPORT ETC - QOPY

ATDRISS PROOF - COPY

WFERRAL LETTER, IF . ANY, TO HIGPITAL = ZERTIFIED COPY

DETAILED DIECHARKGE SUMMARY - GRICIMAL

PDEATH SUMMARY (INSTEAD OF L}mchargs Sumrmarny IF IPATIENT HAS PASSED ANAY DURING HOSPITALISATION -
ORIGINAL

INVESTIGATION REFORTS - in ORIGINAL - FOR INVESTIGATIONS DONE DURING HOSPITALISATION

HISTOPATHCLSGY REFORT.IF ANY . i DRIGHHAL

CERTIFIED COPY OF OPERATION THEATRE (&) NOTES ~ WHERE SURGERY 1S PERFORMED

Mi.C REPORTS FIR FOR ACCIDENT CASES ~ CERTIFIED COPY

STICKER FOR THE IMPLANTS USED - ORIGINAL

SUPPFORTING INVCICE FOR THE IMPLANTS USED ~ CERTIFIED CORY

HOSPITAL MA BILL - ORIGINAL ;

BREAK-UP Bite FOR THE HOSPITAL M:’x[!"l BILL - ORIGINAL

CETAILED BILL O TRE NOM-ADRISSIELLE AMOUNTS OOLLECTED FROM THE PATIENT

RECEIFT FCR THE AMOUNT COLLEC ”"'0 FRCH THE PATIENT

RECEIPT FGR THE CC-PAY bOLLELTED FROM THE PATIERT

COPY CF THE PRE-AUTH DENIED LE'I'HE:F:. W ANY, FOR CASIHLESS DEMIED

CONFIRMATICN FROM THE HOSPITAL F{D‘R NON-UTILISATION OF CASHLESS FACILITY, IF CASHLESS SANCTIONED

PRESCRIPTIONS FOR MEDICINES PURC:HASED DURING HOSPITALISATION

PIRARMACY BILLS IN QRIGINAL FOR MEDICINES FURCHASEDR QURING HOSFITALISATION

LIST OF 21T SUBRITIED WITH Tl /‘\hﬁDl}NT VHDER TACH BILL

DOTUMENTS FOR NATICNAL El.ECTRC‘-F-_:ElC FUND TRANSFER (MEFT)

a.  NEFT FORMAT GIVING DETAILE OF ‘BANK ACCOUNT CLAIM AMOUNT TO BE TRANSFERRED

| b, ACOPY OF THE PAGE OF BANK PA ‘3 BOOK CONTAINING A/C NUMBER & NAME/ ADDRESS OF A/C HOLDER,

3. A CANCELLED CHECQUE FOR THE ABOVE ACCOUNT IN TO WHICH CLAIM AMOUNT HAS TO BE TRANSFERRED

. gkt W Bt

COVERING LETTER STATING YOUR COMPLETE CURRENT ADDRESS, CONTACT NUMBER AND THE LIST OF
DOCUMENTS ATTACHED i

ANY OTHER DCCUMENT THAT THE TLAIM FROCESSING TEAM/ TFA RE QUESTS

2. F

OR CLAIMING PRE-HOSPITALISATICN EXPENSES

CLAIM FCRM - PART A DULY COMPLETED AND SIGNED

OPD CONSULTATION PAPER, IF ANY — C;RIGINAL

CONSULTATION BILL! CASH RECEIPT, IF ANY

PRESCRIPTION FOR MEDICINES PURCH;ASED PRIOR TO HOSPITALISATION

PHARMACY CASH BILLS FOR MEDICINE.‘;':'» PURCHASED PRIOR TO HOSPITALISATION

INVESTIGATION REFORTS - IN ORIGINAI:. ~ FOR INVESTIGATIONS DONE PRIOR TO ADMISION, IF ANY

CASH BILLS FOR THE INVESTIGATIONS DONE PRIOR TO HOSPITALISATION

JTO |-t jiaio ||

REFERENCE LETTER FOR INVESTIGATION CONDUCTED PRIOR TO HOSPITALISATION

1

Page 1




i [ OOCURENTS FOR NATIONAL ELECTRCHIC FUND TRANSFER INEFT) AS IN ITEM 1 - 7' ABOVE
| COWERING LETIES BTATING TOLR COMPILETE GURREZHT ADORESS, COMTAGT NUMBER & LiaT OF DOCUMENTS
) ATrACHED

(%)

. FOR SLAMMING POST-HOSPITALIGATION EXPENSES

CLAIM FORM - PART & Duly COMPLETED AND SICMED

CrE COMBILTAVION FAPER, IF allY - CRIG AL

CONELLTATION BiLU CaSH RECEIPT, IF ANY

PRESCRIFTION FOR MEDICIMER SURTHACTD - SOSTIIG03RBE

FHARMAECY BILLI FOR MEQICHNES FURTHASED - POET-CISTHARGE

INVESTIGATICGN REPCARTE « IN ORIGINAL - FOR IWESTWGATIONS DONE - PCST-DISCHARGE, 'F ANY

WS BILLS £OR THE ESTIGATIONS DOME - FOST-DISCHARGE

Tjal-]ojalo ol

REFERENCE LETTER FUR INVESTIGATION CONDUCTED - POST-DISCHARGE

DOCLIAENTS FOGR HATIOMAL ELSCTRONIC TUND TEANSFER (MEFTY AS INITEM 1 - ‘Z' ABOVE

—

COVERING LETTER STATING YOUR COMPLETE CURRENT ADDRESS, CONTACT NUMBER AND THE LIST OF
DUCLIMENTS ATTACHED .

t

FOR HUBPITALS CLAIING CASHLESS HUBPIALISAT.ON EXPENSES APPROVED

CLAIM FORM - PART A DLLY COMFELETED BY THE INGURED ON THE PRESCRIBED FORMAT - ORIGINAL

CLAI FORN - FART & DULY COMPLETED ARG SIGNED BY THE HOSPITAL AUTHORITIES - ORIGINAL

ADMESSICH NOTES ~ SERTVIFIED COPY

T (0 CARD - XERQY £0PY

ANY OTHERID PROOF LIKE WOTER v CU FASSPORT ETC - COPY

ADDRESS PROOF - COFY

Dinmio]ojolr

FAT-AUTHORISATION RECUEST IN DRIGHNAL DULY SIZNED Y THE WNSURED ANG THE HOSMTAL

I

PRZ-AUTHOSISATION APFROVAL LE'?TEF_:I COPY

REFERRAMLETTER, IF ANY, TO HQSPITAL - CERTIFIED COPY

[ .

CETANLED DISTHARGE SUMMARY - O'r'-.lr:-‘-{!\’»‘-.l-

DEATH SUMMARY ANSTEAD OF Discharge Summary) IN CASE THE PATIENT HAS PASSED AWAY DURING
HOSPITALISATION - ORIGINAL

INVESTIGATION REFORTS - 1M ORICINAL - FOR INVESTISATIONS DONE DURING HOSPITALISATION

HISTORPATHOLOGY REPORT. IF AMY, 1R CRIGINAL

Z|IZ|r

CERTIFIED COPY OF OFERATICH THEAT';?E (O NOTES -YHAERE SURGERY IS PERFORMED

MLC REPORT! FIR FOR ACCIDENT CASES - CERTIFIED COPY

STICHER FOR THE IMPLAMTS USED - OR:GINAL

SUFPEPORTING INVOICZ FOR THE iMPLANTS USED - CERTIFIED COFY

A2 0O

HIZSFITAL MadM SILL - ORIGINAL

[42)

BREAK-Ui® BILL FOR THE HOSPITAL M.ﬁ.'-l‘:l 3L - ORIGINAL

CETAILED BILL FGR THE NON-ACMISSIBLE AMOUNTS COLLECTED FRGM THE PATIENT

RECEIPT FOR THE AMOUNT COLLECTEL‘.;- FRCM THE PATIENT FOR THE NON-ADMISSIBLE AMOUNTS

RECEIPT FOR THE CO-PAY COLLECTED :FROM THE PATIENT

PRESCRIPTIONS FOR MEDICINES PURCHASED DURING HOSPITALISATION

PHARMACY BILLS IN ORIGINAL FOR MEE:IICINES PURCHASED DURING HOSPITALISATION

LIST OF BILLS SUBMITTED WITH THE AM:OUNT UNDER EACH BILL

Ml<IxIsl<]|a

ANY OTHER DOCUMENT THAT THE CLAI;M PROCESSING TEAM! TPA REQUESTS

NOTE: (1} YOU SHOULD SUBMIT THE ABOVE DOCUMEI&ITS ALONG WITH A COVERING LETTER {2} IF YOU ARE SUBMITTING PRE &/OR POST-

HOSPITALISATION CLAIMS SEPARATELY YOU SHOULD SU;.?.MIT THE CLAIM FORM DULY COMPLETED (3} ALSO SUBMIT THIS CHECKLIST

1

Page 2




CLAIM FOR#M - FARY &' 1o 'SUALR FORE FOR HEALTH INSURANCE FOLICTES GTHER THAM TRAVEL AND PERSONAL ACCIDENT - PARTA
TO BE. FU.LED BY THE INSURRED {To be Filled in biock letters)
Tha issus af this Fomt s not to bu Laken as an admission of Lablity

DETAILS OF FRIFAARY INSURED:

O S

aComomrst a0 {33 T I l[j["zf..'h,-!l W) ,

awee G EEERNDEROCONDEIRNEHEERMNELOELDEREEENEECDOO

R e n_n_,.“ 0 :SDQDL‘JDDDEDDDDDDDDE}DDDDD
o OOEOO00 O OCOO00OO 0000000000000
I L O TN O T 0 0 T O 1 O A IO 0 O OO R T B [ O T L o [
o SO e DO e T Sa—

DETARS OF W3ILRANCE I TORY: .

a) Cumently coverss Sy pay olher Liadriaim ! Hea lnsuznes: [ (Y [ Mo b](miuf-r.mmuruﬂoi'*hs;nnmﬁ“.:mmrjrﬂ r_ﬂ'—j DE.E:]

pven, gy ramerl U AT reee IGO0 1000000

o

Sum insurea (e} DEJDE]L]E]L_J1'lm_ﬂuumwmﬂnmhlunmw;mlur.;rummrbw' {:]ﬁul e Gl [ﬂ._\*_-] [:].
Dagros: | . __:! ] Prnressty exmmemg oy aery citer Mashelghn friaann isursece . | Yes [ No
L O 0 O O O O

DETARS OF INSURED PLREIN HOGPITALZED: :

LI I RN [ | R L EN Y O IR 1‘_.51: SO A S DA E O EEEEHDO0
b) Gerdec Mals D Fe-nah[__} ) Age yoms DD M—n{_j;_j d} Dyee of Bivn |__1. DL_J DBL_'L_'

EEIEGS GNOUD3SS IREETNT v NGILIZS S

») Rehationship L Pirary imsured: S D SPN!!E] Chid _! Fl'-‘m' D Mather D Other Dthusl Epacity) E ] o
§ Occance sevionf | SiEmgoms [ vomewsend ) smon [ 1 Rowed [ | oer | tleasmsoaan | | g
L L O S | L W I . LJL.IE]* O 90 0 O 0

DoConCoODOLL oS OooLODnDO0N0C00S 000000000
o | 3O TISO0D00000000N00] s DDDUDDDU[JEDDDDDDDDD
s L__FI_,LJL_‘L_I T O T O

amsmearestatonen acniee: - I (TN A WSO OO 000 O D000 00000000

aNOILI3s m

b) Room Category occupsd: Daycers ] Shye ooowpancy [ Twinshadeg 1] 3 of e bds per wwom [}
o) Mospitatzation dus Io: iy O B ) sty ¢ Cate of ety £ Cale Disaass St aatacied Mot [ot(t]  [[E] DY)
womars (5 @E T e (0F W e @E BE v DE D6
0 Winjury give cause:  Soif ivhctent _t Rpmo Tmfe Accidant ] Subgmrne Abuss f Akonst Congermption | § W kedios legai | ] tes ] Ko
DReotedbboke |3 [0 1, MLE Rapon & Polios Flit atscred (] vax [ ha iy v of Moscine: | ] B
DETAILS OF CLAIM: g
8) Dty of the Treatmen! cxpanses riaThea Claben Documenty Submittad - Check List: ﬂ
Vet OO0 s s OOOO000 O s fl
. Post-hosplakzason sxpanses s OO0 » remcrsswas 0 [GITTIS0OT DO Sovw st cominumaton. fany P
¥. Amtudanza Crame=: I I L O 7 - S o { O [ Hespiva Main B8 i
) — 3 #ospitul Breakup BE =
o fast R DDDQ'—'GD 17] Fosoital B Fayment Recaipd #
vii P -hospitaiization panoc: says ] |r—l]l l VB Dest -hospitalizaten pedod:  days E"j'____' ':! Pezstal Sathage 8 a
bl Clalm for B o ey st iostans 0 ve Do ;e proats 4o consrey 7] Phonnacy bl x
€) Jeteity of Lump =xm  coe™ tanalt cpimed; 7} Opermton theamr Hows -
b COOOOOON oo » OOOOO0D O ;
B, Gt Eoman b A OOD00O00  wewees & DO0O0O000 gw;:"w;ﬁmfw% :
«. Ppomosataior s o soran o (W IINII] women (00 m DI o evssorees | !
- - OO00000 5 o :
DETALS OF BRLLS ENLLOCED: 1
SLHo]  &ii Ho. Cate {eauau Oy 1 Tuwalde Amount (R i
1 ol o] wltelz])y Hospal main BE B
3 plp) uluivley V] Pre-nosgintotien By Hes @
3 gi ooy W owsivly . Pact-hagritrzron Shk; [ '3
4 nicl oalwpvy]y Pharmacy 8BS g
5 pjiofl wfnwjrjfy -
[ Dl o] Ml@ty |«
T njialaluwijvy| ,
| al ol uyulriy
| 3 2] Mpnty A i
1, NIRRT i
DETAL OF PRIMARY NSUREYS BANK ACCOUNT: |
oen: OOCICCOO00 000 waemnaine [ OC100 CO000O0000O00 =
Sesraraadanoe; U1 IC]C]CIC30T DDDDD[]DD[]D O0ONO000 0000000000000 3

1 Chacue /DD Payale souat: | _ 1. srscee: 0] OO0O0O000O0O00 000 i

:‘ [MPORTANT: PLEASE TURN OVER)




DECLARATION BY THE INSURED:

1 hernty aeclam et the ntormation firnished in tha clatm formis mus & oorract ¥ C‘ﬁsl ey a.r\.awle: tpo and hale?, i | have mada ar frisa o7 untioe statament. suppression

or cancuslert of prv materisl fact wilh rescect to Foeng anes 1 tn (..|||.1 nemi=pzant shall ke lorfettad, | also consent & authanzs TPA /
Insurisce Tom ook mesriisny mad thon S dooume y ! = <Honor who hes cilzndad on tha porten ogainet whom this claim s mads.
1 haraby detiars Saeny rotudes aa the DISS 1 recslpts far tho p-}mcsa c' s c.a-r-n 5 he L Wil el be making any suoplemaniay clalm axeas! e Siu/past-hospitalization

clake, U any.

"
i

H
r—-]'l_ll DEDE Plaou:i i Skinaucre ol the Insured |

GUINANCE 7yt FILLI'SS GL AN FORM - BART & (3o be Mted in by the Inwrsd)
CATA SLERENY T ESCapTiCN 1 j ECRUMT

|SECHIEIN A - |,E'r.MLs [F PRIMABPY INSURED -
As eligti=c by e Insurance Company
£5 wliottod By v orogsnizotion

“Licence nunber as aflcttad by IRDA and printed
i 79 dotonanis,

¢}  Cempany TPA i No.

Sumira. First ness, Middle nams
1duas Sooe, City ana P coaa

d)  lipme
®}  hooioer

8} Cumsntey coverad by anv other Madidaim / Heallh T.cX Yoz of Mo ,

Insurancs 7 !‘

b}  Dat= of comengncoinient of fray ineyeance withoUt brewd 1( Lisa dd-mniysLormal

6] Carpsay Npme ﬂi gzniar g Tl Aaee Af Hie raurAnce SompRny *lame nf the crpanization in
Foncy Na. ’ Lrter lha policy number 3 alcited bry tha !nsurance Company
Seirgrund tntar i 613l sy incured ne per the policy In Agiaer

¢} Fave vtu tesn Hespitutized m the last fuur veamn since tagies 1y wiother foznitaiized ' e st four yoors Thi YeacorNa
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GUIDANCE FOR FILLING CLA FORM - FART i (To be fitled in by the hospltaf)
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by Haeninalll Coizr 12 Asanvcsiad oy e TFA
¢} Tyreaftlospia tadienta fizhlna dghicption

€}  HNams el bsatag docot ting dantay Nama of doetor in bl
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SECTION T - CLAM DOCUMENTS SUBMITTED-CHECK LIST

Indicala which supperting documents are submitted

SECTIONE :- CETAILS IM ZASE OF NON NETWORK HOSPITAL

8)  Address Enter the ful postat address tctuds Streat, City and Pin Code

b)  Phona No. Emer;ma phana number of hospitat Inctude STD code with telephone number

9  Regstration No. with Stals Code ﬁ“;"ég‘éﬁ:g‘:{‘,ﬁmﬂ? Hospital obialned from Yocal body| . .n 16 ny the City Corporation / Municipaiy
d}  Hospial PAN Enter the permanent acoount number As afiocatod by the Incame Tax Department

o) Number of Inpatien: beds En'ec;the number of Inpatian beds Dights i

f)  Faciktes avatable in the hospital mdk;}gg facilites avalable in the hospital Tick the right optien. If athers, plaase specify

SECTION F - DECLARATION BY THE HOSPITAL

Read daclaration carefully and mention da'e {in dd:mm:yy format), place (c:pon taxt) and sign. and stamp
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ELECTRONIC CLEARINMG SERVICE {CREDIT CLEARING) MANDATE FORM

1 (A) CARDHOLDER'S NAME

[T NG TN N NS N N A T A T A N
(8} ADDRESS .
1 i '; i
i i i
-{ i | ] 1
{03 TELEFHONE / MOBILE No:
1 1 L R | T 1 I |
(5} T-AILIL 1D
I T T T T T T T
2. TR '
AN I e e

3. BARTICULARS GF SANK AZCOUNT
A, RANK NANE

1T 1 T A I O A

B, BRAMCH NAME
T T = | Attt §

RN

L

N I I A

. ANDRESS

L O R ettt ety S
‘
X

B L

ANK & BRANCH APP

ON THE MICR CHEQUE i35UED

I T |

EARING
l |

BY THE BANK

L

ACCOUNT TYPE (SAVINGS ACCOUNT/ CURRENT ACCOUNT)
T

b i i

I

I

F. ACCOUNT MUMBER (AS APPEARING ON TH

E CHEQUE BOOK)

U D N T A T IR MO A U A T A
G. BAMK ACCOUNT HOLDER NANIE

- - T T T T | (|

R A U A U Y T T AN AN A N IR

DATE OF EFFECT:

B O

4.‘_

L

INFCRMATION FOR PAYMENT THROUGH RTGS OR NEFT

5. 1FSC CODE (INDIAN FINANCIAL SYSTEM CODE)

L ] ] l ] ]

L [

6.

NEFT CODE [NATIONAL ELECTRONIC FUNDS TRANSFER CODE)

L1 I A B

l I

l L i ]

By submission of the above, | authorise MYs Vidal Hezlth TPA Private Ltd (formerly known as TTK Healthcare TPA Pvi
Ltd} / the Insurance Company 10 settie the ciaim under reference through direct payment by ECS. | hereby declare &
confirm that the particulars given above are correct and complete. | agree that i shall not hold the TPA/ Insurance
Company responsibte for delay or non-receipt of payment for any reason whatsoever after issue of instructions for

transfer of payment by Insurer/ TPA based;on the abave.
t

Date:
Place:

Signature of the Insured




Values that bind Insurance

Afj 7" iL’-J-h';ii'"-. _3'“-‘.5%\65{'-/,1 @&REL!GARE ] Hea’!‘?h

Austhorization jutter

To, Date : 07an/2019
QRG HEALTH CITY (55265881) j . ALNo: 80238780-00
SLOT MO-1 SECTOP-SAMBEDKAR MARG, L o Admission Date : 02452019
Faridabad - A \k AN P

Faridabart i . = \ - /

121002 ~ »,rw } C)" //

y f;
In referenca 1o the Pra.authorization Request submitted by y:u(':' wa hereby autharize and guarantee payment up to Rs. 90000.00 The

authorization detwils are as under:

[Frember 0 B2204256 | Clired Arnount 106200.00
Class of frocummndation  Single Additioral Sanction 0 s
 UnpPaid Prendum T 000 Inisial Authorized Limit /| 7800000
Patient Mama MEERU MAHESHWAR Total Sanctionad Anount / 90000.00
Notes o tha hosoital i[ '
S
()] KYC documents ie. idantity ProofAddress Froof and Latest photo of the propaser to be sent if bill estimath,js more thah Rs.
1.0 Lakh, -
2) If the hogsital bil is estirmaiad o he higher than the guarares of payment, the additional amount would aeed to be sanctioned
by RHICL

3 In absence of such additional guarantee, the iaospital must coliect the excess amount directly from the insured at the time of
adimission or privr Lo discharge.

4)  The hosprtai bii summary and the detailed nnal bill will have to be authentcated with the insured's signature, This along with the
ariginal discharge summary and investigation reports will have to be submitted to the cormpany.

%) Please collect an undertaking from the insured/patient for submitting his’her docurments to RHICL in original,

6)  Charges for the following rmiscellanzous services must be coliected directly from the patient :

2) Registration charges c" Charges far 1w, Laundry, Telephare, Fax etc
b) Attendant / Visitor charges h) Food and Beverage for attendancelvisitors
€) Ambulance charges unless authorized ) i) Toiletries

d) Nursing charges not authorized . §) Medicines not related to treatment

e) Servce charges k) Stationary and other charges

f) Charges for extra bed

Rermarks  APPROVED AS PER AGPEED HUSPITAL TARIFF FOR HOSPITALISATION FCF SURGICAL MALAGEMENT, KINDLY
EROVIDE 1D PROOF AND ADRRESS PROOF, AND RECENT PHOTOGRAPH QF PROPOSER FLAT INQ, D26 GF SECTOR 88
WWW

For Religare Heaith Insurance Company Ltd

ol
\ata
Authorized Sigratory

i
_ _ !
\ﬂ] www.re!ng:.rehea?thlnsurunce.con‘e

Rellg“.re Health insurance Company lelte(!
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o, Health
Al Haath Hanmesha caz?B GARE I Insurance

Valuas 1hat bind

MNota:
« This authonzation is valid for admission within 15 days from the date of issue or expiry / carcellation of the policy whichever is earfier.

» The authcrization will not be valid if the patern is discheryled before the date of issue of this letter,

o Co payment amourt will be collected from insued.

» Claim Settlement wili be as per agreed tardf strucmure betveen RHICL & the hospial

+ This is an initial approval and stands canced where Misinterpretation of Facts is noticed

All payment to hospital will be subject 10 deduction of tax a7 source as per prevaiing govemiment rates excepl where NiLow TOS certificates have

been provided
Please note that hospitatization for Treatrent of follcwing conditions is not payable:

)] Investigation and Evaluation, Infertility, STD. Seff-inflicted Injury. conditions caused by use of akcohol/tobaccofintoxicating drugs
and cthers conditions as per policy terms.

i) Religare Health Insurance Company will not be liabie in the event of any discrepancy between the facts presented at the time
of adrmission & at time of final discharge docurnantation,

U www.religarehealthinsurance.com

Rengarc Health Insurance Company letted
Fogd O S Pone 1908 A0A Re. Mo 148

O Las 000 UA M0 161505

.':5"- = e Tech S Dol Bl <3, G ez 122007 (Hae cang)
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Fom — owellng | XN e~

g) Relevant cliwcal {indirgs: , K - 7

h) Duration of the present afment :

i} Date of first consulianion @ I-L_T_] n’L j___]f l|€;'H:—_J (DDA YY YY)

if) Past history of present alment i -myA
oo FrAA - & rrw Ko *rra—m
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i} Route of drug adminisiration :
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L) agr'ee w0 aﬂow the hospital io subrit all original documents peraining 1o hosoitalization to the Insurer/TPA after the discharge. | agree 1o sign on the Finai B 4

ﬁ- I&i”'vn”i‘-w-’,&_ -:Not to be‘Fax d'or Scanned .

the Discharge Summary, before my discharge.

3]

Payment 1o howpttal is governad by the terms and conditions of the Dolizy In case the Insurer/TPA s net liable to satthe the hospital bil, | undestahe 10 setls the
bill as per the terms and conditions of the palicy. A

Al r.on-memi::sl expenses and expenses not relevam to current hospitalization and ihe amounts over & above the imit authorized by the Insurer/§ Pa nen
overneo Sy the terms and condrions o7 ths policy will e pad by me.

i

4. tharety declace to audu by tnv werms and conditions of the policy and.f at ary time the facts disclosed by me are found o be lse or incorrect Horoi ris, rige

and azrec o mdomnify the Insurer/TPA

3. Iagree and understand that TPA isin g way warramiing the senize of the hospital & that the Insurer/TPA is 1 noway guaranteeing that ihe services

Ly the Fosoitad will be of & sartizular quatity or standard,

hereb, warrant the trith of the forgaing particulars in every respectand L agree that if  have made or shalt make any false or untruc statement sugoresaon o

&
concealment with respac to the claim, my right to dim reimburrement of the said expenses shall be absohtely forfeited.
7 “the hozpial againgt 2l expenses incurred on iny behall, which are net reimbursed by the Insurer i TPA. :

sldol TMAWE sl A T LT T

a) Patentslnsured'sNama,
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[. e hzveno objechion toany authorized TR Irsurance Comear offical ANz aocuments Dertaning i hospanzation.

2. Allvaid onginal docurnents dut,; cauntersigned by the insured | patient as per the checklisi betow will be sent to TPA/Insurance Company vathin 7 days of the
patient's diszharge.

3. Al non-medical expenses, OR expenses not relevant 1o hospitalization or illness, OR expenses disafowed in the Authorization Letter of the TPA/nsursse
Co. QR amsing out of incorrect information in the pre-authonzaton form will be collecied from the panent.

4. Ve agres vt TPAARsurance Company will not be liable to make the payment in the event of any discrepancy betwesan the facis in this form and discharge
sunrnary ar othier dogumenis

5. The patient declwation has been signed by the patient or by his representative in sur presence,
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b, Deiailed Discharge Summary and all Bills from the hospital. 'z :
2. CashMemos from the Hospitals/Chenisis supported by proper prescription.
3. Receipts and Pathological Test Reports from Pathologists, s.pported by note rom the attending Medical Practiioner / Surgeon recominending such
nathological Tests,
4. Surgeon's Ceriificate statngnature of operation performedand Surgeon's Bitand Receipt.
5. Ceriiicales from rending Medical Praciionsr/Surgeon that the patientis fully cured. .
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QORG

I Health City | S I FC
Plotno: 1, Sector 1PNo @ 33-19/223  UHID- ; 100066150 3-4330033° C S MEDICARE
: Mrs. Néeru Maheshwari  DOA  : 07/01/201911:16 ‘

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

Patlont Nam . 725 F]Eﬁmmmnmmummmmmn '

UHID : - s WL N - Déte: %i&f/t/ﬁ Da‘e ‘D\ \13
S.No.| - CHECK LIST 10 be filled by Nursing To be‘ﬁﬂ;;; MRD

TPA BILLING
1. | Relieving slip 3
2. Face sheet

3. . | Inpatient charge sheet :
.| (Cn Discharge - not to be given to-MRD; to ba filed with lelmg)

4, Detaifs of consultant's visit
- 1 (On Discharge - not to be given to MRD; to be liled with Billing}

5 Emergency/OPD sheet

6. | DOR/LAMA form

7. | Discharge/DeathL AMA/DOR summaryt
8 History sheet

9. Doctor's notes
10. Blood sugar record .

11. .| Medication chart/Ventilator flow chart

12, Clinical chart -
13. Vital sign chart

14. Intake output record

15. Consent forms

16. PAC '

17. Pre-operative checklist

18. | Surgical safety checklist
.19, | Intra operative aneasthesia record

20. ' | Angiography check list

21. Cath lab nursing log

22, Adult Cardiac Catheterisation Laboratory
23. .| Operation/delivery notes
- 24. | Alderete form
| Initial nursing assessment form
26. Nursing care plan
27. .| Pain assessment score sheet
28. Nutritiona! assessment and Nutritional care plan
20. | Checklist of patient handover

?\\‘
N
[32]

ST LA s s SRy s [ RE

-30. Nurses notes .

31. | Nurses inter deprtmental shlftlng notes
32. Valuable handover form -~
33 Blood transfusion récord form

34, | Death Certificate/Birth certificate

35. TPA declaration/Transfer slip

36. Pathology/lab reports

37.- | Radiology reports/films

38. ICU observation chart/Coronary care unit char

T Yﬁ‘g-{g‘fgg"ﬁ Yﬁ'ﬂHY”K‘YHHX'??—{X H

Sign of Nurse: Sign’ of MAD:

Employes |D: Employee ID:

Ag‘?\%x)‘-i}})i B

.. QRGMHCIMRD/CKIV27 01/ED2017/V1.0/Rev00 .
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DISCHARGE NOTIFICATION

IP NO ' 33-19/223 UHID . 100066150

patient Name : Neeru Maheshwar{ Age / Sex : 41 Yrs/Female

Address : D26 GF RPS PALMS ,

Nationality : Indian Payer . RELIGARE HEALTH
INSURANCE -Credit

Admission Date : 07/01/2019 11:16 Ward / Bed No : SINGLE WARD ZND FLOOR /
$1259

Discharge Date : 08/01/2019 16:47:00 Consultant . Prabal/Dr De/Dr Sunil

8ill No. : ovigional Bil! Date

Reason for Discharge

Discharge Clearance : The above méntioned Patient can be discharge as/she has cleared ali dues to the hospital .
Discharge By : I(27891)

o

Reports Handover Original Wg__/




NIRRT

Admission Form

IP NO 33-19/223 UHID No. 100066150 Date of Admission 07/01/2019 11:16
Sponsor RELIGARE HEALTH INSURANCE -Credit
Payer RELIGARE HEALTH INSURANCE -Credit Bed Catg: SINGLE
Ward: SINGLE WARD 2ND  Bed No: 51259 Bill Catg: SINGLE
FLOOR
Specialityl  General Surgery Admitting Consultant Or. Prabal Roy -
In case of joint admission:- Admitting Team: Dr. Prabal/Dr De/Dr Sunil
Speciality2 Secondary Consultant
Patient Name Mrs. Neery Maheshwari Age 41 ¥Yrs Sex Female Marital Status :- Married
wiO manish maheshwari Religion: HINDU Nationality indian
Local Address 026 GF RPS PALMS , FARIDABAD, Haryana, INDIA
Q"h No Mobile 9911108738 Email
Permanent Address D26 GF RPS PALMS , FARIDABAD, Haryana, INDIA --
Contact No: 9911108738 KinName MR MANISH
Booking Details ;-
Booking Receipt No Amount
Expect‘.zd Date of Discharge ICD Code - ’Qq - °‘ .
Condition of Discharge (Please Circle)
1.Improved 2.LAMA 3.Transferred 4 Absconded
5.00PR 6.Expired

Provisional diagnosis

r.\Consultant Signatttre

Final diagnosis

Dava upbolicad trevnes .

Name of Procedure

Date:

e/ he above information is correct to my knowledge

Date 07/01/2019 11:16
I

PATIENT

IGUARDIAN

SIGNATURE

Contact No. 9911108738

Printed at:  1/7/2019 11:18:01 AM
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Plot no. 1, Sector -16. Fandabad, Haryana
Tel: 0129 - 4330000 Fax: 0129 - 4330033

-'I - .
L 1 - =

DAILY ACTIVITY RECORD

Primary Consultant: Admission Date/ Time: fidic Discharge Intimation Date/ Time: 51, No: OTHERS
Activity From Dato & Tirf)7]] | | Aethi{ Fo Date & Time Bed No Ambulance Private Nurse Equipments tem Qty.
e ]‘1. 3 o From | Ml Eve[] fOVE 4, Yes[] No[J W o
s Y AR 4 LI it
N Mg :;-t AL ey Pl 5 o D Hﬂi i’l!nnfar Detalls a 1 l !r I-;,.al To Private GDA ALL‘HA Yes [___i NICID .
o '... Date Time FromBed No| To Bed Mo PL Category D |:| C] 0
lu.ll‘l Mor| | Eve Water Bed Yes No
P hy ]J'T‘?.."Jjj Cash D =
Mo My D 100066150 From Room Retainment | Traction Yes[ ] No[]
LYF Sngie w " 070191y Yes No Syringe Yes No
WARD 250 RLoows 25 croat [J | T® O [J | Syringe Pump L] O
WVENTILATOR / EQUIPMENT(C-PAP BIPAP ETC ) Nebtuiization & Steam inhalatons
SURGERY/PROCEDURE DETAILS CONSUMABLES Particulars Covwecied Trme | Discormecied Trme
. Surgery/Procedura with code Surgeon Asst. Surgeon Anoesthatist ltemn Qty.
|
l
i
DIALYSIS & BLOOD BANK SERVICES
| Dialysis with Code Qty Blood id‘rmwn(:ofl? N Unit | Blood Transfusion Arrangement | Unit
[ Vg
| 1 —
Laser used lm;ﬂnnt‘umd Special Equipment i | \
. 1 h - 1 -
Yes [ ] No[] Yes [] No[]| Yes[ Nuq e T ‘] A 1 7 \J
CONSULTANT VISIT DETAILS Mor (Initial with time) | Eve (Initial with time) | Emgegency Vis : | TR vl 1 T i : |.
0 .. ko \l ‘. i = i 1 j L]
Y | - 4
. : o N INVESTIGATION DETALS ? x
- f i ' !
Investigation Name Requmko Irvastgation !q;mg ,K" Reguost No Radiology Services Reguest No
el :
- = :
e WL L' L.. ! j A g % * .
C i f 1: - ! :
| ] \_‘l ki
i k - I
(] i I e
[ ) A /
DIETICIAN VISIT Mor (Initial with time) | Eve (Initial with time) - ‘ ~ —
: ek L
' ~/
-
0 y ' - ST o | ™
PHYSIOTHERAPIST VISIT Mor (Initial with time) | Eve (Initlal with ime) Discharge Status. iNormnl LAMA [7] por[] Expired [ Abscond |_j

Indtials with

Employee ID

O

Assigned Nurso

[

72

Nurso Incharga

WM'“MMHMM,MM,“ the actity card and all reigvant entnes i docor's orders nd Aursag charts have Sien oty refacied © B achly cand

Billing Executive B
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ifling receiving Time

Meadicing Retumed

Ne[]

Yes [ ]

MG KX

Yes |

No[]




R Health City
Pdm‘ 1.5r.-cmr 16, Faridabad, Haryan WEDHLARE
no, 1, 16, Fa ‘ a
' Tol 0129 4330000 Fax 0129 - 4330033 DAILY ACTIVITY RECORD
Primary Censultant. Admission Date/ Tima: Discharge Intimation Date/ Time: 5l. Mo OTHERS
Activity From Data & Time Activity To Date & Time Bed No. Ambulance Privata Murse Equipments Htem Oty
From Mor[ ] Eve [ ] | DVT Yes[ ] No[] o Dl o
Bed Transfer Details ; 7S S z
r ik Private GDA | ALPHA Yes[] No[] " = ( 4 O ks
, Date Tima FromBed No| ToBedNo Pt. Calegory
Patient label HInrD Eve D Water Bed Yes D Hﬂij
Cash L] From Room Retainment | Traction Yes[] No[]
Yes No Syringe Pu Yes No
craticgl || ™ [0 Ne[] |Syringe Pump Yes{] No[]
VENTILATOR [/ EQUIPMENT{C-PAP, BIPAF ETC.) MNebulirascn & Steam Inhalations
SURGERY/PROCEDURE DETAILS CONSUMABLES Particulars Comeced Tima | Dstormectsd Time
SurgeryProcadure with code Surgeon Assi Surgeon Anaesthatist Itarm Qty
DIALYSIS & BLOOD BANK SERVICES
Dialysis with Code Qty Blood service with Code Unit | Blood Transhusion Arrangement | Und
Laser used Implant used Special Equipment
Yos [} No[] Yes[] No[ ]| Yes[] No[]
CONSULTANT VISIT DETAILS Mor (Inital with tima) | Eve (Inilial with time) | Emasrgoncy Viet
|
e 7 STIGATION DETAILS =
INVESTI
P Q.o T\ M I
m' \SE" U Investigation Name Request No investigation Name Request No Radwlogy Services Reguest No
j (0 C_; el
p (D¢ flind—y . . e
— [ { l* - . 1}\_"' M '\i"' ir jl Fy J =
R, A M 1, ¢ Lotls
- i 4 Y ¥ -
I r] LI =
=
o) A, ¢Co |
DIETICIAN VISIT Mor (Initial with time) | Eve (Initial with time) b
|
PHYSIOTHERAPIST VISIT Mor (Initial with time) | Eve (Inltial with tima) Discharge Status Normal[ ] LAMA [] por[] Expired [ Abscond|_]
Certfied thal | have personaly checkid e doctor's orders, nursing charl and the acivity card and ail relevant enlries, in doclors orders and nursing char hawe Deen Iy efiecins @ s Aty cars
Madicine Retumad Mormang Kt
Initials with L) ==& : ] e ’
Employse ID Asanigned Nurse Nurse hcharge Billing Executive Bifling rocetving Time Yos | | Nol | Yl | Mol | t
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MEDICARE

" Health City

(\)RG Q12027107

Date : 31/12/2018 UHID : 100066150

Patient Name : Mrs. Neeru Maheshwari Age / Sex : 41 Yrs/Female

Address : D26 GF RPS P.ALMS Mobile No : 9911108738

Pav;!f : Oash Paying Referred By :  Prabal/Or De/Dr Sunil
Room No : Consultant . Dr. Prab4l/Dr De/Dr Sunil
Department Name : General Surgery Print Date ¢ 31/12/2018 15:20 PM
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.- Health City DISCHARGE SUMMARY

: 100066150 IP No. 1 33-19/223

Name of . 1 Mrs. Neeru Maheshwari Age/Gender 41 Yrs/Female

patient

c/io : manish maheshwari Consultant : Dr. Prabal/Dr De/Dr Sunil

Bed No : 81259 Bed Category : SINGLE

Admission :07/01/2019 1116 AM Discharge date : 08/01/2019

date/time

Company 1 RELIGARE HEALTH INSURANCE -Credit MLC /Nen : Non MLLC

name MLC

Sponser ; RELIGARE HEALTH INSURANCE -Credit
DEPARTMENT OF BARIATRIC & MINIMAL INVASIVE SURGERY

DIAGNOSIS

-@R_AUMBILICAL’ HERNIA
- -

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

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

GENERAL PHYSICAL EXAMINATION

Conscious alert and well oriented in time , place and person.
No icterus ,cyanosis ,clubbing, pallor or lymphadenopathy.
BP - 120/80, Temp - Afehrile, PR —80/min ,RR- 22/min.

SYSTEMIC EXAMINATION

Abdomen - P/A- soft, swelling present over para-umbilical region, cough impulse positive, BS (+)
—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.

d By: 28192 Page 1 of 3

QRG Medicare Ltd.

Piot No. 1, Sector -16, Faridabad - 121002, Haryana, Ph.: 0129-4330000, Toll Free: 18001802210, Website: www.qrgmedicare.com
Regd. Office: 904, 9" Floor, Surya Kiran Building, K G Marg. Connaught Place, Mew Dethi - 110001, INDIA, CIN: U74999DL2010PLC205776



Health City DISCHARGE SUMMARY Ll
UHID No. : 100066150 IP No. 033191223
Name of : Mrs. Neeru Maheshwarl Age/Gender 41 Yrs/Female
patient
cio : manish maheshwari Consultant : Dr. Prabal/Dr De/Dr Sunil
Bed No 151259 Bed Category : SINGLE
Admission :07/01/2019 11:16 AM Discharge date : 08/01/2019
dateltime
Company : RELIGARE HEALTH INSURANCE -Credit MLC / Non : Non MLC
name MLC
Sponser : RELIGARE HEALTH INSURANCE -Credit

QNDITION AT DISCHARGE: Vitals stable, afebrile, Tolerating orally

DISCHARGE ADVICE:

Tah. Nexpro (Esomeperazole) 40mg 1 tab once daily (before breakfast) for 5 days.

Tab. Uitracet {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

‘¢"™JEN & HOW TO OBTAIN URGENT CARE:

In"case of severe pain, discharge & bleeding from wound (éurgical site) or fever.

In case of any medical emergency come to QRG Hgalth City, Plot No. 1, Sec-16, Faridabad or
may call at 0129-4330000

NEXT APPOINTMENT:

REVIEW IN SURGERY OPD ROOM NO 1063/1061 ON 14/01/2019 (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).

d By: 28192 Page 2 of 3

QRG Medicare Ltd.

Plot No. 1, Sector -16, Faridabad - 121002, Haryana, Ph.: 0129-4330000, To!l Free: 18001802210, Website: www.qrgmedicare.com
Regd. Office: 904, 9" Floor, Surya Kiran Building, K G Marg, Connaught Place, New Delhi - 110001, INDIA. CIN: U74993DL2050PLC205776




AT bet” A

T Health City DISCHARGE SUMMARY
A No. 400066150 iP No. HCE S
Mames of : Mrs. Neeru Maheshwari Age/Gender a1y -
roatipry
e} : manish maheshwari Consuftant
26 Yo 151259 Bed Category - »in,
Loeringion CO70U2019 1116 AM Discharge datn
“trag
REFERLY { RELIGARE HEALTH INSURANCE -Credit MLC /Non ECLI
. MLC
RASEEY P RELIGARE HEALTH INSURANCE -Credit

& a3t fiospital care instruction set forth above have been explained i+,

++a&nd the importance of following them as specified.

siecaved all the copiesforiginal documents.

Dr. Prabal Roy
Director

roy

itatinic & Minimally Invasive Surgery
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WONG - BAKER Facial Grimace Scale . @ @ @ @ .

Verbal Description Scale ¥

L~ Mo Pain MidPain  Modarate Severn Very Severe  Worsl Possible
}
L

CHIEF COMPLAINTS WIiTH DURATION :

q" Qa:% J‘F ?OVA uw\o\:c..n-& 25-82&»_.'-
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HISTORY OF_ PRESENT ILLNESS : f um&jc‘ N / _u“::

. A ._?Nc-a’"""“k("
M '

/W/“ s Ao H/o DuT,. | HTN.
QHISTORY QF PAST |LLNE$S : 'Type o , Year & Month Result -
Surgery
Trauma/Medicat /I )
Drug/Food Allergy
Others /
CURENT MEDICATION : ) ‘
Dose Since (Year / Month) - Any Remark

NAME of Drug / Therapy




PERSONAL HISTORY : - FREQUENCY WITH DURATION

Marital Status Tobacco (Smoking/Chewing

Physical Activity Alcohol

Veg / Non-Veg

Known Allergies _ et Kingeon-

FAMILY HISTORY : ) . . :
Age L/ID DM " HT  Asthma IHD Malignancy Cause of Death

[
L]
[

L/D : L (Living) D (Dead} - @.

Father
Mother
Siblings
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REVIEW OF SYMPTOMS : Specify Symptoms with Duration

1, Geﬁeral / Constitutional Symptom
(Fever, Weight loss, Loss of Appetite, Body ache)

2. Cardiovascular Symptoms

-7

3. - Respiratory Symptoms .. I B ‘ 4

4.  Gastrointestinal Symptoms g T . B )
5. Genito Urinary Symptoms

6. Neurological Symptoms

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




PHYSICAL EXAMINATION :

Height , z cm BP. !10/70 mm/hg
Weight , kg " Pulse 86 /min. Regular/irregular
Resp. Rate min SPO2 28 Lo  our
GENERAL PHYSICAL EXAM : Palior Absent [ ] Present [_]
leterus Absent [] Present [ | ,
Lymph nodes Absent [ ] Present [ | L T,
Pedal Edema Absent [ ] Present [ ] /
@: JVP Normai
SKIN : Normal
RESPIRATORY : Inspection. . - Normal - p_
Auscultation Normal
Added Sound Nil : j :
CARDIOVASCULAR SYSTEM : S1, 82 Normal
$3, 54 Absent [ Present [ ] /
Murmurs/Rub Absent [ ] Present [] //HM
GASTROINTESTINAL SYSTEM : Inspection Normal
@ Liver Palpable [ ] Non-Palpable [_]
Spleen Palpable [ Non-Palpable [ ] /
Kidney Palpable D Non-PalpabIe‘D [ NaD
Auscultatton Bowel Sound _ o /
NEUROLOGICAL EXAM. : HMF Normal i
~ Cranial Nerves Normal [ :
No Neurological Focal Deficit _] Hoh
GYNAE EXAMINATION. :  Breast r
- P /[
PS / ~aP
- PV Z
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BLOOD SUGAR RECORD N
Patient Name .. W‘Q") S NNYA L Y\[}/\\’) e5\aumioa s . Age . (p-LlTY\Sex ..............

Diagnosis ............ G\){\z/’ ....... NOE ’fOb [Cy,([d(”mf?} Doctor Incharge ......... 7. W ‘1 ............. ,

- Tel:-0129 - 4330000

Date Time Blood Sugar - Hypoglycemla Agents Slgnatyre | Remarks
| M Gamaldl  — PoriS,
o Ay Gomatal =
1 r M (} L™ y - j/ l - ‘

N\
\
A\

QRG/HCAPD/Frmi20.16/ED2017/V1.0/Rev0) . \




Date Time Blood Sugar

Hypoglycemia Agents

Signature
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Troating Team: Treating Team: Treating Toam:
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STAT MEDICATIONS
Date & Time Name of thé Drugs Dose Route | Name & Sign of Doctors Name & Sign of Nurse Date & Time Name of the Drugs Dose Route Dilution | Flow Rate | Name & Sign of Doctors | Name & Sign of Nurse
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HIGH RISK MEDICATION ADMINISTRATION AND MONITORING

Flow Administ
Date Name of the Drugs Dose | Route | Frequency| pate | Time rated By Verified By | Temp RR BP Pulse |Any ADRy] Temp RR BP Pulse |Any ADR|] Temp RR BP Pulse |Any ADR
[ |
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Ve Fooers aheshwan  DOA - 07/01/2019 11116
41 Y/F SINGLE WARD 2ND FLOOR/S1259
Dr. Prabal Roy

Manmooonang

UHID : 100066150
DOA : 07/01/2019 11:46

IPNo  : 33-19/223
3. Mrs. Neeru Maheshwari

-

. MEDICARE

W 2
Day of Hospitlisationj,\\\\DL 8, ! I 4 \@a .
Temperature | AM' | PM | AM | PM | AaM | PM | aM | PM | AM [ PM
C F |2|e{1d2|6{10/2|6|10[2l6|10]2|6([t0]2]|6[10|2 6 |10{2|6 10|26 [10[2{6 0
41.1° | 106° —
~x40.5° | 105° i
By | 040
/
39.4° | 10%°
38.8° | 102°
38.3° | 101°
37.7° | 100°
37.2° | 99° i
37 | saplt T Ml L
36.6° | 98°
36.1° | 97°
3617 | 98
Pulse Rate 1 N
Respiration ° 172{ V¢ oo
Blood Pressure ellet ™ g
N | /)@/ Vs
By 20 [
Pain Score el b
Urine /&4 u\/
| Bowels Finlg| |H
Diet _Afe apbdi et
Blood Transfusion|
Total Intake locomi_-
-~ | Total Output 2 o A dpwal>
.Antibiotics \ni S\_\VQAM
- i DY ]
Allergy Mo Kuady,
Miscellaneous | -

QRG/HCHPD/Frn/20.11/ED2017/V1.0/RavD0
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VITAL SIGN CHART

Patient Name NDA - WLL\\I_\_ML\CJL’\W; : Age }_lu;\!\Sex (2, Date O | UL
ward 'QLW\\ %’l‘/\\ UHID No. -65 S Bed No. ] L(j
Date - Time Pulse | BP Resp. Rate SPO, Temp ' Signature

o IL

N\
N

QRG/HCNPDIFrm/20.1 7}ED201 TIV1.0/Rev00
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Date Time Pulse- - BP Resp. Rate SPO, Temp Signature
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INTAKE AND OUTPUT RECORD

Patient Name W) . t\j\uaq wheghu)""‘i Age J-{,L\H\» Sex Y/ pate OY I @ .
= Intravenous Infusions Oral '
§ Volume Volume | Volume |Volume) Type Urine Vomit Drainage ~ Aspirate Others
Started |Remaining| Infused : : -

B AM P 2o BE

@ g . : ) P
10 | Fqgigdpaett ntg oo || “
11 ' ! A Tl 4
12N
1PM
2
3
4
5
6
7
g8 [

.
10
1
1Z2MN
1AM
2
3
4
5
6
7
Total
Total INTAKE in 24 Hours Total OUTPUT in 24 Hours

' BALANCE

QRG/HCAPDIFrm/20.03/ED2017/V1.0/Rev0D Nurse Signatyre

m\n\ -
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Plot}zo. 1-. Sector -16, Fandabad, Haryana ‘ IPNo  : 33-19/223 UHID : 100066150 i
Tel: 0129 - 4330000 Fax: 0129 - 4330033 ' 3. M. Neesu Mahestwar ....DEAM:.T?iffw 11:16 g’ _'
~ Patient Name W) . Ne vy W\!\MM\ Age Lq_)? Sex P Dale Dé |} l”)
B Intravenous Infusions ' Oral
2 [ Volume Volume | Volume |Volume| Type Urine Vomit Drainage | Aspirate Others
Started |[Remaining] Infused :
8 AM
9 -
10 ’ |
11
12N
1P DNS [TV Roovd "
2T S
sV tvPlRL  jopaml
¢ 1D Vel ¢ eom)
i () (o) supacef | fony |
6 .
8 | %,A Yo
9 > o D\P'f
10 - e U
1 | Ohdhpaed (o] | {[Soow
12MN vy !
1 AM
2
3
4
5
6 | 10t oMaafu  lwow P
7 I e 1|
Total \
Total INTAKE in 24 Hours \\ 0\ $O™ | || Total OUTPUT in 24 Hours Saeo \ 4 Sig
‘ BALANCE |

QRG/HC/IPD/Frmi20.03/ED2017/V1.0/Rev00 | . - . : Nurse Signature
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GENERAL CONSENT

| 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 & lmmunization by’
doctors or healthcare providers, as may be considered necessary during my/ my patient's hospital stay. |
understand that | retain the right to refuse any particular examination, tests, procedures treatment therapy or
medication recommended or deemed medically necessary by treatlng doctors.

| understand that the practice of medicineis notan exact science and that no guarantees have been made tome

- asto the results of my evaluation and/ or treatment. | understand that | have the right to discuss treatment details

along with the risks, benefits, alternatives and undertake to do s0; | am given to understand that the onus of
this shalirestwith me. .

| underétand that the confidentiality of all medical records shall be pirotected to the fullest extent of the faw. | also

.consent to the use of my medical information for research purpose or forinsurance purpose.

| understand that the estimate of the treatment given to me is approximate and depending on rhy / patient's

- condition /course of illness there may be a significant variation in the medical cost. | agree that the running bill of

the hospital will be settled within the specified period of time during the stay at the hospital. | undertake to pay

the amount due to the hospital, prior to discharge of the patient. incase, we change to higher category ofbed, we

agree to pay the requisite room charges, surgical and other ailied charges, as applicable to hlgher category for
the entire stay. .

| also consent the use of my / my patient's medical information, tissue samples or body fluids (specimens) for
insurance cover. | also understand that the Hospital also has the authonty to dispose off the specimens taken for
Iaboratory / pathology examination

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

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

All disputes shall be under exclusive jurisdiction of Delhi Courts.

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

Authorisation by next of kin

The patlent is unable to give copsen ause
! ﬁh@)ﬁ

prrereenrnrnnenneeen e T T e, (name/relationship with the patient), therefore,
give consent for the patient, | acknowledge that | 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. :

Sighature of Pati

R
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[ a1 YjF SINGLE WARD 2 ' NDFLOORS1259 —— 4

. ,t. ( . : ! Dr. Prabal Roy o,
. h\Q R G _ (BRI ORI ERSEI

- Health Clty . ’ . PhNo : 3319/223  UHID : 100065150 i
. ’ i DOA : 07/01/2019 11:16 M
Plol no. 1 Sector -16, Faridabad, Haryana o . pirs. Neery Maheshwari "

Tel: 0129 - 4330000 Fax: 0129 - 4330033 . . | . MY SEINGLE WARD 2MD FLOOR/S51259 .

[ Name: J“\M Nee%u Na?«aﬁ@w

Age; - Yrs: Gender:  Male - Eemale UHID No.:
: arrgm,r KL fer - gew =t | ééfGO
Y. :
' anterpreter Services: - Yes e Consultant :
[ ,, Q'BEFIlLED BY THE/PATIENT OR.THE:DOCT/)R TO-DOCUMENT:IN: PATIENT'S OWN WORDS SR

I/my patient _&w&m‘pave been scheduled for surgerylprocedure -IQOM
undef Dr. 5’ 40 by o Q@% : '

"1 understand that anesthesia service are needed so that my doctor can perform the operation.or procedure. -

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

Poerar%g throughout the surgery/procedure and whose goal will be to ensure a safe and comfortable surgeryfprocedure

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

[

ﬂqﬁwﬁﬁmﬁmaﬂmﬁmgmﬁﬁmm/mmﬁmmmwl
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Common Risks Uncommon Risks - Extremely Rare Risks
Bruising at the site of | Infection Drug allergies including severe life threatening reactions
injection / drip Bleedi . - -
eeding Blood clot or air lock in the leg/heart/lungs/brain
Temporary muscle pains| Heart attack '
Nausea & Vomiting ‘Wheezing & diffculty in Burn following use of cautegu !aser
breathing .  Death .
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| understand that these risks apply to all forms of anesthesia, additional risk apply to specific methods. -

| understand the type(s) of anesthesia checked below will be used for my surgerylprocedure accordlng to my doctors '
preference, as well as my own desire.

I has been explamed to me that sometimes an anesthesia technique which mvolve the use of local anesthencs with or
without sedation, may not succeed completely and therefore g another technique may have to be used mcludmg general
anesthesia.
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Compiications i understand that these complications have been listed and explained to me to help me make an L
informed-decision, and that the possibility of a major complication is remote.- : ' '

AT - ﬁm@mg%ﬁmm%mmmﬁﬁﬁm%@ﬁ%ﬁamﬁmﬂ
TE & w0 T R @ e age &

. : Total unconscious state, possible placemenl of a tube . )
_ . Exoected result into the windpipe. oo ' 1
_ General anaesthesia ; ‘ "

Drug injected into the blood stream, breathed into the . 4
lungs or by other routes. ' ’

Technique

Mouth or throat pain, hoarseness, injury to:mouth or teeth
Risks awareness under anaesthesia, injury to blood vessels
aspiration, pneumonia, vomiting

Temporary descreased or loss of feelmg and/or

. '
’J-—A‘A—hk

V Spinal or epidural or - : o
|:| combined gpinal epidural / Expected Resull | movement to lower part of the body (unitateral / bllatera|) -
Labour epidural” Drug injected through a needle / cathéter placed '1;'
D With sedation Technique either directly into the spinal canal or immediately {
outside the spinal canal.

at

. ' Headache, backache, buzzing in the ears, convulsioh,
D Without sedation Risks infection, persistent weakness, numbness, residual pain,
injury to blood vessels, “lotal spinal”, failed spinal, arrhythmia.

Temporary loss of feeling and / or movment to :

I___l Major / minor nerve block Expected result specific limb or area. o o ‘ -
' Tochnique Drug injected near nerves causing Eoss of sensation L i
D With sedation . N o 1o the area of the operation. ;
~ Infection, convulsions, persistent numbness, residual '

L_—l ) ] Risks pain, injury to blood, vessels, allergic reactions arrhythmia.
Without sedation : : .o .

—




D :Intravenous regional
naestheSIa '

|:| With sedation

D Without sedation

Expected result

Temporary loss of feeling and / or movement of a limb

. . Drug injected into the veins of arm or ieg while using
Technique a tourniquet. .
Infection convulsion, weakness, persistent
numbness, residual pain, injury to blood vessels

Risks

allergic reactions, anaphylaxis, arrhythmia. .

I:I Monitored anaesthesia care
{with sedation)

Expected: result

Reduced anxiety and pain, partial or total loss of féédirig

Technique

Drug injected into the blood stream breathed into the :
iungs or by other routes producing a semi-conscious state.

Risks

An unconscious state, depressed breathing injury to
blood vessels, awareness.

) D Monitored anaesthesia care
{without sedation) .

Expected Result

Measurement of vital signs, availability of anaesthesia
provider for further intervention

Technique

Monitors applied as per guidelines.

Risks

Increased awareness, anxiety and / or discomfort.

D InvasiveVVascular Procedure
(Central Venous Line, Arterial Line}

Expecled resuilt

-Monitering of VP, BP and ABG

Venous access for fluid replacement.

[ ] with sedation.

D Without sedation '

Arterial- Radial/Femoral/Dorsalis Pe‘dié artery is cannulated.

Technique . A
CVP- Internal Jugular/Subclavian/Femoral/Bacillus vein is -
cannulated - ‘ .

Risks Infecticn, Bleeding, Pneumothorax, Injury to vital structure '

in neck, Chest and other site of insertion.
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afem g 78
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INDIVIDUAL RISKS (to be completed by the anesthesiologist completingthis from) _
| understand that according to my medical history and type of surgerylprocedure planned | come under the
following risk stratification for surgery/procedure and anesthesia.
feeTa Sfem: (Creffyareifae g1 98 B 1’1 W) | : :
ﬁMWgﬁﬁﬁmm@mﬁwm/uﬁ%mﬁm/uﬁm@@wﬁma}';
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Risk Category Factors Contributing ngh Risk - . . Possible Adverse EVET_“S oo ! o

7 Daffcult' Airway i Inraoperative bronchospasm =~ = )} !
Stapdard Risk | jpper/ower Respiratpry Infectlon Food particles in windpipe-- .~ . @ o
A 1 &2) Diabetes _ . Preoperative myocardial infarction -

Hypertension o Postoperative mechanical ventilation -
~ Frequent Attacks of Asthma / COPD [Postoperative ionotropic support '

Obesity / Obstructive Sleep Apnea ‘Blood clot in legs / lungs / brain

Thyroid Disorders ' _Blockade of coronary stent .

Anemia ' . “Stroke / brain damage

Taking Blood Thinners - ‘ ICU Stay

Coronay Artery Disease L : Related to blood transfu5|on

Moderate Risk
(ASA 3)

Poor Myocardial Function - : Others
- Heart Valve Abnormalities
' ‘ Heart Rhythm Abnormalities
High Risk Recent Cardiac Bypass / Stenting
(ASA4 & 5) Presence of Blood Clat In Lower anbs
: ' Renal Failure :

Electrolyte Imbalance
.Substance Abuse - L _ 7
Full Stomach o ’ . ' o ' S I
- Massive Bleeding Preoperatively ' ' ' BT !
Emergency Inadequate Time For Medical Workup
.Surgery [ History Not Elicitable '

K Ongoing Heart Attack '
- Collapse During An Interventional Procedure
Smoking :
Others
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' patient Specific Risks other than ticked above:
1) ‘ ‘

2)

3)
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DECLARATION BY PATIENT / GUARDIAN (In case of minors) CLOSE RELATIVE (If patlent is unabIe to make an ’
informed consent) PROXY o K

;| acknowledge that anesthesiofogist has informed me about the anesthesia ptan and lhe aﬂernatwes avalfabfe All .
_my specific querles and concerns about this matter have been addressed.
I acknowledge that | have discussed with the anesthesuologlst about significant risks and comphcations specnf c to '
me / the pat:ent's individual circumstances. :

. consent to the anesthesia service (s) and other eventualitiés dlscussed above and authorize that it be admlnrstered
to me / my ward by anesthesia care team, under the supervision of a consultant / senior consultant in :
anesthesia. | also consent to any alternative from of anesthesia if necessary, as deemed appropriate by the
anesthesna care team. )

’ﬂvﬁ/a&rmmﬁwaﬁW/mﬁﬁmmm@mﬁﬁmaxm
# R 1/ avd € B crelfEiine ¥ 79 TR @ ok wree Rt @ ar § gfa fem )
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FReTm & IR A REr-famed fear 2
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-

Please Tick whichever is Applicable :

In view of the above menﬁoned problems that are sbeciﬁc tome/my Ward,’
I understand that | / my ward is a very high risk case for anesthesia and surgery.
Post operative ventilator and ICU care may be rieeded.

'-_mmmmalmﬁmmu

TR/ R Y o g e T e @ e R, § 5ot s € e 4 /A
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| B A R g, W g, IR B TG I§ WA &1

| certify that | have received complete information and fully understocd the above consent statement, that all of
my questlons have been answered to my satisfaction, that all blanks requiring insertion or completion were
filled in, prior to the time of any signature, and that this consent is given with stable mind, freely, voluntarily *
and without reservation.
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~ To be filled by the patient or the Doctor to document in patient’s own word
, Knowmg the above risk, on my own responsibility, | hereby authorize Dr.. K*

T2 ﬁmﬁwﬁﬁwﬁm/mﬁm@wﬁﬁ@mﬁ%qgawm%‘i

Q\Q:ﬁme W N@Ub( | Name MCAT‘H$L‘; Ha\l\.a_gl/\\fugﬁwe

%ﬁ%%\v\ . Date W‘\i\ %3:,‘;

- DECLARATION BY THE ANESTHESIOLOGIST REGARDING' INFORMATION FOR THIS CONSE&T .

. : 2
'Grngaai'ﬂ'wa%wwﬁmélﬂﬂ-t[ﬁmmmé%M/ﬁﬂaﬁ_ﬁmaﬁm_!ﬁmw_# o

1TV ool lanaesthesna
team and those he may designate as associates or assistants to go ahead on anesthesia and surgerylprocedure atmy
own risk. All pros and cons have been explained and discussed with me. | have read & understood the entlre 7 pages
form. | have asked all the relevant questions pertaining to the form from the anesthesiologist

ﬁ?ﬁ%&ﬂ#ﬂﬁ?ﬁmmmﬁ%@ﬁmﬁﬁrﬂwmwml .

FWR TR T SHRA BT Ty g AT R w, F <o - aﬁar@wm/mg@
ﬁ%ﬁﬁﬁquﬁmwm/uﬁmﬁﬁmmmmmaﬁﬁwﬁ b o/ wiear
ﬁvﬁwmwﬁm@é’rﬁﬁaﬁvﬁm—wmw%lﬁ%mugnq&:aﬂmuaaw%mw ‘

Pahentl Guardian / Close Relative Witness

I/ arfeiraes / w0 Reder A

Relatlonshlp ‘ Relatqonsmp Hd—s‘ “ Relationship ‘

Slgnature!T humb Impresswn Signature/Thu pression - Signature/Thumb Impression
1 .

mm?/srrm &1 frem _ BRIRR /TR W e _ TR /

&1 declare that | have explained the nature of general and / or regional’ anesthes:a 1o be gwen and drscussed the nsks

“hat particularly concern this patient. | 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. | have given the Panent/

~ Guardian an opportunity to ask questions about any of the above matters and raise any other.concerns, which | have

answered as fully as possible. I am of the opinion that the Patient / Substltute Decision maker have understood 1he
above information. - .
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Name of Doctor: A 2 - © .| Signature: v D,. R
~ _ * =0k _19f &2 =

Designation : ' N7 Date : 6@0 :
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Time : - '
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Tel: 0129 - 4330000 Fax: 0129 - 4330033 )
INFORMED CONSENT FORM rq Wﬁr LE] |
Patient Name ... kDA = DR T N\A\\_@hm .......................... UHID @:.GL@_D ...............................

Age’Sex........dA.L. UM L. o WA 1O e ] QoS oo

Authorization for medical treatment/performance of surgical operQEBn(s) andlor dlagnostlc { therapeutic procedure(s)

ﬁmﬁum/mmw/mﬁmﬂ/ﬁmﬁuma?m F‘d

T

Instructions / e _ _':i\‘
_ @1 . The Treating Consultant or hisfher team member is responsible for obtaining the informed con's'ehrh’f\:_
fafras a1 999 & @ wwr gRya ey ara w9 @ fag Rsier &) . ST

T ——

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
adultchild, female adult child, parents, close blood relative, relative, friend, acquaintance., '
afe W) aavw 18 9 I1 3HA Afawg, TART vU ¥ waw Ak yiaa Fofg 3 3 vem @ a1 & 98 qfaa weaft ord
R gEeR a7/ T0f | Pl 9 o= Rufy § swar ufty /S9at ol / aavr der / 3uww 98 / wman / fyan / it
wt—gaelt / Rsar / i / I3 9 gvmEn o |

3. Ifthe medical treatment/performance of surgical operation (s) andfor 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 treatment/operation (s)/diagnostic/therapeutic procedure (s) should be carried out,
stating the reason of patient'slhis or her relative's inability to give consent. Same shall be certified by head of medical
services or any other person nominated by him/her.
afz o @ Rfecae swEaR /v fva] w8 / o1 fee / fafercasg s 9u9 faa @) e & fag ssaqef 2

R 78w et @ I Y weAfa 9 A s 2 o wEe el ff R @ e @ v i @ s 2, v
fRafy 4 a8 sror qar uft 71 9us wadfl weafa 49 f wet AR &, 09 F1 olgg @R A s o
ﬁﬁﬁaaﬁumv/mgmq/maﬁmm%wﬁmmﬁmmm:mwﬁawﬁﬁm‘
wfora fesar g |

_@Consent (Tobe filled by the Treating Consultant or his/her team member)
~ wety (Rifees a1 979 6 B HEw g1 7RI W)

1.1, hereby authorize the performance of the following operation(s), diagnostic / therapeutlc procedures(s), or treatment(s)
{hereinafter referred to as "Procedures")

ﬁﬁmﬁiﬁiam%m ﬁm/ﬁﬁﬂmmmm$ﬁwﬁﬁmaﬁﬁm/mi1
SRR, ST\ = ASRL U 2 e % - W SO < B - RN

2.1 have been explained the nature and purpose of the aforesatd Procedures. | have also been informed and exp!amed about
the following benefits and advantages of the aforesaid Procedures. | understand and acknowledge that no guarantee have
been or can be given regarding the likelihood of success or outcome of the said Procedures.

Emmmwmmmmmwglwmﬁmﬁmmmmmm
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3. 1 have been informed that below mentioned are the common risks and potential complications involved in and
after the above Procedures. | also understand and acknowledge that there may be certain unforeseen
risks/complications in addition to those listed below.
@mam(mmmﬁmm)wmmmmanﬁmﬂwm
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4. | have been informed and explained of the following existing alternatives, treatment and prognosis if the aforesaid
Procedures is/are notdone. -

uﬁewgfﬁmaﬁaﬁm%a’rwﬁqﬁﬂ 72 staat Raet, syaR AR @ P @ g 4 3211317!‘\‘1"1317

fear w2 ) : /

Y

may be selected by him/herto perform any part of the above Procedures & have been informed and l agree thatany of the
aforesaid persons may perform any part of the said Procedures: accordlng to his/ her stage of training and ability.

L: =1 SO sﬂvmmﬁwmm’hﬂ Rt fafcaea wior o @99 fear Tar

2 3 yorw (Fafscadin whio). a%fg-wafaamm/m?ﬁargﬁaﬁ%ramﬁmw%m%m?ﬁ;
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" ~N
6. It has been- explalned to me that during the course of the said Procedures, an unforeseen/emergency condition may be @,-

“revealéd/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 infectton, heart failure, change in blood pressure, anesthetics /
allergic reactions, paralysis etc. may arise necessitating additional medical procedure(s)/treatment(s) in addition to or
different from those listed above. Therefore, | further consent and authorize the rendering of such other medical care and
treatment asthe Treating Consultant or his/her team member reascnably believes necessary.

% aw A whgn far o @ 5 uieR @ hE, s A sefeya /smaaerda Rafa @ & wed @ faa oy v
7 I STt MR (SuwE freh g7 @ sreiran) @ orevd ug wHdh 1 3uS e 9 ardfera wfam s
& WHI, Feu B 7 oo, awray ¥ uRadE, vrefeen / walifs ufrang, awar anfy &) wed @) o Rerfa o
sfaRea fafvcratg Wiilor /svar Suda ot 5 3 sanan) ) s g wad) @ ) gafag ¥ Iuar &7 9@
fafecas o1 99 weathl/wers %, a1 9 fecada ey dk TR &3 o0 7, 99 ama § a9
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7. | also hereby give consent to administration of such drugs or infusions as may be deemed necessary for appropnate
medicaltreatment and management.
ﬁﬁWWwﬁWWM/ME%ﬁMW$WWWﬁmﬁW§WW
fear s wwar 8

8. lconsent donotconsenttothe photographmg 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, | consent to the admittance of -\
qualified observers to the operation room, as may be authorized by QRG Health City Hospital:

#ﬁmum/mm#wmmamﬁmmﬁmmmﬁm
R aafa da/3W /0w Q) afy T el gier # v R dwfe ofyer sy
Fral 3 foe woahy § wryy wrar 2 / g fayr wrar @ ot it Rerfa F W @) veam Muhg & et § e
fafraara Rien 21 W 39 & fog 71 3o, e W) eefied g aftrege g vddas! &) e $R A o
N f agafa /A E)
. 9. lalso understand that use of cautery/ laser etc. has hazards of mechanical / chemical / thermal injuries.
¥ 7 wwew /gush § % fafrcady vidior F yare v3 / dor afy @ woieh /xarafes /anf sfas g veam @)
10.1 understand that while performing Laparoscopic Surgeries, there may occasionally be 2 need of an 'Open’ procedure, in

which an incision is made in the abdomen. This decision may be required for my safety & for successful completion of this
. procedure.Accardingly, | hereby give consentto the above

¥ 75 ezrar / wasrdl § fa Qi /Aaifes aoid o Wi (SR 1% I 3 9vr e W) aitae Wit (erea ety @ ot
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11.1 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. -
¥ T R %ﬂmmwmﬁwmm/ﬁg%wwmww/mm
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12. Otam/ (Jl am not suffering from any known allergies/drug reactions. If allergic please provide details:

13.

14,

15.

&

¥ fre 9rar 77 2@/ el / Rogee w9l woem @ ufwa €/ € afe ol 2 @t g e €y
S Sk SO -
I have been glven anopportunity to ask any questions/queries and to seek second opinion, if desired.

gﬁmﬁmgﬁwwﬁﬁmﬁunﬁﬁmmﬁmﬁwﬂﬁq@mwﬁmwﬁmwml

| also hereby consent to disposal of any diseased/unwanted tissues/other body parts which may be removed dunng the
course of such Procedures. ~. T

ﬂmm/mgmwmﬁwmmm$mm/mm/w3%mm
(ﬁsﬂﬁwﬂvﬁmwﬁ)mﬁmﬁmmmau ~_

I hereby acknowledge that the information given including k. o my past h:storylhospltahzatlon elc. are complete
and true to the best of my knowledge and belief and ng# d
Consultant/his or her team/QRG Heatth City Hospital 1

iated w:th QRG Health City Hospital

Ilablefortheconsequenceswh:chmayanseduetothenOn—u.--‘ R - . |sc|osureofanysuchfacts

#@maﬂm/mg%ﬁmaﬁwwﬁm#ﬂmwﬁéﬁquﬂﬁalﬁm
=t &t Tar 41 geal 3 gur 31 Rufa F ¥R o aret uRumt @ fag fEE A ge @56 e 9 sfeev W
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WHETHER THE PROCEDURE IS HIGH RISK? YES [] No U

71 39 TieR § 9% Wifam 27 : g =&
if yes, please provide reasons for HIGH RISK:

afg i, @ T9ar I=g TR @ IR FT IT -

RISK case:
FHugr 9=q wifgd @t Refy o

FafPoa®D BT BTTER oo X!

Note : Please enter high risk status on the progress note/Aie . g Aft & ﬁtﬁr?\‘ﬁﬁ?l =h?.' 9y I Giigs At ﬁuﬁrmac—v}a?ﬁ !
Authorization of Patient/ Tt g1 wiitrs

I acknowledge that | have had an opportunity to discuss and understand the Procedures as stated above, with
the Treating Consultant or histher team member. | 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.
{ 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 fi lled in.before | signed / applied my thumb
impression.
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Patient's Signature/T| humb Impression:...m

WM B TRER/ I3 BT T ensessnsssssasse s
Name: Ni@27U Fladnzshvins

Witness's Signaturef'l'humb Impressio

TATE B, TRIER /IS BT
Name: }sﬂamslﬂ M“’L“’T—"

Authorization of Patient's Next of Kin/ 79 @ fraead 9w gr1 aftrg iy / Errff-ﬁ:‘ﬁf

The patlent is unable to given an informed CONSENtDECAUSE. ...

{Fuliname, permanent résidential address and relationship with the patient), give my informed consent for the performance of
the aforesaid Procedures upon the patient. | acknowledge that | have had an opportunity to discuss the said Procedures, as
stated above, with the Treating Consultant or his/her team member. | 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. | 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/ applied my thumbi |mpressmn ‘
Y el WRTT B A ST @ FUTIE oo sisssse s s e e levmmenere e |
ER1 £ L OSSR meee e seae e e Rt e e

Wﬁﬂff({frwwﬁwaﬁv‘mﬁa%wmq)mﬂaﬁuﬁﬁamﬁaﬁWﬁa%ﬁaﬂ#aﬁmﬂiﬁf%m/a"cﬁglﬁ ;
wWer sxar /sl € & R fafvcre sudr 998 89 @ wew g1 vuyd @ wipar € weft faan-—famed o) w |
TS BT a2 T on | A wenfera e § 59 97 A 2 wh Fus g9 8 wwe ¥ ot areh i ¥ e 7

& | A7 39 WeHld 99 td € ey @ u) Arared s ave vaw fod € | f o WeR s g f6 uel w kg e

FYA N FTEIEN FF / AB &1 A J @ vea faw 1 9

Patient's Next of Kin's Slgnatﬁréfr humb ImMpression............cccccccveencninee e, NaME. ..o
LR U - 551 R T B 2 B ) SO G 10 SV
DAtE.eeeeter s S T e |1 R 55 ¢ SO
Witness's SlgnaturelThumb [e 1] = FT =TT o Ty OSSO UOUPT Name. e
TATE B TR/ FTD BT BT serres st es e G 1 . RO
Date........hoecececrinnees Mime A, 4 L. C: SR
Doctor's Signature........... ............................................ Date........coorennes TN
BITER B BRTE e oot eee {0 i SN
QRG/MC/PDIFrm/01/Ver.0.2
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IPhNo . 33 -19/223 UHID : 100066150 Ir l
- M '
i rs. Neeny Maheshwari DOA  : 07/01/2019 1118 M

41 Y/F SINGLE WARD 2ND FLOOR/S1259
Dr. Prabal Roy

QL Tl |
PAC FORM .

'QRG Health City
Plot no. 1, Sector -16, Faridabad, 121002
. Tek0129- 4330000

* Health City

IPD. No.-

Name _ ' s Age. L{ ’,Y Sex:M/F
N)@s - N@uu PAC No. Date }h 19
History  [4 Patient _ (3 Language Barrier Height Crms / in
From : [ Parent/ Guardian : [ Medical Records Weight kgs
Surgeo LT Proposed Surgery ) Q’W\ ALERTS : '
- 1. Allergies : IasAe - 3. Implants
. Elective / Emergency
e 2. HIV/HBsAg . 4, Venous Access

PREVIOUS ANESTHESIA / SURGERY I'EVENTS : Yés (No !IﬂYas. Details)

[Q RENT MEDICATION (S} :

Q,. . 1 U

] wme

%nemia
Bleeding Disorder -
Transfusion Hx |
Sepsis / Infection

Loss of Appetite -

Weight loss / gain
Peripheral Edema
Radiation Tx
Menstrual History
Pregnant

QRG/HCIOTIFmi34.05/ED2017/V4.0/RevDD

AIRWAY [] MP1 O T-MDistance = N, CIMorbid Obesity O Edentulous )
[ATpr2 J M-O Distance = . OHx Difficutt Airway 0O raciat Hair .
O MP3 Neck ROM : Full / Limited / None- [EJTeeth Poor Repair / Loose - [ short Muscular Neck .
£ MP4 . '
GENERL PHYSICAL EXAMINATION : Good I Fair / Toxic / Conscious / Drowsy / Unconscious
Pulse Rate : m Blood Pressure : \QO(,@ Edema: Pupils :
Temperature : a0, I+, ' Qy_anosis ; Jaundice Pallor :
= =
E}WNL _ RESP{RATORY ) EXAMINATION FINDINGS & COMMENTS
Asthma Recurrent Tonsillities Pleural Effysion Pulmonary Examination : -
Bronchiolitis Productive Cough _ Sinusitis / Rhinitis e : e
COPD Recent UR Environ, Allergies
Emphysema T8 " Dyspnea . O&N
Bronchitls Preumonia Sleep Apnea B
Regpiratory Failure Recurrent OM ~ - Ortho Apnea Smoking / Tobacco :
NL CARDIOVASCULAR : _ Cardiovascular Examination :
Hypenension Myocardial Infarction Abnormal ECG :
Rheumatic Fever CHF DOE PND Cardiomyopathy ’
CAD PVD Hypovatemia q C @
Angina Exercise Tolerance Pacemaker 1 .
Jble / Unstable_ METs : <4 AICD
drmur Endoca Aneurysm
Valvular Dz / MVP NYHA ;| ZH !HI IV
WNL HEPATO / GASTROINTESTINAL Abdominal Examination :
Obesity Bowel Obstruction Pancreatitis '
Mainutrition Hiatat Hemia Gallbladder DOZ A ﬂé D
Cirrhosis Worms Diverticulum g
Jaundice Bleeding P/ R Diarrhea
N&V Gastric Reflux Alcohol : No / Yes )
[;)N(L NEURO !/ MUSCULOSKELETAL Neuro-muscular Examination
Arthritis . Headaches Paralysis .
OA/RA/ Gout CVA/ITIA Muscle Weakness L '
‘Back Problems LOC ! Unconscious Paresthasia l(\ /VS N
Scoliosis Head Injury Psychiatric Dz
Kyphosis Seizures s }
NL RENAL / ENDOCRINE ‘
Prostrate : BPH { CA Renal Stones Thyroid Dz Spine:Examination :
UT!/ Incontinence Renal Insufficiency  *; 4 Pituitary Disorder B C
Bladder Dz / Tumor Adrenocortical Unstuft . Diabetes Mellitus ' ’
OTHER

“Sickle Celt Dz / Trait
Immunosuppressed
Chemotherapy

HiV / AIDS
Cancer
Steroid Use

_——Family History of Anaesthesia Problem : Yes / No - L .

MR
'~

Vil PTO




DIAGNOSTIC STUDIES LABORATORY STUDIES _
J ecs: ' [J Hemoglobin ) 2. -, B 'Livef'Funt:‘:tion Tests
~ O nc * [J Serum Bilirubin -
O x-Ray Chest: o O oc - [ Total Direct
] Putmonary Function Tests T SO Platelets © €0 : [J indirect
' I O Blood Sugar Oscor
(O ABG Analysis: = __ : : [ Fasting PP Random. [:ISGPT,
oo - O Biood Urea “sap
. . N : - * h:
[ special Investigation E.CHOITMTI Cardiac Cat [ Serum Creafinine®: 6.3 ] Serum Proteins
- O viral Marker  ~ a2 ¢ ’ [J serum Electrolytes . (] Total Direct
: B Blood Group _ ] Abulin
(] ose Urine Examination [J Globutin
(0 Thyroid Profite ' [ Routine O Coagulation Profile
0 o ' O Microscopic ‘ Oer Owr OaAPTT
Others : (] Pregnancy
PHYISICAL STATUS : 1’3 4 56 E ' R .
Patient acepted for Anaesthesia : no ‘
Plan of Action for Optimizing the Patte .
VENTILATION FOLLOWING ANAESTHESIA (1 Required [ Not Required

PLANE}ANAESTHESIATECHNlQUQ@RUqS N W_
O damac

[J Premed .NJAMAMAL lnductiow...Mamt ...... —Z "Q{. ........

[J Regional , [0 Epidural ] sas ' O cse - O Nerve Blocks
PREMEDICATION & INSTRUCTION _

Nit Orally After am/pm Last Feed at : - am/pm

Arrange Blood ; No Of Units :

‘Written Informfed Cc:nsenhr High Rlsk Consent

Repeat Investigation :

Medication to be Taken : °

Pre medication : , B : S,
Tab/SYP...cvciieirceviie v, At R am/pm ) - : ...,Q‘___.-‘
anectlon ........ & ............ e Al y--Am /pm B

\

" Andesthetist's Name :
Review of Patient in Pre Hold before Surgery:

Antibiotic _glven at:
NPO status :

Date & Time

Blood Arranged :

CVitals: P %S(rrl} BP [Qzl[g’/ SpO, qq/ RR pmé  Temp

Medication :

Consent W

71y

V r
Anaesthetist's Name@ - Date & Time
QRG/HC/OT/Frmd34.05/ED201YV1.0/Rev00
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. \1»] '_100066150 w - (DRG
" Bealth Gty e e L
. 41 Y[F SINGLE AWARD ZND FLOOPJSI?.S‘B 4

Patient's Name: M{% /\,\U}U,- (YUM?\\M UHID No: G G lso ........................................
P SRR rge: MLV x
DOA......... ’llﬂﬁ ........................................................... Unit: .S Qivaa. QQ,.,QM)LM ................
Date'of Surgery: 3| \\® Name of Surgery: L X0 e
ID Band Checked:  Yes ] No [ Fastingfor6-8nrs  Yes & No [ |
"Consent: Yes ot No (] Part preparation on_.................c..ccoceereenans at ] SR TOTORTUOTR
Clearance: Yes 4 No ] Surgical Clipper: Used [} Not Used [] NA ]
Allergies: Yes{ ] No " (Reason for Natused ! NAI ... .o e )
"@‘éilcutshoﬂr © Yeskd  No [ FBS for Diabetic patient: ... ... e, e, '
RBS for non-diabetic patient: _............... ... Any medicine given for DM (specify):.. /M. . ..o,

Removal of: Dentures (V] Plate [ Crowns (M  Looseteeth [  Jewsllery A Makeup @’ Nail Varnish ]
Any other devices on patient  Yes ] No {37V Yes Specify

All necessary investigations done: ECGE" CTS8can[ ] MRI[} ChestX raygm_ab lnvesngahona’ﬁ Rad:ologyEr‘ usG [}

LR LR LTt O PP e
Vital Signs: o

BP-[QQ 11—’3 Temp'Q\% 6. r . Pulse: 861’\"5" ReSpIL\-.\‘D\N:.. Height: AP0 ¢ Weight: ... sPo2 109
Relatives meet the patient:  Yes No [} : '

Patient/ Significant/ other education about procedure and questions answered  Yes M No (]

Patient's family member to be contacted:

Name: . ...... W P{\Q\N}’Q\ ......... Relationship; Mb ayra. e Tel. No: qﬂ “ \O% %3 %

Pre-operative Pre-catheterization
Patient seen by surgeon YeUE/ No [] IV cannula(Venflone Size ... MQ ..... ) Yes (3 No [}
Patient seen by Anaesthetist Yes._fz/ No [ ] IV cannula site................ A fre
"y Antiseptic bath done Yes [ No-£~) IV infusiens:
=¥ Antiseptic painting done Yes [ No L+ | o ﬂ)M 5’ ......... at [Ee s muhr
Antiseptic mouth wash.done. __ Yes\[4" No [] | al mifhr
Skin condition checked " “Yes-[] No [ Foley's Cath present Yes [ No Mﬂe's Tube present Yes [} No E3|
All equipment / instruments - ) .
checked and available Yes D No D pereners pulzes code 0.1 +F§lg+h::’ = Left
- ti LU PP ISTPN -
pre-gperative Xraydong on _._................. Radian < pray \
pre- operatwe medicines: Femoral
1 Ak on Al 23 s 7L
11wy R3.ASY.... on Aat EAYD Q PT - -
2R S sy a:\,\\\c{ AN bP - e
3. gt iee i anaan on. ... at .................. Code 0 = absent, +1 = Feeble, +2, Normal, +3 = Strong, +4 = Bounding
B, e ON. e at Recent Lab reports: PTT.......... ... ACT. ... RFT............
P s e O e B HepB.. ... HCV ..o HIV.......... Bloog group &Rh..._......
Mentioncorrect side ... .o Blood Available: :
Mention correct site ... . it oiiie e WB ... e e Units PRC . ... ... Units
Site marked Yes ] No [} FFP oo, Units Platelets........................ Units
Checked by Assigned Nurse: Name.‘?@.\\y;& .............. . Signature 3;97%‘ %—3&3:3 Emp ID 835/

Counter checked by In-charge: ~ Name ... MM Signatt&g ............... Emp lD_.._ ’{3 ..........
Checked / Received by OT Staff: Name........ W ...... Signature ... EM CEmp D zp e

Prosthesis arranged, if required (To be filled by OT Staff) Yes (] NotPT—

File and ali document sent with patlent . Yes [} No (]
ANY COMMENIS e et e ettt et ettt et e

QRG/HCNPDICKLTI20.18/ED2017/V1.0/Rev00




(‘)RG

'- Health City

Date;

IPID: ]q Iyq;\);? .......................

DOAL. ... ]

e TR

IPNo : 33-19/223 UHID : 100066150 PNo  : 3319223 UHID : 100066150
i Mrs, Neery Mahestwarl DOA : 07/01/2019 111168 Mrs, Neeru Maheshwar DOA 070172019 11:16
41 Y/F SINGLE WARD 2ND FLOOR/S1259 41 Y/F SINGLE WARD 2ND FLOOR/S 1259
Dr. Prabal Roy Dr. Prabal Roy
; SN i 1 LTt i)
A i ‘Y, a L4
Q. R No
W/ M@W@’? ........ UMID NO: oo oo oo
.................................. Age: M“’P?é_ Sex:...@-.e
/l ........................... NIt oo b, ST oS

) A. INPRE-OP AREABEFORE SHIFTING THE PATIENT
TO OR REVIEW WITH PATIENT & CASE FILE
D/alienl identification (Name, Age. IPID, ID band)
A Surgical procedur7t rmed
g]/lef Side of surgical procedure with marking
[} Consent forms{surgery, Anaesthesia) & signed
] Known aliergies /30
Lhirway assessed lor difficulty. g

Anaesthelis! Sign

........ ,,‘...

To transfer the patient to OR om‘y :f p Yok
is completed and signed by Anaesth i

fl,

B. IN PRE- OP AREA/IN OR BEFORE INDUG‘NON

ANAESTHESIA REVIEW

1. Is patient identification confirmed
Yes

O

2. Any anaesthesia equipment issues of concems

Yes[] No 3]

3. Anaesthesia safely check has been completed
Yes No (]
4. Risk of blood loss > 500md/ 7mlKg in children
ves ] No [
5. Two IVs / Centrat access and fluids planned
es (] No [
ves{_] wNo (G

7. tn case of difficult airway, whether Equjpment /
- Assistance available Yes No [

6. Blood products arranged

Time patient Wheeled inOR :

SIGN IN TIME OUT ( Operating Room) SIGN QUT { Operdting Room}
A. IN PRE-OP AREA BEFORE SHIFTING' C. BEFORE SKIN INCISION D BEFORE PATIENT LEAVES
PATIENT TO OPERATING ROOM. (SAFETY PAUSE) OPERATING ROOM
B. IN PRE-OF AREA/ IN OPERATING ’
ROOM BEFORE INDUCTION OF
ANAESTHESIA
1. Does everyone know each other? NURSE REVIEWS WITH TEAM

Yes (] No [{if no, introduce - name , role)

SURGEONS REVIEWS WITH TEAM

2. What is.patient Name?
//ﬂ%p'%j@ﬂ// .....................
3 Name the,
........ ﬂf} 0L
4. s the comrect site prepared and draped?

Yes B%D

5. Expected duration of the surgery ... ...
pec gery . [’h A

" 6. Discuss if there is anything unique or

gﬁryﬂm about the surgery?
outine

[C] Non- routine/ Any issues

7. Implanis ial equipment required
B@:&m Not applicable

8. Is essentialimaging displayed?
Not-applicable
ANAESTH S WITH THE TEAM

9. Antibiotic prophylaxis given within last 15 60
minutes (90-120 for Vanco, Metro etc.)?

JYes CINo

10. Drug Name _.}
|~ Time of administra:

11. Is there anything unique or non-routing
aboul anaesthesia administration?

[ liyes
" NURSING TEAM REVIEWS

12. Has sterility been confi rmed'? Yes WD

Incision Time: .

l:fu’o’.

[C] Nol apphi ble |

1. Instrument, sponge and needle counts
are correct

s ONo

2. Whether there are any equipment
problems to be addressed

[ Yes e [ Not apphcable

3. Name of the actual procedure performed

4. Specimen Labelling Read Back Specimen
Labelling including patients name_}l&anPID

[J Not applicable

SURGICAL TEAM DISCUSS

5. Any surgical precaution to be taken
in post- operative patient management

ONe [ iyes

A P/%“ T

Mng Nurse

Circulating Nurse M_

A\
QOT-incharge

5

——— }»ztwr ™1, k?&z

Serub Nurse /l/é@g e

QRG/HC/OT/CKLT/34.06/ED2017/V1 {0/Rav00

This checklist is only a quality improvement tool. To be included in patient fife

—_—_— |
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' _ ‘ WRG
' "" ' Health City OT NOTES
. ] MEDICARE
Lap IPOM Hernioplasty
Pleasa. nﬂa[rﬁhm'ﬁﬁﬁ]ﬁﬁﬁﬁmn- T Height:.......... cm Weight........kg BMI...... .
pNo ;3319223 UHID : 100066150 Address.Dn?GC!’ﬂRPS}WWgﬂ.gp}//e:rﬂﬂ(/¢
wre. weer Mahestwad  DOA 1 O7/DIROISILIE
C NGLE WARD 2ND FLOOR/$1259 PRONG RO .y py ooy et
B RAICANEY]
IMTROREOHnano .
Operation Date : /120 Operating surgeon: Dr. Prabal Roy
Assist. surgeon: Dr. Anushtup De/ Dr 2 nd Asst
Sunil .
Anaesthetist: Or. 4o ag°% . _ | Anesthesia: GA P
Scrub Nurse 47,9y & U Circulatory Nurse: /.2, /& rsre 7
Starting Time 2314 fer7 Finishing time i
Diagnosis : Paraumbilical / Epigastric+ Procedure : Lap IPOM Hernioplasty
inetstonat hernia

Standard 3 ports pIaced , Extra ports — location ... Nexe..........

Operative Findings :
s Paraumbilical Hnreicional/Epigastric Herpia— Slnglel Muitiple-defects, Size 2.2 cm

» |reisionat-Hernia—satngle-muttiple-defestc—6iz8—rrrrrrrCm—
~ Contents — omentum #eewel

Operative Procedure
_» Hernial contents reduced
_+ Mesh placed ( Ventralight ST ¥x/rcm/
and held with tackers and transfixation sutures
—e Ports closed

Additional findings (If any)

Post Operative Notes

~NPOX ......5........hrs , Liquids allowed after ... &......his QP77 -
—IVF .....100...... mif hr DNS/RE /NS birs

/Inj Supacef 1 5 gms A tW|ce daily X. ... day
— Inj Nexpro 40 mg'bn'ce'dally X oo day
- Inj Dynapar 1 amp twice daily x .......... day
nglcamadeM—amp—Mca-daﬂy—)‘——-day
“Others

Abdominal Binder
S ek o\l s R og"-*" o

Pl ?QAJ»?J- /4.

fﬁure

A
QRG Medicare Ltd.

Plot No. 1, Sector -16, Faridabad - 121002, Haryana, Ph.: 0129-4330000, Toll Free: 18001802210, Website: www.qrgmedicare.com

Regd. Office: 904, 8" Floor, Surya Kiran Building, K G Marg, Connaught Place, New Delhi - 110001, INDIA, CIN: U74999DL2010PLC205776
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- Heaith City

Plot no. 1, Sector -16, Faridabad, 121002
Tel; 0123 - 4330000

H Or. Prabal Roy
nnoanRIonann

. PNo ;3319223 UHID : 100D66150

3 Mes. Nesru Maheshwari DOA : 07/01/2010 11:16

;- 41 Y/F SINGLE WARD 2ND FLOOR/S1259

oo 2% Frobsl Roy

i oA o mr e e e = )

Age Af{Y[ }Male { ]hﬁale

Surgeon : ... O@WM ........................... e Operation : ....... [0/?//707’0 ...........

Anesthesia: | JGA [ JRegional [ JLA’

Time of Arrival in RR

3 Sspa U pon REGAYERY ROGM OBBERXATION GHART
OnArivall 05Hr | 1.0H:. | 15H. | 20Hr | 25H. | 3.0HL | 35H. | 40Hr
Pulse -1:9'1’_\,)_F Bbl*r\ :{3 )',+ el }M {30}«1\ 8tl~ﬁ
P lwles |psles | ) o5 [idge [velL N e
I !
Sp02 1004 (06| too+) | 100+ | (007 | 100t
RespRad [Shon | 6lay |16+ [[Bho+ [th e |16/
Conscious 0 ; tud) ;ﬁ(’f) 1 04
ness Leve Lp"x‘u’) @@: m,‘ggfp) C_D"‘:b & e
Urine :
ouut | —— | — - | — ~
Soakage | o —_ e
Blood Sugar _
in Diabetic — ~— — — -
e o Y — Y XT3 .
resence
fLimb | e »* ot | o™ U
K&owjg‘ment ?: ?Q Q?S ‘@‘ﬂﬂ '@0 \‘eb ?1
CAVFIIIS I RR Lottt RS Ss5 basteeeeeet e et ereeren
anadol 1@oma v LS PO
@ ............................................ Sister I/C (21% .........................................




Post Operative status: $e -
i ¥ . ORG S o s o
Shifted to e Cvx‘ B S - Talis Piot no. 1:rs-?r-1u. Faridabed-121001
-. Health Cit I1 Y/F SINGLE WARD 24D FLOOR/S i L
visls: P QO Bp |16[80  sPo,stA RR.O s 4 y el =33
||
Remarks: SXT ’4?{ NIBNHENEEED
INTRA OPERATIVE ANESTHESIA RECORD
Post Operative-ipstructions: .parg —.?;*v‘ A Name -_,ln’,/,]_ ALLedt( 'J.‘LEN'LUJ':I;M? Age '-Hff/'{ﬂ Sex: M ;:,?/ IPD. No. (”7 R-z__? |
T s | i owe 211114
' f 3 2y fel
2. Oxygen by mask \\‘_ - litres/min Anesthesiologists 1 f‘”ajj.wgf Vé’mc&duru laf | 7 Yyhast &1 TS P8
A ' induction Time
3. IV Fluids: I"‘ﬁc‘n““\ Surgeon FJ"J‘ :’ué, '&7 Position ‘ﬁyjt.l-i_-é Incisiontime J !/ L_
N FCUATTP R (e \ meatg*,,{iﬁr-
1o o % PRE-PROCEDURE MONITORS & EQUIPMENTS ©
5. Monitor UtaIsQ‘V)
‘E‘i"ﬁm"’“ Signed Gleth: [ Esophagsal [ Precordial [ Suprasternai
6. Others: - . R E}-Non-invasive BP 1 Viesd ECG
_ NPOsince [J Full Stomach T Continous ECG [ ST/ Dysrhy analysis
ABG Report: ij Patient reassessed prior 10 anesthesia B Puise oximeter [0 Nerve strmdator
[J Prominent Incsors ] Uinar [ Tioa
Time | M Ps0, | Paco,| Hco, | sa0, | BE |Lactae| Hb | BS | Na K [ o , BeAnesihata Siate [-End tidal CO, =
[T Awake {7 Anxious [ Uncooperative [3-Oxygen ! Fi0; monitor
O Temp [0 Fluid / Blood warmer
] caim O Sedated [[] Reduced LOC B Rirway e [] Avterial Line
Pre - Procedure Vital Sign 3G 10G tube 8 E:*fﬂw
Puise < gp [10] £2 Nrway ML L/ ey Cotmer Mﬁ]
Resp /10 Temp/1O> spo2 Fd -
PATIENT SAFETY
ngmummmm Ll &wCan - Pressure ponts checked. padded. mondered
[C}Chitical Clinical Alarms Checked & Activaled [0 Prone-no presgure on orbits/ nose/ears/ genitals
ANESTHETIC TECHNIQUE AIRWAY MANAGEMENT
GA
L) [J oral ETY [0 RAE Magits
_. .Indu:ﬂnn: Eintravenous  ~{JPre0; [ RS [J Nasal ETT [ LA s R
Qmm;i O Fr'l'v*udmwn O Stylet O Cassc aszach [ ProSead
'y
Pl ¢ Fle
.-E*wmmmnnqmtczm i"&{’ DaL D:‘L DF - 0 Oter
T N A, S ube Size O For g Aanke
. 1 Tracheosiony
Dfuusclmmamrwmmﬁ Ax ugau @:‘DG;} Oters
0O Others 5 nv*’j:'m—’ ] Grage | It It IV V
Maintenance;, & gq 40 ( 7 ' J A g o
Reversal: gfwr- wac,-lﬂtﬁhc.ﬂ :g Secured at_ i \VAOUA A s
ET CO;
Reglonal: [ 548 [] Epiounl  [] CSE { (3 Breath mwue?nmm
/: oF N D::d;u ] Nerve Block [] Others 3 Gt mk e b
f ‘ (] Ma-oau- Type Size: O Oral pack
Designation: Sighalure. Position 0O Oral Arway O Nasal Asway [0 Baw Bicch
/ $$M Test Dose Croug~T) Croesystem [] Bae [0 Ayres T peece
Romarks lhaes
ORGMHCOTFr l-t Gﬂ-‘[l}?ﬂ” A1 OFtevO0

QROMCOTFmVI4 08ED0 17V ORevi0




TIME
GA Maiptainance
{ Propdicl | Etomidate
> -
£ |50/ Desflurance fﬁe‘{é}‘
i —
Q Vec / Panc {Maq } Roc
Mor /Fenta” ‘(0
| il i 5 -
Others ,i# { lped Il}nu
; POLE A e 7
b U
T x'r.‘ = e
g Wﬁuldi fL'- Lf{/. r_.-----fé_,__,..-—-""'
T ( -
2 ) \)*-i:' Q (5 \
o0 Frady ¥
3
'—
BLOOD
Unne {ml})
-
& |Blood Loss {mi)
[
=
(=]
ECG NI e o v X
% Oxygen Inspired (Fi0;) G‘w } rﬁ;- 40
@ | O Saturation(Sa0’) (G d] | oot/
2 | End Tidal CO? o [TU | b
Z 1
G |Temp. /
= |ToF
Blood Sugar Yl
DVT Pump k'*;'
SYMBOLS BASELINE VALUE
Pulsa Q |
BPCuft Y 200
EPAT
MAP A 180 I |
CI.IP :
e
<ot ywenlt ] 160 l
Assisted 0 1
Controfiad . :

" 140 E |
TOURNIQUET - W L a = : :
Location 120 ;

Ri| Lt mmHg I
l‘-'lp at am/ m 1DU | !
¥, - i | |
oam 3l a4 pm EO ] = o’ =) Y =l ' |
Total Time mans Ty P 0 <" | i !
VENTILATOR SETTINGS |60 : | :
Tidal Volume (ml)  , | 1
Respratory Rate L © 140 | |
Peak Pressure 1-"‘5,/ | Z
PEEP | CPAP 20 | 1 I |

QR HCOT Frry M GUEDD0 1 TV GFee00




OT recovery / ICU area [

I

_ALDRETE SCORE "

* Patient's sGofing SHolidbe 10/10, and than patient can be discharged/transferred fro

S0y

cnonaiEd atowpaei b oon il

SIGELL

- 36r0 iaT

o~

T e e RE TR T PRI "-':"_-;.3":4:-'--‘—'-' T R .f‘
'S'."'NO"‘ ....r..-_pnl’..,.ﬂ.‘...-.-._"l--.r_._‘m jr&- ot pmﬁd:»ﬁ&iﬁﬂ “' j&ﬁ.&ﬁm‘% 2..- :-n-~,--st':°"|n9 I e, E
1 - . |

Level of Consciousness

1

RV e ]

E/\

1
e ‘;‘2 M Muscle Power.;—‘? i C RSN B B ..... o S SITRI .m/’iibv
3. | blood Pressure iy o O - O [des2ue
4, Color of Patient . . D.r“'o D i 14:\__-,»_1 @_/2,,
5. | Respiration e -0 "[J71 "7 [Q-2
T T T - Y —— T
S. No. Score Scoring'Critérial Oi'1T ﬂ‘xf?’,_}?}#ﬂ,‘ MOOR YHIVOTHdR ]
T | Levelof Consciousness -~ 1 o v T oee | oo oo a
LT Lo ] Patient not responding to. painful /Merbal.stimulus. . .| R SR
1 Patient is responding to painful / Verbal stimpius _ ! . et
|[_ 2 Patient is. responding full-oriented to time, place and personl " i i
) : L E : . i i ERE
_ 2 Muscie Rower : P ot d :
U777 T 0T | Not able to move any limb ‘ ! , i
1 Able to move 1-3limbs -- 1T o0 ; i T
*;“” ol T Avs o eve Al u@?" ""“~ﬂ;'““j*f-.~~ = --~~~“;~- = —-~-——i o —m:q —
1 ) i H A [
ke B e el -Blood-Pressurg b e i s e o e s e e
0 Blood pressure more than +/- 50mm Hg of normal | A
I P Ao Ao | Blood- pressure -+/- 20-50MM-Hg Of NOIM@|- ——fr—=s - = - o - s e e from i eeeed
2 Blood pressure +/- 20mm Hg of normal i . b
. . T FET e AU SRSV, SR USSR U
4 Color of Patient * ! ; ! | | | SEEAS0C ]
: D Blue T b o — ’
N Pink but Aot normal |, ! ! ! n::;::d'? J ;
__2 Normal i - 5 ? N
“pooTT A S P e P e GINTET
5 Respiration =~ 7! 45 ; | | ’ Hneniéifcﬁ

- ...,....0:._._.......

NG ERGHS

Respiration not regular, spontaneous and adequate

2~k

.~ Respiration reguiar, sponfaneous and adequate .- .

S gD Vi

Signature of Avidsthesitlogist / Doctor

Y
’

] et
P \)l

eir

Date & Time

QRGHCIOTIFrmHﬁN 0.1

Q"‘ |4|
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Patient Narcotics Sheet

L e Sr. No.
FORM No. 3E. ., = Date. < A

UHID :

.
7 TS

Details Of The Patient To Whom Essential Narcotic Drugs Drsper;sed o
Complete postal address { with contact Aumber, if any): - C

= 1O AT T S0 7% A U1

Mamae :

VA TR

HESTT 77T

Diagnosis f Surgory:

Whether registered with any other registored maedical practitioner /
recognizad meadical institution (If yes, detalls to be recorded )

AL T PO

Details of the essential narcotic drugs dispensed

Date,

Né'ma Of The Essential Narcotic Drug

Quantity

Signatupe/Thumb impression of the patient/ Attendant

Remarks f Any

TG

L[ TR

BT ot ge—o

Daily Prescription

Dosage Form (Inj / Palch) wrug Name

Daily Dose

Dose

Frequency

Route

]

Period Of Consumption
/)

{éoo/ /Wﬂwﬂ/ M

W i

ond €

77

- Signature Of The
Prescribing Doctor

e

Name Of The Doctor /ﬁ‘ /’%‘M / @ ?

Registration Number

JPUC LTy

Indent cum Administration
Drug
Strength | Issued by | Received | Received Empty Empty
issued { Name/ by (Name/| by during | Administe Quantity Witnessed Witnessed Ampule Ampule
d(/ Eg. 2ml Employil (Employee | Shift | redby o } Wasted {If | by (Ndrse by (Dr. Renume@ Received
Drug Nani?,_t Dosgy | Route | (2mg/mi) [ID & ?g’ Y0 & SE’P) Change [(Si {g:; 8:}'9)“ u\ Timeyll\  Any) Sign & D) s;:lgn)g. D) _ B{ Y, By
: v 7 B4 AT = TS
PR IR PP (43 (V7 BT (Ol PO I I R (g T
£ " 1
LA ’ ) YA b VO 4
# £ i
- 7 — TN f
‘K\. ,
+ L4
N Return Slip
! Drug strength . Entered As Quantity
Dosage Form Eg. 2ml Reason For Return . ] . Received In 3H & Stock
{Inj / Patch) Drug Name (2mg/ml) Quantity {Patient Discharged / Expired etc.) Returned By Received By Register / Ledger By
QRGHC/PHRFm/04/Ver 0.1 o ~
A 4 R S AE RN L et R o wx:.. e S W el ek Dt e e T S el R e R
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P No: 33-19/223
Mrs. Neeru Maheshwarh

UHID: 100066150

IF SINGLE WARD WD FLOOR{S1259

T

DOA ¢ 07{01/20191 1:16

41 Y
0. Presel Rwll‘llmlmllnlmlI:lmlmnsmlm_ s A
L T L et
ESSMENT FOR
Dépaitinent fou [ ]Through ER [ ]Self =
'f?me o'fAnivg! in unit H : %D CL,& | Time of Completion of assessment [/’C/og.,,o
Modequrrivgl \[ ] Ahbulatory [ ]Wheel Chair [ ]Stretcher [ JAmbulance [ ]chérs
Accompanied by | | Qﬁam‘n/ ' “[ ]Friend L [ ] Others
Primary languagé Spoken | | } English {\-}'ﬂ/dr ]Others Interpreter Needed [ 1Yes WINo

VuInerpre Staus

[ ]Yes[\u/

?-\ctions taken

[ ]Yes [\—rl(

~ e ot 2 MIMAESIGNS o o, o

s % -ORIENTATION -~ . Z.°

Tempe'_:rature *F)qQ - o), _[:

Henght(cm).

[ ]Bed control

{ ] Washroom

P utse(/min): éq.)ri Weight({kg): é@ﬁ [ ]Call bell [‘Wion rules
Respiration{/min): 20 [ f\q/ o U [ } Television [ }Meal timings
BP(mm of Hg)iruLj@ [ ]Phone [ ] No smoking

. Allergic to:

ALLERGIES mnown allergles ()Yes

-

. T el ST Tr - PERSONAL ESSENTIAL LIST/-SPECIAL'NEEDS " -~ -0t B R
Hearing aid (\)Nﬁr/ ( ) Left ( JRight

Contact lens (\)ro . ( }Left ( ) Right ( ) Eyeglasses

Dentures . Full: ( )Upper { JLower Partial: { ) Upper | ( )} Lower (N

Artificial prosthesis w(‘% . { )Yes Type

. Visual Impairment (‘-‘)’ﬁfg T () Yes ¢

Speech problem (‘/ﬁ\lo (_)ieS/

Hearlng |mpa|rment U’ﬂo A )} Yes

S I} e I )
T A
o - T ¥

[ TEE T ‘af mam bR
[ _‘.:‘

s

NEUROLOGIC STATUS { Eo/scmusIOnented ( ) Disoriented ( )Unconscious ( } Stuporous ( )ConfusedlAnx:ous

HEALTH‘ASSESSMENT 27

| 2. Past Surgical History: - 2 /)] /" : !
" >
¢ ] i
\(ﬁ Diabetes Eﬁ’Re‘sp. disorder (9 Blood disorder JWental illness | karCancer
" .| 3.Past Medical (-f)Hypertension ('7} Kidney disorder ﬁ-Seizure disorder STD ().Others
History: ¢ Heart disease | t/JThyroid disorder | (,»Gl disorder {9 Hepatitis
w Tuberculosis | {7 Neuro muscular (> Skin disorder (>} Arthritis




Disposition 'o_f medicétiong:. (Maught with patient | ()} Sent home with family - | ( ) Educated.not to use
NUTRITIONAL STATUS ;
Appetite - NogpelAltered ... PR OO OSSOSO SO UOO SO SO PSSP BSRU OO U OOt
If Weight Loss/Gain is < 3Kg or > 3.Kg ... 08 e ettt
_ Any Dagestlve Problem ............ Kp\ ........................................ e ettt
oS-, VULNERABLE PATIENT- ANY OF THE BELOW CONSIDERED.AS VULNERABILITY=". "0 vy
Categories Age<16>65 Any mental or| limited physical | Communication | patient on | Immune- Victim of Drug!AIcohal
neurological | mobility barrier '{ restraint -supressed abuse & |Dependent
disability Patient Neglect
{ )Yes _ _ ;
[ o T e TS -Activities.of:DailysLiving (ADL'§)i 3,7 57 T R e s e,
Bathing Dressing Eating Maobility " Toilet use
Independent ‘/ o e " A
Dependent
&) O 6 @ @ .
WONG - BAKER FACIAL GRIMACE SCALE
NUMERICAL RATING SCALE ——p
[ .
Na P u_na Pain Moderata Severe ' © Very Savere  Worst Possible
Pain Score: .0 @ ............... ] /

¢

BRADEN SCALE FOR: PRED[CTING PRESSURE SORE RISK

Moisture

Score braden scale

At risk - 15-18 Moderate - 1310 14

Sensory Activity | Mobility | Nutrition | Friction/ [, . Interventjons C T
Mental Shear S «At nsk to Méderate: rlsk‘ e
1 N 1 Bed fast | 1 : 1 1 1. { Offer toilet as necessary
Total limited Co?sttanlly ﬁn?r%%b'le Very poor g?g%”e"t 2. | Use devices to oplimize independent posmonmg
mols Immobi '@ing 3.| Use elbow and heel protectors.
2 2 9 2 ) 2 4.| Reposition every 2 hourly
" | Very limited{ Very moist | Chair fast | Very limited| <% daily | Feeble J 5. | Provide routine care and moisturize skin daily.
. partion Caorrections | 6. | Document individualized care plan.
3 3 3 3 3 Tyt .
Slightly Occasionally | Walks with | Slightly Mostof | Independent|{ - ‘ s
limited moist assistance | limited portion Corrections 1. Inc!ud al! bov m nln n ! omli
7 . ? cﬁ;? a é\) 2. | Protect sacraliperineal wounds from fecee &
o L v o wnh'ésul : mOb!hty als |nfecte.d. urine. .
impairment assistance everything 3. | Reposition every 12 hourly incorporate frequent small

shifs in position between turns.

High risk - 10 to 12

Very high risk - 9 or less

Total Score for Patient ..

oA K
Location of bed sore‘

AP




MORSE FALL RISK ASSESSMENT
- -CHARACTERISTIC )

Knows own limits, refiable safety awareness

. _ CATEGORY

1 [Level of consciousness

Diminished safety awareness 15
H (f No falls
istory of falls g
2 2 Yes 25

; .00 Hypotention/Vertigo/CVA/Parkinsonism/seizures/arthritis/
Following Conditions: osteoporosis/ frachures

3 |Predisposing diseases No @
Yes 15

Ambulatory without assistance/bedrest/wheelchair m
4 |Ambulatory aids Crutches/caneiwalker needed 15
Furniture used for support 30

Normal walking/striding without hesitation A ﬁ)
@, 5 Gait_ Weak walking & short, shuffled stebs. lightly touching furniture for support ‘ \‘16
Impaired walking with difficulty rising from chair, head down, grasps furniture 20

Following type of medications: anesthetics/antihistamines/cathartics/diuretics/aritihypertensives
antiseizure/ benzodiazepines/ hypoglycemics/ psychotropics / sedatives/ hypnotics

g None of the medications taken
6 jMedications Medications taken \ - ,!1%
A et 1 SCOREFALL RISKASSESSMENT:S . 5 i L ai h
Low risk 0-%:1/ Medium risk_25 - 44 High risk__Above 45
[ Total score J
PATIENT & ATTENDANT INFORMATION EDUCATION (ON UFPP & OUTSIDE PRESSURE SORE)

Preventive measures and risk explained

Qutside bedsore shown and grade explained ............c...........

Mom fS M“—n’\ﬂ\'\w

Sign/Name of witness ... 2y L oo

=

0 IR ~ -ACTUAL PROBLEMS" | | )
’ { ) 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 () Sensory 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 lgeﬁﬁrmance , Altered
{ ) Incontinence, Bladder { } Urinary Retention, Altered ( pF'e/ar&Anxiety
( ) Injury, Altered ( } Spiritual Distress { ) Rape trauma syndrome
PO_TENTIAL PROBLEMS
{ )} Infection, Potential for { ) Activity intalerance, Potential for
{ ) Injury, Potential for { ) Others
( ) Skin Integrity, Potential for
~
Name of admitting Nurse.......«? RIMLAQ..... Employee ID .......
Name of Ward Supervisor ...., ,.,yf./ Y A Employee ID ..... ol R8T e, Sign ... JJ',V'//LJ«_,
QRGHC/PDIFrm/33/Ver.0.2
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Date/Time | Nursing Assessment | Nursing Diagnosis | Expected Outcome | Intervention / Planned care | Implementation| Evaluation |Signature
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- . i m L ‘.. \.m.r. I 1 ! .o ! [ - ,-ﬂ;b B
K| ! . : . L , -
- . _ i . -
; _ _ .
: - f
: ' - ® . ‘
\ [ | . 3 .
[ _ 3 :
} * | ' ‘
= ~ c.ﬂ +
A ' i \ o 3 " ",w . \_ ;.
— / i - : {
— g™~ R ] \ FEI | _ .
, 5 : # |
! _ 3 , .
1 . . » . ’ - ! v
. LI Y ' '
H N R f ¢ [ . '
t L i
A »
b .
1L -
[ _,... v ;
T _
9 . ) - y - ' -
_ ; : 3 _
t 1 ) :
1 . . !
w ,m - Al . ' “ ' . [
R - v - - . ....I - J— 1
T . 1 VoL \
| w “
L . 1 R
K Lo ' ; _ .
{ 4
A ' '
i : . _
! f R
|
1 ! . \
| | _w : _
i i
" _ M
QRGHC/APDIFrm/51/Ver 0.2 o L . L .




ik

L .
@v’ NG © 33-149)223 Jhil  loogpalsu
. ~/ Ars. Neeru Mahaeshwarl DOA - 07/017201911:16

H Y/F SINGLE WARD 2ND FLOOR/51259 i

(QRG

* Health City

). Prabal

PNo

Roy

DIDnOonBoig

33 19/223 - UHID ; 100066150 \

“QRG Health City
Piot no. 1, Sector -16, Faridabad Haryana A
Tel: 0129 - 4330000 '

Evaluation
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Nursing Diagnosis

Expected Oufcome

Intervention / Planned care|Implementation

Evaluation
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L
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A
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Date/Time | Nursing Assessment | Nursing Diagnosis Exﬁ’é'éeféuamm%memklnterventionIPlanned care|Implementation| Evaluation [Signature
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Plot no. 1 Sector 16, Faridabad, Haryana
Tel: 0129 - 4330000 Fax: 0129 - 4330033

P No: 33-15/223 LHID:

Mrs. Neery Maheshwari

e

100066150
DO : 07/01/2019111

41 YfF SINGLE WARD 2ND FLOOR/S125%

llﬂlﬂ]mﬂlll][lﬂlﬂﬂlll

Dr. Prabal R

e P e e B
g e e

SHIFT/TIME Morning Evening Night

Neurological status A— 5

GCs 2 Neym o EY N2

Mode of oxygen Wy RO

Cough ~N o~

Dressing D $2
(-§kln status :_P 2

Yulnerable status N4 N

VIP score S 2

Braden Score AD 2.0

1.stage of pressure ulcer NP N

2 location of pressure ulcer Vo' NP

Morse Fall Score © —L o 4T

EWS score 'd) O

Pain score 7720 C/to

Signature of Nurse

el

Emp. ID +"206d4> ‘}é"ﬁ
i . NEUROLOGICAL STATUS ’ ) GLASSGOW COMA SCALE
Alert A Behaviour Response Score
Lethargic, Sleepy, easily aroused | | Spontaneously 4
| falls asleep without stimulation Eye To speech 3
g~ - opening To pain 2
: )t(uzolilrwo#r?- leﬁctm::l tolaro::se S No response P
cep repealed stimu Oriented to time, place & person 5
Comatose C Confused 4
: Verbal | at d
DRESSING nappropna e words 3
: Response Incomprehensible sounds 2
Na response 1
Obeys commands 6
S Moves to localized pain 5
Soaked Motor Flexion withdrawl! from pain 4
response Abnormal flexion 3
Abnormal extension -2
Intact I
No response 1~
Non-intact NC Best response 15
DE OF O Total Score Comatose client 8 or less
Totally unresponsive 3
Nasal canula NC
L ]
Mask M
Venturi mask VM None N
BIPAP B Productive - P
Room air RA N Suct P
Ventilator \' on-productive




MORSE FALL RISK ASSESSMENT

. - CATEGORY =~ i7| « -~ = CHARACTERISTIC .- | - . ,
Knows own limits, reliable safety awareness ' 0
1 | Level of consclousness——— -
: Diminished safety awareness 15
) ' No falls 0
2 | History of Falls
. Yes 25
; ... Hypotention/Vertigo/CVA/Parkinsonism/seizures/arthritis/
Following Condilions: osteoporosis/ fractures )
3 | Predisposing diseases | N° , . . 0
‘ Yas 15
Ambulatory without assistance/bedrest/wheelchair 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 Q
Following type of medications: anesthetics/antihistamines/cathartics/diuretics/antihypertensives
antiseizure/ benzodiazepines/ hypoglycemics/ psychotropics / sedatives/ hypnotics
6 | Medication None of the medications taken 0
Medications taken 15

he Loy s [

_..-.}  SCORE FALLRISK ASSESSMENT: -« ! ui», - »7'~pl
' Medium risk 25 - 44 High risk Above 45

. v : .
A - N
- :

Low risk 0-24
- = v Vulnerable patient- any of the bélow considered as vulnerability®’ .. "
CATEGORIES |

[] Na
Communication barrier Immunosupressed patients

T

Age <16 or >65

Any mental or neurological disability Un attended unconscious patieﬁt Victim of abuse & neglect

Limited physical n;sobilily Patient on restraint Drug/Alcohol dependent

" VULNERABILITY STATUS
"If Yes, Action Required

[
U

E] Place safety first Signage to patient side - Ensure call bell within reach of patient

2nd hourly assessment

D Bed side rails always up

CE s BT EARLY-WARNING'SIGNS ek - 0 (o F o s

SCORE 3 2 1 0 : 1 2 3

RR >35 31-35 21-30 9to 20 <7

SPQ2 <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 | 100-108 50-99 40-49 30-39 <30

AVPU alert Verbal pain Unresponsive
St T 1 Visual infusion phlebitis score (VLP), - gt LT,

IV site appears healthy - 0 * All present.- pain at IV site, Erythema,

induration - 3

One of the following is evident:- 'slight
painfredness at or near IV site -1

All are evident and excessive:- pain along the
path of canula, Erythema, Induration,
palpable venous cord -' 4

Two of the following is evident :-Pain at IV
site, erythema, induration - 2

_All are evident and excessive:- pain along the
path of canula, Erythema, Induration,
palpable venous cord, pyrexia - 5




. BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK

Sensory | Moisture Activity | Mobility | Nutrition | Friction/ Interventions
Mental - S I Shear . Atrisk to Moderate risk
1 1 1 Bed fast |1 1 1 1.1 Offer toilet as necessary
Total limited | Constantly | 100% Very pgor | freequent || 2. | Use devices to optimize independent positioning
moist. immobile T 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 ’/zdally Feeble : Skt _ :
' pomon Correctiong | 6- | Document individualized care plan.
3 3 3) 5’? 3 3 , " High to very high risk
Slightly Occasionally | Watks with. Stightly Most of Independent X .
limited moist assistance | limited portian Corrections [] .| Include all above mentioned points
3 4 2. | Protect sacral/perineal wounds from feaces &
4 / fﬂ Walks 4 i infected urine.
‘No 1Dy without + | Full mobility| Eats * ' 3. | Reposition every 1-2 hourly incorporate frequent small
impairment assistance everything shifs in position between turns.

Score braden scale : Atrisk-15-18 Moderate-13t014  Highrisk-10to 12 Very high risk - 9 or less

S e DOOOO®

WONG - BAKER FACIAL GRIMACE SCALE

0)

NUMERICAL RATING SCALE

No Pain Mild Pain Modarate Severs Very Severe Worst Possibie
T AU S 3 THE FLACC SCALE p
CATEGORIES 0 - i 1 2

Face No Particular Occasional grimace or frown, Frequent to constant quivering
expression or smile withdrawn disinterested chin ¢lenched jaw
Normal positioni . -

Legs or relaxed Uneasy, restless, tense Kicking or legs drawn up

- Lying quietly, normal Squirming, shifting back & L L

Activity position, moves easily forth, tense Arched, rigid o jerking
No cry " Moans or whimpers: Crying steadily, screams or sobs

Cry (awake or asleep) occasional complaint frequent complaints -

. Reassured by occasional touching, .
Consolability Content, relaxed hugging or being talked to, distractable Difficult to console or comion

Score FLACC Scale 0 - Relaxed / Comfortable, 1-3 - Mild dlscomfort 4-6 - Moderate paln 7-10 - Severe Dlscomfort

B PAIN MANAGEMENT, »" , 0 .7 T o o o .- et
‘;Date ShiftTime ~_Pain score £ Quality Location interventions/Comfor

~: ° COMFORTMEASURES | = ..° . LINES & DRAINS |
A | Aching P { Positioning S.Ne] - Type Site / Location Day Remarks
B | Burning B | Breathing '
C | Crushing ' ED | Education pain management
C | Dull pain M | Massage ’
S | Sharp/Stabbing ES | Emotional support
Sh | Shouting W | Walking
T | Tingling IP | lce pack R Al
TH| Throbbing & Radiating] MA | Medication Administration

PAIN ASSESSMENT TOOL BEING USED
O FLACC: . 0 wB - 0O NRS

3




ELEMENTS rnin ening Night
Patient name & ID band [ 25 S A
Selfibed bath .
8kin Care ..o hourly rp LR
w Back Care ... ...hourly Pairzd
w Mouth Care ...J 2., hourly_ i | 2%
o EyeCare ... hourly .
T Hair Care ... hourly 2 i)
Perineal care {for Female) e 2
Any special care ne N2
Foley's cath care Do [
NGT care AE A
& 5 |Chest physiotherapy NE> a7
E o |incentive Spirometery ne Lo L/ ]
é é Steam inhalation neg fi@
& & [Nebulization hourly D LD
w 7 | Suctioning hourly (Oral/Nasopharyngeal! Tracheal/ Endotracheal) A NP
= Tracheostomy care Weizd Ll
Chest tube care DED favii
21 > |Ambulation NS /s
E O | Physiotherapy rip a7
T % | ROM exercises Jo i = N
w = J
o = | Repositioning hourly N i
Enteral feeding hourly (NGT/PEGM tubes) ipH N
% Enteral tube site care _gﬁ_ %
T4 NG aspiration hourly A
E NPO status 2% ar
=1 Type of diet ’SL&L Vi
o Ostomy. care N )27
-4 Enema falis D2
g Catheterization  aY)~Y Vo178
o3 Catheter care MND N
&) Sitz bath e é
Drain site care (JP/Penrose/Hemovac) e Al
Compress (hot/ cold) - ~NE L9
Barrier/ Reverse bamer Nursing e raz
Blood Transfusion nf'av__ Z78
@ [ care of all lines(IV/CentraliArterial/PICC) _ =T e AN Cimers
% Care of HD catheter fa¥is) N
= Flushing Intermittent infusion lock e /7
o . ¥
Site care e Fad/]
Specimen collection 2 p /‘UQ
End of life care M rp
Any surgery planned NE Val7zl
< [Par preparation no A
o Skin preparation %@ Fa
e Pre-operative checklist complste "y Pi7d
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- Diet (Type/ restrictions) 9
- © [Infection prevention n v
Fi & [Post procedure care 8. D
ﬁ g Postnatal education (for mothers) - AL
T o |injury/ Fall prevention ND N7/
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O o |Investigationiprocedure {Mention if any) 7B
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'- " Health City

Plot no. 1 Sector 186, Faridabad, Haryana
Tel: 0129 - 4330000 Fax: 0129 - 4330033

P .
’M‘No 133190223 UHID : 100066150
Neery Maheshwar DOA : 07/017201511:

u Y/F SINGLE WARD 2ND FLOOR/S1259
)r Prabal Roy

| il i Tl ol i

o ) Date 8117
DAILY NURSING ASSESSMENT SHEET “

16

SHIFT/TIME Morning Evening Night
Neurological status A B /)
4
GCS Eu“c;f“‘é EuUc'M6 A PNK N
Mode of oxygen | LD oA
Cough N N )
Dressing Sy (Q £ A A
Skin status > T Ee
~~winerable status /\] M ;L
[¢ H
NP score 0 O O
oj2den Score | 4~ [3 p
1.stage of pressure ulcer _ /\f A Np )
2 location of pressure ulcer JVA ND J:Jb
Morse Fall Score o o D
EWS score Ja) 0 o
Pain score o /n) O/fﬂ O/T'st‘—
Signature of Nurse M wr ,pq Y, E(gb 0
Emp. ID < | ' \’/c(/\l}_';g i _
NEUROLOGICAL STATUS ~ i . GLASSGOW COMA SCALE
Alert A ' Behaviour Response Score
Lethargic, Sleepy, easily aroused | | Spontaneously 4
falls asleep without stimulation Eye To speech 3
= - opening _To pain 2
,*tupo?ro_u:- Dli’ﬁctui:j tot_a\ro?se S No response 1
“ept with repeated stimuli Oriented lo time, place & person 5
Comatose C- Confused 4
\éerbal Inappropriate words 3
esponse Incomprehensible scunds 2
No response 1
Dry D Obeys commands 8
Moves to localized pain 5
Soaked Motor Flexion withdrawl from pain 4
response Abnormal flexion 3
Abnormal extension 2
Intact
No response 1
Non-intact _ NC Best response 15
) MODE OF | Total Score  "Comatose ciient 8 or less
Tolally unresponsive 3

Nasal canula

Mask

Venturi mask VM None
BIPAP B Productive P
Room air RA. . — . =
Ventilator Vv on-productive
1
.




MORSE FALL RISK ASSESSMENT

|| < CATEGORY v wa3™ i .CHARACTERISTIC < 7 » . . "|SCORE
Knows own limits, reliable safety awareness 0
1 | Level of consciousness ———
Diminished safety awareness 15
No falls 0
2 | History of Falls
: Yes 25
i - i 4. Hypotention/Vertigo/CVA/Parkinsonismiseizures/arthritis/
Following Conditions: ostecporosis/ fractures :
3 | Predisposing diseases | N° . ' 0
Yes 15
Ambulatory without assistance/bedrestwheeichair . 0
4 | Ambulatory aids Crulches/cane/walker needed 15
. Furniture used for support 30
Normal walking/striding. without hesitation . 0
5 | Gait Weak walking & shorg, shuffled steps, lightly touching furniture for support 10
Impaired walking with difficulty rising from chair, head down, grasps fumniture 20
Following type of medications: anesthetics/antihistamines/cathartics/diuretics/antihypertensives e
o antiseizure/ benzodiazepines/ hypoglycemics/ psychotropics / sedatives/ hypnotics -
6 | Medication" None of the medications taken 0
Medications taken - - : 15

A
LN

SCORE FALL RISK ASSESSMENT " : . ..o’. = 57

Low risk 0-24

Medium ;isk 25 - 44 High risk Above 45

= 7 . “Vilnerable patient- any of the bélow.considered as vulnerabiiity”..-* ., - -

CATEGORIES [

[[] NaA

Age <16 or >65

Communication barrier Immunosupressed patients

Any mental or neurological disability

Un attended unconscious patient. Victim of abuse & neglect

Limited physical mobility

Patient on restraint Drug/Alcohcl dependent

. VULNERABILITY STATUS -
If Yes, Action Required

D Place safety first Signage to patient side

[

Ensure call bell within reach of patient

L

2nd hourly assessment

I:l Bed side rails always up

FE = 'EARLY,WARNING SIGNS .. ., = '~ &= o .. |
SCORE 3 2 1 0; 1 2 3 @
RR >35 31-35 21-30 9to 20 <7
SPO2 <88 88-89 90-92 >92
Temperature >1022 100.4-102.2 | 96.8-100.2 | 95-966 93.2-94.8 1<932
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

T

Visual infusion phiebitis score (VILP.). " - . =~ =" ' - 4 - %

IV site appears healthy - 0

- All present:- pain at IV site, Erythema,
induration - 3

One of the following is evident:- slight
painfredness at or near IV site -1

All are evident and excessive:- pain along the
path of canula, Erythema, Induration,
. palpable venous cord - 4

Two of the following is evident :-Pain at |V
site, erythema, induration - 2

All are evident and excessive:- pain along the
path of canula, Erythema, Induration,
palpable venous cord, pyrexia - 5 -




“BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK

Sensory ] Moisture | Activity | Mobility | Nutrition | Friction/ Interventions
Mental Shear ~ Atrisk to Moderate risk
1 1 1 Bed fast (1 1- 1 1. | Offer toilet 'as necessary
Total limited | Constantly 100% | Very poor |freequent ({2 ] Use devices to optimize independent positioning
moist immobile : Sliding 3. | Use elbow and heel protectors.
. 4. | Reposition every 2 hourly
2 i 2 . . 2 2, 2 2 5. | Provide routine care and moisturize skin daily.
Very limited| Very moist | Chair fast | Very limited| <%z daily | Feeble . — - .
portion Correctiond | 8- | Decument individualized care plan.
3 . 37 . 3 e 3 . 3 13 High to very high risk . -
Slighlly . |Occasionally | Walks with | Slightly Most of Independent :
limited moist assistance ( limited portion Corrections | { 1. { include all above mentioned points
: a g “1| 2. | Protect sacral/perineal wounds from feaces &
4 4. Walks -~ |2 |4 infected urine.
No Dry without | Full mobilityl Eats 3. | Reposition every 1-2 hourly incorporate frequent small
impairment assislance everything shifs in position between turns.
Score braden scale Atrisk - 15-18 Moderate - 13to 14 Highrisk-10to 12 Very high risk - 9 or less
. [EI6) fole) ) CXE) olon
et ~ ~Z - A A
-@ WONG - BAKER FACIAL GRIMACE SCALE S . ) . \ , \ . ) L
NUMERICAL RATING SCALE : o } H 3 H M s 7 H s 10
l i . No Pain

Mild Pain Vary Severe Wors! Possible

Modarate

Severe

A ae & 5 e Ly se= o~ THE FLACC SCALE ~ . o _
CATEGORIES 0] P S 1 2
Face No Particular Occasional grimace or frown, Frequent to constant quivering
expression or smile withdrawn disinterested chin clenched jaw
Normal position * -
Legs of relaxed Uneasy, restless, tense Kicking or legs drawn up
- Lying quietly, normal Squirming, shifting back & - I
Activity position, moves easily forth, tense Arched, rigid or jerking
c No cry Moans or whimpers: Crying steadily, screams or sobs
Y {awake or asleep) occasional.complaint frequent complaints
) Reassured by occasional touching, -
Consolability Content, relaxed hugging or byeing talked to, distra?:kable Difficult to console or comfort
Score FLACC Scale : 0 - Relaxed /.Comfortable, 1-3 - Mild discomfort, 4-6 - Moderate pain, 7-10 - Severe Discomfort
- PAIN MANAGEMENT - - . Lo e - o
Date Shift/Time Pain score Quality Location Interventions/Comfort

ol

. COMFORT MEASURES  |.. LINES & DRAINS
A | Aching P | Positioning S. NoJ Type Site / Location Day Remarks
B | Buming B | Breathing
C | Crushing - ED | Education pain management
D | Dull pain M Mass'age
S | Sharp/Stabbing ES | Emotional support
Sh | Shouting W | Walking
T | Tingling IP | lce pack
TH| Throbbing & Radiating [ MA | Medication Administration
PAIN ASSESSMENT TOOL BEING USED
O FLACC: O wB O NRS
3




ELEMENTS rning pening ht
Patient name & ID band gAA— (ue 0 d Aa o
Self/bed bath Y “ e e
Skincare ..o hourly jg—‘-f\ AE ':"‘L,

I‘-I_!-I Back Care .................. hourly ¢ w :' ;

i Mouth Care ................ hourly % MNo Y

g Eye Care hourly ALD n[f

T  |HairCare ... hourly S - Mp ' NO

| Perineal care (for Female) Mo fad) :
Any special care _ WAV, Mo »
Foley's cath care NAL [ {0

> NGT care i N % m

&, [Chestphysiotherapy Mo o

E . | Incentive Spirometery ANA Ne Yr»

é é Steam inhalation A NG Y0

g % | Nebulization hourty - AAL LB 0

w P | Suctioning hourly (OraNasopharyngeaV Tracheal! Endotracheal) AAA MM e

x Tracheostomy care % ﬁ AP o
Chest tube care Mo -

= > |Ambulation . /_ﬁrﬁ' _’7@_ 1PV

3 g Physiotherapy S\ N LA

E = ROM exercises oﬂ{r& Mo | XA NN

o = | Repositioning hourly A Ady N
Enteral feeding hourly (NGT/PEGH) tubes) / ,ﬁj’@ Mo o

> Enteral tube site care AR MO o

E NG aspiration hourly \AAE ALY A EE

E NPQ status Nﬂ,\ H_E D W

S [Type of diet iR _Nio [aatd

o Ostomy care FAVS Mg N¥A

=z Enema Y\ Ny IR

g Catheterization e N ; Ia%

o3 Catheter care /Ué' ANp N3

©  |Silzbath JAY..2 AN _w0
Drain site care (JP/Penrose/Hemovac) 4 N A ﬁa —.—N ]
Compress (hot/ cold) % e Yy
Barrierf Reverse barrier Nursing LD N7
Blood Transfusion ,‘j{/\ - 'M'D _ho

% [care of alliines{iviCentraliArterialPICC) _ 2] X g: 9

% Care of HD catheter B2\ _,Lfi '

"6 Flushing Intermittent infusion lock T/ \A e 1=y
Site care FilaN Ma d{)
Specimen collection A nNo 'F\?r)
End of life care A el Mo e
Any surgery planned ~L2 his )

) Parl preparation A [ v

O . | skin preparation N MO _ 2l

2 Pre-operative checklist complete el hNlo 7]

a Biil clearance(for surgery or Procedure) ALA MNe 3
Abnormal reporis/Critcal lab values NA ) N
Medications{Action/side effects/Special Instructions) [W Yg_ _vhff )

| Diet (Type cestrictions) _ J 2@ e N

T © |Infection prevention [} a2 L

ari &% [ Post procedurs care N/A ) )

ﬁ g Postnatal education (for mothers) MA (M) )

T 8 linjury/ Fall prevention N i M_A

w Symptoms lo seek medical help VA N g)
Discharge education & follow up NR Mo ro

a - Investigation/procedure (Mention if any) AR pio ™

E' = Consultation {Mention if any} W_E\ NO _'M

a Medications (Mention if any) NA Mo .

Event { (Any special events) _ /\A) Mo

© 0

o

Signature of Departmantal INCharge..............coeeceevvrecerenn, N_V“'E.Jr ............................. Emp. ID%%"’} ................... SR
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QR GRG MEDICARE LTD. /
: lot No - 01, Sector 16,Faridabad-121002, Haryana
Health Citynone:01-129-4330000 Fax:0129-4330033 Emailinfo@argmedicare.com

www.grghealthcity.com

-

Date - 07/01/2019 11:16AM UHID - 100066150

Patient name - Mrs. Neeru Maheshwari Age/Gender - Female/d1 Yr

Address - D26 GF RPS PALMS Mobile no. - 9911108738

Department name - General Surgery 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
O BMI (kg/m2) : na
IBW (kg) : 55
Unable to stand : uts
Nutritional status : Normal 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-kgIlBW): 55
@ Carbohydrate (gm): 300

Fat (gm) : 20
Diet note :
Date & Time Dietary notes
07/01/2019@2:44PM NPO
08/01/2019@9:55AM SOFT DIET
Diet Consultation Yes Qj‘
Done f
Printed By: 28281 Print Date & Time: 08/01/2018 10:59

- Page 1 of 1
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,.'o,:-.é ..'. . . ;' . Mrs. Neeru Maheshwari DOA  : 07/01/201911:16
__.-..".‘-" i A {#LY/F SINGLE WARD 2ND FLOOR/S1259
"_'..e.‘ L0 Dr. Prabal Roy
<t e eget., ~ .
“#78" Health City - - mANODOoNEN
Plot no. 1 Sector -16, Faridabad, Haryana »
Tel: 0129 - 4330000 Fax: 0129 - 4330033 e e SR - —

Litracy Level

1. lliterate 0 1.English o - 1.Yes a
2. Under Graduate ] 2. Hindi. . a. - - 2. No' 0.
3. Graduate ] 3 Otherspecrfy........_ .................... N o 'l 3. Other SPeCfy ....oococoovvvverirnri s
4. Post Graduate 0 RO ,‘ .....................
5. Health Care Literacy ] TSRO USRSV SEURTRN e U R PPN SOOI et et b s et e ettty
Emotional Barrier / Physical Limitations ‘Motivations Ability'to Learn m
1. None O| 1. Anxiety | 1. Motivated | 1. Abletomodify (1| 1. wilingtoleam O
2. Disinterest D) { 2. Pain/Discomfort [J | 2, Partially Motivated (] i  Behaviour 2.Unwiling 0
3. Cognitive Impairment [] | 3. Language Barrier (] | 3. NotMotivated [ | 2. Able to retain Q 3. Unable toleam [
4. Cultural Barrier [J| 4. Privacy Concem [J Information -
1 3. Unclear at this time[] T
Learning Needs Interventions to
Reduce Barrier s _
1. Treatment plan ' O | 1. None O | 1. Demonstration O | 1. Understood O
2. Safe use of Medication / Equipment [J | 2. {imit Content 0J | 2. Discussion [1 | 2. Not Understood (]
3. Vulnerable Patient U | 3 obtainTranslator (3 | 3. Handouts O | 3. Requires additional [
4. Dietary Intervention O | 4 Review / Repeat a . Information / Training
| 5 Fall Prevention O | 5. Teach Family O
6. Drug food Interaction J | 8. Other O
1 7. Pain Management i O )
8. Disease specific (Surgery specific, []
informed consent, Procedure)
9. Rehab Techniques 0
10 Infection Control Practices O
1. 0thers ..o,
12. Room Orientation Done - Yes (0 No O

13. Patient Information Booklet Briefed Yes [J No 3

14. Transportation Need ' Yes 0 Ne O -
' 15. Information on delay of treatment (if any) Yes [J No LJSpecify.....ccooovoreervvrrcrerreees ke ee ettt e bt et et et n e ar e
16. Reason for delay...........cccovviiiic FT SO SO VUV PE UV O RO P UTU SR UPI U RO

17. Alternative Treatment suggested .................. 0 )

QRGHCAPD/Frm/46/Ver.0.2
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i ‘Hahded Over By :

| ‘ Received By :
-Name of Patuent ................ et erienrne e s naeneiens
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", \) R G _ } _ A 1 Y/F SINGLE WARD 2ND FLOOR/S$1259
1.‘.... . o ¢, Prabal Roy

<78 Health Gity - | ST 11 LT[ T

Plot no. 1 Sector -16, Faridabad, Haryana - ' . N0 ;33 19{723 UHID : 100066150
Tel: 0129 - 4330000 Fax: 0129 - 4330033
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HOURLY ROUND LOG

Mrs. Neert Rj51259
2ND FLOO
41 Y[F SINGLE WARD !

Dr. Praba! M\,mmmmﬂﬂ“mm“ |

]
1
UHID: 100066150

. 73-19{223 1111
DATE: \ 1 \U) , Legends: Mark (Y) for Yes & {N) fc t::,,ef.;h;mn i
TIME TIME OF PERSONAL
PERIOD STAFF INITIALS [ROUND PAIN POSITION [POTTY  |POSSESSIONS |NEEDS COMMENTS (* If patient is sleeping)
. EVERY 1 HOUR ROUNDS (7AM - 10PM)
7AM
8AM
9AM
10AM
11AM
12N
1PM
2PM
3PM
4PM
5PM WA Lty £pm. A N TN nt nl
6PM a0l # L"D'ﬂ wl R A N, ')
7PM jm o e %0 Hl ¥ Al ’\.r \D
8PM DA e ps ap N Y N & W/
9PM woiad qnro N VAN, 'n/ ~L
- tr EVERY 2 HOUR ROUNDS {10PM - 6AM)
10pPM rA104 | v \ ol 4 ol IS _nJ
12AM vOIn) \i_PD oh oS L S s
2AM ™Iy 2.0 al AL & L4 Al
aAm mint L e o | oW A A N
6AM ALY /oD @ | v Ll W N
CHECKED BY: i ' il VERIFIED BY:
STAFF NURSE NAME(MORNING): SIGN. NURSING INCHARGE {Name & Emp 1.D.)
EMP1.D.:
STAFF NURSE NAME(EVENING): N o, WEZ M
EMP 1.D.. — ' _/,ﬁ
STAFF NURSE NAME(NIGHT): woAn) Y 3%
EMP 1.D.. W w
QRGHC/Nurs/CKLT/03/Ver0.1 |




QRG MEDICA

QHG

w.

:':.."""»

E LTD.
Basement-02)

k-A, Plot No - 01, Sector

PAN No. : AAACQ2238D
GST No. : 06AAACQ

3D1ZW

L

* Health City  16,Faridabad-121002 Haryana ‘ DLNo . 4150084 20-BataX - o7 m=h
IN PATIENT ISSUE SLIP HR-770700-OW/H
HR-770T00-W/H
1P No 1 33-19/223 Issue No + HO138619/78105
Patient Name ! Mrs. Neeru Maheshwari Date/Time + 07/01/2019 6:17PM
UHID : 100066150 Ward/Bed No : SINGLE WARD 2ND FLOOR/S1259
Sponsor RELIGARE HEALTH INSURANCE -Credit - Location . . -
Mobile No . ]P Pharmacy Healthcity (ADD4)
Remarks Doctor Name  : Dr. Prabal/Or De/Dr Sunil (QRG MEDICARE LTD.)
Indent No To77434 Status + Post
Indent Date . 07/01/2019 6:09PM
. Batch Gross |Conc. | Net
Sno {Item Name HSN Code |No MFG Expiry |MRP| Req.Qty| Issue.Qty] Amt. Amt.
1 |DYNATROY AQ IN) (SUB OF :- DYNAPER-AQ IN])- 30045066 |D105565 |TROIK | 30/08/2020 | 27.66 4}-110 .64 ]0.00 110.64
(NOS) A P
2 |NEXPRO INJ-(NOS) 30049039  |K676E003 | TORRE| 30/12/2019 | 102.6 4 2/410.40 0.00 410.40
NT 0
3 | DNS S00ML FLEXIDRIP-{NOS) 30045020  [2183393 |CLARI | 30/06/2021 | 72.24 2 2] 144.42)0.00 144 42
s L
OTSUK
APVT. '
LTD.
4 NS 100ML FLEXIDRIP-{NOS) 3004 2184661 |CLARID | 30/09/2021 | 35.52 3 3] 106,56]0.00 106.56
OTSUK
A PVT. /
LTD.
5 |V SET (POLYMED} (5UB OF :- IV SET)-{NOS) 9018 4141018M -1 301072023 | 129.0 1] 129,00{0.00 129,00
o 0 s
Checked By : ( \ Prepared By : Satish ar
Acknowledge By ; Satish Ku
Printed By: SatishKumar Printed Date ; 07/01/2019 18:17 PM 1of2




RRTER QRG QRG Msma LTD.
. Basement- lock-A, Plot No - 01, Sector

-’;:-.-‘- Health City  16,Faridabad-121002 Haryana

IN PATIENT ISSUE SLIP

PAN No. : AAACQ2238D
GST No. : oemcgssmzw

DLNo . 4150-0B,4150-B,4149

HR-T70T00-OW/H
HR-770700-W/H

1l

a

-X

Il

IP No . 33-19/223 Issue No : H0138619/78105
Patient Name : Mrs. Neeru Maheshwari Date/Time : 07/01/2019 6:17PM
UHID : 100066150 A Ward/Bed No © SINGLE WARD 2ND FLOOR/S1259
Sponsor . RELIGARE HEALTH INSURANCE -Credit Location 1 Pharmacy Healthcity (ADO4)
Mobile No
Remarks Doctor Name  : Dr. Prabal/Dr De/Dr Sunil (QRG MEDICARE LTD.)
Indent No L77434 ' Status . Post
Indent Date . 07/01/2019 &:09PM
6 |SYRINGE DISPOSABLE 5ML (8.D) (SUB OF :- 90183100  |1830881 30/08/2023 | 15.50 5{_. 77.50]0.00 77.50
DISPOVAN SYRINGE SML)-(NOS) ~
7' | SYRINGE DISPOSABLE 10ML (B.D) (SUB OF :- 90183100 | 18KD1B1 30/09/2023 | 21.00 < 4] e4.00{0.00 84.00
DISPOVAN SYRINGE 10ML)}-{NOS} .
& |BACTILEM IN) 1.5GM (SUB OF :- SUPACEF 1.5GM)- 30042015 |z01CT180 30/08/2020 | 338.2 31,4614.60(0.00 1014.60
(NOS) 04 0 /
"9 [RL S00ML FLEXIDRIP-(NOS) 30045020  |2183320 30/06/2021 | 47.69 4  417190.76]0.00 190.76
Sub Total : 2267.88 Disc Amount : 0.00 Net Bill Amount H /2267.88
Checked By : Prepared By :

Acknowledge By :

Printed By: SatishKumar

Printed Date : 07/01/2(19 18:17 PM
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O' UHID: 100066150
i N 33-19/223 . -
oate: K11 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 - 10PM) .
7AM r1A0 j fiyn . y N Y, oL v
8AM YN S | oL AL . AL W
9AM el  dow| N ~N | & ) .
10AM ~Lee lE (e | pt ~ A " ~
11AM mboelT Hbvr) | of o N | »/
12N Aoell 124 H. . A -~ -~/
1PM Lol L Pro A ~ af A A
2PM 2 2rm | .t o ~ i A
3PM Nl | 9p5 | o | A |+ [ X P
apm PLLemn W | o o ~ ~ N
5PM { £ ~ ~ ~ A ot
6PM hieets
7PM
8PM
9PM
EVERY 2 HOUR ROUNDS (10PM - 6AM)
10PM
12AM
2AM
aAM ]
6AM ]
CHECKED BY: N I VERIFIED BY:
STAFF NURSE NAME{MORNING): eeqin / SIGN: Y NURSING INCHARGE (Name & Emp I.D.)
EMP I.D.: 2605 |/ " wls
STAFF NURSE NAME(EVENING): d'%g Wi 7 si6n: ,/ Na=—
EMP 1.D.. 28 / ;/;«?5/-/55 %09
STAFF NURSE NAME{NIGHT}): "/ SIGN.
EMP 1.D.:

QRGHC/Nurs/CKLT/03/Ver0.1
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“][mm[ml] DEPARTMENT OF RADIODIAGNOSIS & IMAGING

827 39 4

Patient Name Mrs. Neeru Maheshwari Lab No/ManualNo 827394/
UHIDNo/IPNO 100066150 / 33-19/223 Order Date 07/01/2019 11:44AM
Age/Gender 41 Yrs/Female Receiving Date 07/01/2019 12:25BM
Bed No/Ward SINGLE WARD 2ND FLOOR Report Date 08/01/2019 11:54:AM
Referred By Dr. Prabal/Dr De/Dr Sunil Report Status Final

X-Ray

XRAY CHEST PA

O‘nvestigation: 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.

**End Of Report**

Dr. Vaibhav Pandey
MBBS, MD Radio Diagnosis
Associate Consultant

Note :For the perusal of medical professional only. The Content of this report is only an opinon on image and is therefore subject to inherent technical
Jimitation. It is not the diagnosis & must be correlated dinically. NOT FOR MEDICOLEGAL PURPOSES.,




I[[INIH]MH DEPARTMENT OF LABORATORY SERVICES

27 39 4

Patient Name Mrs. Neeru Maheshwari
UHIDNo/IPNO 100066150 / 33-19/223
Age/Gender 4] Yrs/Female

Bed No/Ward SINGLE WARD 2ND FLOOR
Referred By Dr. Prabal/Dr De/Dr Sunil

Lab No/ManualNo 827394/
CecllectionbDate 07/01/2019 11:44

Receiving Date 07/01/2019 12:0¢

Report Date
Report Status

07/01/2019 12:44
Final

Test Name Result Unit Biological Method
Ref. Range
Haematology
COMPLETE BLOOD COUNT (CBC) EDTA WHOLE BLOOD Sample: EDTA
Hematocrit/PCV 39.8 % 36.0 - 46.0 Pulse height detection
Haemoglobin 13.2 g/dL 12.0 - 15.0 SLS method
RBC COUNT 4.71 10°6/pL 3.80 - 4.80 Hydrodynamic focussing
impedance
MCV 84.5 fi 83.0 - 101.0 Calculated
MCH 28.0 pg 27.0 - 32.0 Calculated
MCHC 33.2 g/dL 31.5 - 34.5 Caleulated
RDW H 14.4 5 11.6 - 14.0 Calculated
Platelet count H 460 10~3/pL 150 - 410 Hydrodynamic focussing
impedance
TLC 7.6 10~3/pL 4.0 - 10.0 Flow Cytometry
Differential Leucocyte Count
Neutrophils 72 % 40 - 80 Fluorescence flow
cytometry/Microscopic
- Fluorescence [low
LymphOCYtes L 19 % 20 40 cyﬁome:ry/Microscopic
@*’lonocytes 7 % 2 - 10 Fluorescence flow
‘ cytometry/Microscopic
Ecosinophils 2 % 1 - 6 Fluorescence flow
cytometry/Microscopic
Basophils 0 % 0o - 2 Fluorescence flow

Interpretation:-

cytomecry/Micrescopic

Complets blood count (CBC) is used to evaiuale overall healihand detect a wide range of disorders, including anesnia, infection and leukemia.A complets blood counl lest measures several
components and features of blood,inciuding: Red blood cells, which camy oxygen, White blood cells, which fightinfection, Hemoglobin, the oxygen-camylng protein in red blood calls,Hematocrit,
the proportion of red blood cells to the fuid component, orplasms, in blood, Platelsts, which help with blood clotling, Abnormal increaseor decrease In call counts as revealed in a complete blood

count may indlcatethat an underfying madical condition that calls for further evaluaton

r*End Of Report**

zF

Dr. Gurdeep Singh
MBBS, MD, DNB(PATHOLOGY)}
HOD-LAB Medicine & Surgical Pathology

Printed at 07/01/2019 19:41Page: 1 Of




I[ﬂﬂ DEPARTMENT OF LABORATORY SERVICES

27 39 4
Patient Name Mrs. Neeru Maheshwari Lab No/ManualNo 827394/
UHIDNo/IPNO 100066150 / 33-19/223 CollectionDate 07/01/2019 11:44
Age/Gender 41 Yrs/Female Receiving Date 07/01/2019 12:0¢
Bed No/Ward SINGLE WARD 2ND FLOOR Report Date 07/01/2019 02:41
Referred By Dr. Prabal/Dr De/Dr Sunil Report Status Final
Test Name Result Unit Biological Method

Ref. Range
Biochemistry
SERUM CREATININE : Sample:
Creatinine . 0.63 mg/dL 0.52 - 1.04 Enzymatic method
Creatinine

. 08 0.63

i‘ 06 ®

5 04

3 02

E o

07-Jan-2019
Bio Ref. Range:0.52 - 1.04 mg/dL Date —...

Interpretation:-

Serum creatinine and urinary creatinine excretion is a function of lean bedy 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 excreled mainly by glomerular filtration, with only small amounts due to tubular
secretion, serum creatinine and a 24-hour uring creatinine excretion can be used to estimate the glomeruler filtration rate.Serum creatinine is increased in acute or
chronic renal failure, urinary tract obstruction, reduced renal blood flow, shock.dehydratlon, and rhabdomyolysis. Causes of low serum creatinine concentration
include debilitation and decreased muscle mass, common in the elderly, in the bedridden, and in patients with advanced malignancy.

-

@ **End Of Report*~*
Dr. Neha Rathor
MBBS,DNB

Consultant Microbioclogist

Printed at 07/01/2019 19:41Page: 1 Of




IH”IIM}MM DEPARTMENT OF LABORATORY SERVICES

Patient Name Mrs. Neeru Maheshwari Lab No/ManualNo 827394/
UHIDNo/IPNO 100066150 / 33-19/223 CollectionDate 07/01/2019 11:44
Age/Gender 41 Yrs/Female Receiving Date 07/01/2019 12:0¢
Bed No/Ward SINGLE WARD 2ND FLOCR Report Date 07/01/2019 02:01
Referred By Dr. Prabal/Dr De/Dr Sunil Report Status Final
Test Name Result Unit Biological Method
Ref. Range
Serology
HIV I & IT
éIV I & II , Serum NON REACTIVE.
Interpratation:-
AREACTIVE TEST INDICATES PRESENCE OF ANTIBODIES TO HIV 142,
tmiMlunmdeMubﬂw1&2u|wodwmmy.rm.wlruuhdmwm Jude the Ibiliryed to HIV.

{1) To screen current and past infection with HIV 182,
(2) Blood units for evidence of HIV 142 INFECTION.

Cause of false
{1} Early acins HNhfauhn(Mnduperbd)
{2) Lata 1aga HIV di J/AIDS

umonmwadoncym{HMhmmhﬂinngmRNAmbwmbflﬂde-Mﬂdu Genatically, tha virus 2 of two Iypes HIV 1and2, snd both ara the cause of Acguired imimune deficiency syndmme

mDE)kthnodnxullmmamw . ction of & fetus or Infection of tha newbom,
NOTE- The resuits ol ical as8By in th Mmmmmmhwmw&mm Thery shenkd shways bo sssessad in conjunction with the patient hisioey, clinical absarvation 3nd other
disgnostic tast.

HIV positive resutts confirmad by two method ELFATELISA
Nots :Tha a inuldluupnummtg
mmm. b ing tast Aot 8 confi ,luLAlmorucﬂvum-humhewpplumumbvnmﬁnmmmmumwnhm.mv?cﬂm.mmhmumeﬁmlmlm

**End Of Report**

Q@

A.J -
Dr. Neha Rathor
MBBS,DNB

Consultant Microbiologlist

Printed at 07/01/2019 19:41Page: 1 Of




|ﬂ|’m]ﬂm DEPARTMENT OF LABORATORY SERVICES

B 2739 4

Patient Name Mrs. Neeru Maheshwari Lab No/ManualNo 827354/
UHIDNo/IPNO 100066150 / 33-19/223 CollectionDate 07/01/2019 11:44
Age/Gender 4] Yrs/Female Receiving Date 07/01/2019 12:0¢
Bed No/Ward SINGLE WARD 2ND FLOOR Report Date 07/01/2019 02:01

Referred By Dr. Prabal/Dr De/Dr Sunil Report Status Final

Test Name Result Unit Biological Method

Ref. Range
Serclogy

HBSAG
6SAG Result NEGATIVE

Sample Type : Serum

Interpretation:-
A Positive result indicates prasence of HBsAg as tested by this assay.
A Negativa result indicates absence of HBV surface antigen (HBsAg) as tested by this assay.

However such a resull does not totally preclude the possibility of exposure lo HBV infection. The above assay is an immunochromatography for the qualitative
determination of HBsAg In the serum and plasma. Hepatitis B virus (HBV) is DNA virus belonglng to the family Hepadnaviridae. The principle modes of transmission
of the virus include perinatal acquisition (from mather to the newborn) and saxual transmission. HBsAg is a complex anltigen 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 hepalitis, Il appears in the blood before
onset of symptoms, peaks during overt disease and then declines 1o undetectable levels in about 3 to 6 months. Presence of HBsAg for at least 6 months is indicative
of progression 1o chronic hepatitis.

NOTE- The results of serological assay in themselves should not be the only reason for any therapeutic consequences. Thay should always be assessed in
conjunction with the patient history, clinical observation and other diagnostic lest.

This is just a screening test and all positive results should be confirmed by supplemental serological assays or PCR for HBV.

**End Of Report**
_N I -

Dr. Neha Rathor

MBBS,DNB

Consultant Microbiclogist

Printed at 07/01/2019 19:41Page: 1 Of




Immﬂmm DEPARTMENT OF LABORATORY SERVICES

827 394

Patient Name Mrs. Neeru Maheshwari Lab No/ManualNo 827394/
UHIDNo/IPNO 100066150 / 33-19/223 CollectionDate 07/01/2019 11:44
Age/Gender 41 Yrs/Female Receiving Date 07/01/2019 12:0¢
Bed No/Ward SINGLE WARD 2ND FLOCR Report Date 07/01/2019 02:01
Referred By Dr. Prabal/Dr De/Dr Sunil Report Status Final
Test Name Result Unit Biological Method
Ref. Range
Serology
ANTI-HCV
éCV Result NON REACTIVE.

Sample Type : Serum

Intarpretation:-

A NON-REACTIVE TEST INDICATES ABSENCE OF ANTIBODIES TO HCV.
A REACTIVE TEST INDICATES PRESENCE OF ANTIBODIES TO HCV.
LIMITATIONS-

This test is only a screening test, Further confirmation, should be dane either with supplemental serological assay e.g. RIBA, or preferably with RT - PCR for HCV
RNA. A reactive result indicates the presence of antibodies to HCV as tested by this assay, these antibodies may developed due to either a recent of past infection
with HCV. A non- reactive result indicates absence of antibodies to HCV as tested by this assay. However it does not rula out the possibility of the infection with HCV.
Hepatitis C virus (HCV) is an enveloped RNA virus belonging ta the family Flaviviridae. The principle mode of acquisition of the virus are transfusion of HCV
contaminaled biood and intravenous drug needle sharing less commeon / 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 clear the virus completely and never develop clinical disease. The remaining 85%
develop chronic infection (HEPETITIS), but most of these palient remain asymptomatic. A fraction (about 20%) of these chronically infected patient develop hepatic
cirrthosis. Detectable antibodies to HCV develop in about 10-12 weeks after acquiting 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
conjuniction with the patient history, clinical observation and ather diagnostic test.

Q «*End Of Report**
_-"

Dr. Neha Rathor

MBES DNB

Consultant Microbiologist

Printed at 07/01/2019 19:42Page: 1 Of




Iﬂ]]ﬂﬂﬂ DEPARTMENT OF LABORATORY SERVICES

a27?53594%

Patient Name Mrs. Neeru Maheshwari Lab No/ManualNo 827394/
UHIDNo/IPNO 100066150 / 33-19/223 CollectionDate 07/01/2019 11:44
Age/Gender 41 Yrs/Female Receiving Date 07/01/2019 12:0¢€
Bed No/Ward SINGLE WARD 2ND FLOOR Report Date 07/01/2019 12:43
Referred By Dr. Prabal/Dr De/Dr Sunil Report Status Final

Test Name Result Unit Biological Method

Ref. Range
Coagulation ‘

PROTHROMRIN TIME (PT INR) PLASMA Sample: PLASMA (CIT
PT Test 10.9 Sec 9.9 - 13.1 Turbodensitometric
—ontrol 11.2 Sec
INR {International 0.97

Normalized Ratio)

Intarpretation:-

Prothrombin Time measures the integrity of the extrinsic pathway and the adequacy of critical coagulation factors involved in it, namely, Factor VII. This tesl is therefore, used for monitoring oral
anticoagulation therapy which lowers the lavels of multipla vitamin K dapendant coagulation factors in blood (Factors I1, VI, X and X) including Factor Vi1, The result of PT is expressed as
International Normalized Ratio (INR) to neutralize tha influenca of variable sansitivity of the reagents (thromboplastin) used in the assay by different laberatories. Prolonged PT/ANR is obsarvad ir
hereditary or acquired deficiency of the relevant coagulation factors, vitamin K daficlancy, liver disaase, specific coaguiation factor inhibltors and nonspecific inhibitors of PT (eg, monocional
immunoglobulins, elevatad fibrin degradation products).

**End Of Report™**

z=F

Dr. Gurdeep Singh
MBBS, MD, DNB(PATHOLOGY)
HOD-LAB Medicine & Surgical Pathology

Printed at 07/01/2019 19:42Page: 1 Of




