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Authorization l ett,er 
Author1zatlon Letter to the Hospital for the Treatment and Guarante< of Payment Valid for Admission 

before 14 Jan 2019. 

I 
cxb 
FH~L ----WC • ,,.. nd 

1-.it~ 

To. 
I 

Date: 10/01/2019 
Qrg Health City ( A Unil Of Qrg Madi care Ltd ) 

PlotNo:1, Sector-16,, 

I 
PA.No: 1049080/2 

Faridabad 

Organisation Name : Barc\aya Technology Cantor India Pvt Ltd : Pa nb 

We are In receipt of the Admission I Pre Authorization request note with e following lnfonnation : 

RakashVarma 

56 Years 

ICU 

e hereby aUthorize and guarantee for Payment up to On flgures) Rs. 

UHID No 

Gender 

For(Allment) 

In Words) Ona Lac Seventy Two Thousan Six Hundred Eight Only 

UllC.18450978 

Male 

CAD,PTCA 

172608.00/-

' 

i 

I 

! 

Hosplbl Alert ' 

Q If the h;,.pltal blll ls estimatad to be higher that the guarantee of pa ent, e request letter for additional amount needs to be sent to Js. If no further 

guarantee Is available, the hospltal must collect the excess amount dire from the beneficiary at the time of admission I prior to dtsctkrge from the 
Hospital, as per Hospital Rules and Regulations. 1 

2) FHPL will not be \\able for payment to the Hospital In the event of th facts presentad by the Hospital/ lnsued during the preauthoriiation are 

found to be lncorrect/revlsad. i 
3) The Claim settlement would be as per the Tariff Discounts contracte In the Network agreement. j 

4) PleaH ensure to collect Iha charges pertaining to non-payable ems. Please visit www.lhpl.net for list of non-payable Items. 

S)Pleaso ensure to collect Copaymant Rs. 34521 from Iha mamba , j 
' 

actors Note : / \ 
ovorad for CAG+PTCA .20% Copayment Applicable on Each & E ry Clalm)Room rant limit reatrlcted upto 6000/-for No,,,,,;11& 80001-for 

CU. Assoc a coats (excluding ma c na c arges) to be paid In I ropo on to Room rant Capping. · 
I 

For Billing : Please send the following Documents Within 7 days m tho discharge of patient. , ( ~ 
1) Enclose Photo ID card copy of the patient. 2) ARN(Adm\sslon Rec uest Note). 3) Approval copy. V { ,V ,_!-I -----
4) Hosp.bill summary with flnal bl\\ showing details of units of each se ce(Authenticated by.the patients signature.) - • 

5) Discharge summary and reports of all \nvestigaUons(Orig\na\),presrpUon of Medicines. ' 

6) The Above payment is subject to applicable TDS. 7) Enclose a py of receipt given to patient for the amount paid by him. 

Q) Claim fonn of Unllad India Insurance Co. Ltd 

9) GIPSA declaration form on the hospital letter head fillad by the pati nt/paUenrs attendants. · 

Dr.Dhearaj Kumar Tanwar 

Authorizad By Da : 1110/201911:43:46 AM 

Oisclaimer:The cashless access in FHPL network of Hospitals merely 

guarantee the availability, quality & outcome of the treatment. Choosin 

I 
facility extended by your health coverage payer. FHPL/Payer does not 

I 
of a network or a non-network hospital is prerogative of the patient/Insured. . ' 

Please note that Admission only for lnvaatlgatlona and evaluatlo s are not payable 
I 

Undertaking by the patient . i 
I authorize the hospital/provider to submit the attested Indoor Case P 
to FHPL If ask for. 

I 
~(Case Sheet) & any other documents/Information related to my treatement . I 

' 
Important: Please nota that as stlpulated by \ROAi all Network P vldors should mandatorily register themselves with tho H~pltal Register 

I 
11ROHINI" maintained by the Insurance Information Bureau (118), t nless which the Hospitals cannot be a part of the network ~nd Cashless 

i 
Factltty also cannot be extended to the Un-Registered Hospitals. ou are hence requested to log on to https://rohlnl.llb.gov.ln/ and 

complete the Registration at the eartlast Please Ignore ff you ha already registered. 

Signature of the PatlenUlnsured 

Famlty Health Plan Insurance TPA Ltd,Srlnllaya - Cyber Spazio,Su\te # 101, 10 109 & 110,Ground Floor.Road No.2.Banjara HRls,Hyderabad-500 034. 
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IFHPL-PA-FT .02 

Authorization Letter 
Authorization Letter to the Hospital for the Treatment and GuarantGG of Payment Valid for Admission 

before 14 Jan 2019. 

c..-.ol 
FHPl: 

To. 
Qrg Hearth City (A Unit Of Org Medi Care Ltd) 
Plot No:1. Sector-16 •• 

Faridabad 

Organisation Name : Barclays Technology Canter India Pvt Ltd : Parents 

We are in receipt of the Admission I Pre Authorization request note with\ the following Information : 

Rakesh Verma 

56 Years 

ICU 
hereby authorize and guarantee for Payment up to (in figures) Rs. 

In woros) Ten Thousand Only 

UHID No 
Gender 

For(Ailment) 

WC • ...,,"'l&l 
In.Iii:~ 

Date: 07/01/20191 

PA.No : 1049080/1 

I 
UllC.18450978 
Mala 

CAD,PTCA 

10000.00/-

•I 9' I 0\ ' I } I UJ 1 ·JOP•S ::o' 
Hospital Alert I ~ . · , >;: · 1 ··ot-l JOld 

Q 1) If the hospital bill is estimated to be higher that the guarantee of payi:nent, a request letter for additional amount needs to bes~~ us. ft n G) er 

guarantee is available, the hospital must collect the excess amount dirEtcily from the beneficiary at the time of admission I prior to Oi~~-A 

Hospital, as per Hospital Rules and Regulations. ! ·-- \. 
2) FHPL will not be liable for payment to the Hospital in the event of the facts presented by the Hospital/ lnsued during the preauthorization are 

found to be incorrect/revised. \ . I 
I 

3) The Clalm settlement would be as per the Tariff Discounts contracteC In the Network agreement. 1 

I 
4) Please ensure to collect the charges pertaining to non-payable Items. Please visit www.fhpl.net for list of non-payable Items. 

S}Plaase ensure to co opaymant Rs. 0 from the member. I I 

11 ... t \Lvµ_tJ- CIA.If-I '71'to'1 :=/-~"-Lt. Y-- :)f'D\1'iL.jKt 
t Applicable on Each & Every Claim.Room rent limit restricted u to 6000/- for Normal & 80001-for IC 

lclna charges) to be paid In Propf rtlon to Room rent Capping. I 
I 

For Bill : Please sen e follow1ng Documents Within 7 days trOm the discharge of patient 

1) Enclose card copy of the patient. 2) ARN(Admission Reduest Note). 3) Approval copy. 

4) Hosp.bill summary with final bill showing details of units of each serince(Authentlcated by the patients signature.) 

5) Discharge summary and reports of arr lnvestlgations(Origlnal).prescliprron of Medicines. 

6) The Above payment is subject to applicable TOS. 7) Enclose a Jpy of receipt given to patient for the amount paid by him. 

8) Claim form of United lndla Insurance Co. Ltd I 
Q9) GIPSA declaration form on the hospital letter head filled by the patient/patient's attendants. 

Dr.Rupall Sahdav I 
Authorized By Date! 117/2019 5:00:52 PM 

Disclaimer.The cashless access in FHPL network of Hospitals merely a !facility extended by your health coverage payer. FHPUPayer does
1
not 

guarantee the avallabillty. quality & outcome of the treatment. Chooslng,of a networ1< or a non-networ1< hospital is prerogative of the patienvlnsured. 

Please note that Admission only for Investigations and evaluatlono are not payable \ 

. I I Undertaking by the patient . I 
I authorize the hospital/provider to submit the attested Indoor Case Papers(Case Sheet) & any other documents/infonnation related to my treatement 

to FHPL If ask for. I I 
. I 

Important: Please note that as stlpulatad by IRDAI all Network Providers should mandatorlly register themselves wtth the Hospital Register 

"ROHINI" maintained by the Insurance Information Bureau (118), u~lass which the Hospitals cannot be a part of the network and bashless 

I I 
Facility also cannot be extended to the Un-Registered Hospitals. You are hence requested to log on to https:/Jrohlnl.llb.gov.ln/ and 

complete the Registration at the earllesL Please Ignore If you hav1already registered. i 

Signature of the PatienVlnsured 

Famity Health Plan Insurance TPA Lld,Srtnitaya - Cyber Spazio,Sulte # 101, 102,109 & 110,Ground FIOOl',Road No.2,Banjara Hills,Hyderabad-500 034. 
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•ltwr.. ot wA.1l~compsl)': FAMILY HEAL TH PALN (TPA] LIMITED 
b)Toll FrM !>hone Number. J 
c)Tol FreeFAX Numl>el 

TO BE FlllED B I THE INSURED I PATIENT 
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"°"""' .......... """' 0 0 00 0 0 0 0 0 0 I (PLEASE CDMPl.ETE DECLAA •TJON ON THE REVERSE sroE OF f'rs FORM} 

-------------TO BE FIUED BY THEiTREATING OOCTOR/ HOSP! TAL 
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Q 

Q 

~ lHllD ml tlllJP.IJa CO. l!D.; !NSTRLli..":TIO.'IS 
• c,..i,...,.i..,....,...wo.rN'~l....,...,. .... .._u ............ w,. ......, __ 

UHIDNo UllC.18450978 

Name Rakesh venna / 
Age 56 Years(M) •· t i 

• ~ - rtlr'\. .. - ..... *-llcl - tatn .,._,,. u .......... .al 
~......_ar..-~...,...- .. U111:.1tn.t__.....,lnlid• 
-,~ ...... ,.,,..... ... l'llf'\.. 

• :nw;-,..ritoo....i--r--~~-.....~ • ,,__,,.;...,.._..blio.,..._.. .. _J......,,....,.......co.,1 . .....-•• 
~.,...JL-••V..-ln'Dri'o"i.,u.--.................... 

• ,Ali-..O.O..•ill ... ,.......•P""r.-,T..-AC_,,.._ 

• ; ... ~.._.u..,. .... a. .. o..l<J'No"lokd. 

: c."':6 fAMILV HUJ.nl run INSULUJCE TTA LIMrTlD 

EmployeelO H093_13257. . • i ( 

P\an Period ·' 22/0212018 To 21imt2019 • · 
Policy No . 5007002817P119292577 .J;·. 
~lsatlon Bardays Technology Cente'f lndla PVl . ,, , 

_ .,,.tt;. Ltd : Parents . f. · 
c~ FAMILY.H~LTH PLAN INWtAHCl.TfA lllUTl.D • • 1 ' - ' 

TERMS AND CONDITIONS: 

1. This card is generated as per the details given by your employer/HR. lncase of any errors in the 

details you may confirm the same through your employer for making required corrections. 
I 

2. No physical card will be provided to you. For all requirements you may use this card printed in black 

and white or colour. / . 

3. You can access our network hospitals list from our website https:/lwww.fhpl.net for any information 

regarding hospitals available within your location! or as required. . 

4. For the. convenience of the members the guid~ book is made available on our website 
I 

https:/lwww.fhpl.net for understanding protocols .in the event of any hospitalization assistance required 

for availing cashless service and also to foiwardlany claim where the member has spent on his/her own. 

5. All our network hospitals will accept the printed card and seek the preauthorization from FHPL in the 

event of any in-patient hospitalization. I 
6. lncase there is no photograph on the ID card, the member has to identify himself/herself with any other 

photo-card like: credit card, ration card, electora
1
1 card, Company ID card etc in conjunction with this card. 

7. This card is not transferable and cannot be tdrwarded further to any other person by email/fax. 

8. The card will be visible to any member as Ion~ the policy is valid after which this service will be 

withdrawn or till such time the member is empldyed with the current employer. 

9. Usage of this card aftet the validity/policy ex~iry will not be .entertained. 
I 

10. A fresh card will be generated subjected to the renewal of the policy. I . . .. ,,, .. -· .. ~ ....... ~,-·r~ .. 00 ,,..,_ ~.,. •• ·~·-m. ~-

I 
' I 

.I 

1 

I 
I 

. 



GIPSA PPN NE!TWORK.QECLARA:TION BY PATIENT/Pat!ent'a ATTENDER 
I 

(PARr-A & PARr-8 muat be tlllled to malrAt the dec:hmdlon valld) 

. ! 

I 

I 
Na me of the Hos pita I: ............................................................................................................. Date: ........ J.. ................ . 

Q Address: ................................................................................ ..J. ........................ """""" ............................... """""" """. : PATIENT I , 
NAME::-i~ ..... 0-!'1(_._e4~\o."-v-'-'"'-"'= ... 1.AA.""""",,_'------AGE/SEX:--~'----------

I IP NO:-----------UHID NO:------;i,-, ---Mobile No of Patient: 

':f"; :Io.11 2..o\ C\ Time of Admission:~! ---------
/ 

I 

I 

Date of Admission: i 

I 
I 

! 

Date of Dlscharse:------ Time of Discharge: 

ADDRESS of the Patient 

i 

NAME OF THE ATTENDER::~"-'-==N.._,\_."f_.e,_'1_,,_,G"-"f....!=-""--'-'=I':'----~:- Relationship With the Patient: \ • ) !f tO- Joblle No. of 

Attender: °1.3;("0 '-\ "\ k-c'i '!ddress: H "I 0 ~ l ':I l! • j -'> \' f I oqy 'i:: ~e. ~ ) L po.,.,;~.h<!.~ I I I "1 ' ~ 

Q PART-A (To be filled Before admission) 

A-l)Declaratlon regarding Insurance Polley (Strike btt the option which Is not applicable) 

(I) Declaration when patient has no Insurance po/Icy: 

• I declare that I do not have any Insurance policy. 

(II) Declaration when patient has Insurance po/Icy: 

• I declare that I have following Insurance Policies 

Policy No/TPA card Na'-----------;-------

Insurance Company:'-------------+-----

A-2) Whether patient opted for Eligible Room catlgory under Polley: 

~'~ I 
Page I of2 



I 
I 

A-3) In case, policy holder wishes to avail better tac ity (Mention below the facility & provisional c~arges): 
Name of the Additional Facility/ Provision/ Procedure/ Trertment .................................................................. ~ 
............................................................................................. which costs Rs : ............................................................ . I . 
~-1-~.:~.~~.'. ......................... ::·.·.:·.·.:·.·:.·.· ... ·::.·.·.·.··"""·.·.·.· ... ·.::·.·.·.·.·.·.·.·.·.· ... ·.·.·.:·.·.·.·.· ... ·.·.·: ... :·.·.·.·.::·.·.·.·.J.::·.·.:·.·.:·.·.:·.·.·.·.· ... :·.·.-......................................................................... ·.·.·.· ........... ·.·.· ... ·.·.· ... ·.·.·.·.·.· ... 

I ................................................................................................. )only. 1 
. ! 

On my own option, I wish to avail above better facility and I hereby agree to pay on my free will, after 
being explained in detail by the Hospital authority in my dwn and understandable language about the 
above mentioned Additional Facillty/Procedure/Treatme?t and associated cost of it, which is over and 
above the agreed PPN tariff. Further, If I opt to go for final bill reimbursement with Insurance company, 
respective Insurance company will reimburse only as per~greed PPN tariff rates and balance amount will 
be borne by myself or patient only. 

QI have also been explained that when room service of a c
1
ategory better than eligible roo~_rent is availed 

by the patient, not only the difference In room rent but also an equal proportion of a,11 ~her .f~arges 
associated with the treatment shall be borne by me. /.f~Q ..--.. :<~~'.'.· 

; o__ p\c·t N0 : ~) rr: 
'.«... secJor- ~ o. I »::: ...,...... 0 \.- / d . 

Signature : ....... :.~~ ... <.. ... :............. Signature : ................ :·.q,,,..,,,.. __ ,;; .. ,'. ......... . 
Name of the Patient/Patient's attendant: Name of the Hospit~1-fii!'J,0r~~~-ntative & ! 

Time of Admission f . 

' 

Date/Proposed Date of Admission: Hospital Seal .

1

. 

i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1·-·-·-· 
: PART-B (To be filled at the time of Discharge) j' 

1 . I I 
B-l)Amount Paid (if any) by the patient before admission in ,I 

: ! 
! Rs ................................... towards...................................................................... : 

i I Q (In words ............................................................................................................... ) 

B-2)Amount Paid (if any) by the Patient at the time of Discharge in 

I . 
Rs ...•...•..........•...............• towards ..................................................................... . 

(In words ............................................................................. !... .............................. ) 
I 

I have not Paid any extra Amount towards Patient Biii.other than that, mentioned above ]!LB.-J.& B-2. 

4
;:.,,\r~l\/i.O: rvv--<..., 

~( .. ,, 
S

. fo( Pie! No. :Y~, 1gnature : ............. :."' ................. :.l~ ....... . 
~·~\:ector- 1.fj/6 

\ :'; ,......____,/. ;·.·/_ 
Name of the Patient/Patient's attendant: / Name of the Hospifat~eP,tes~ntative & 
Date of Discharge: Hospital Seal .... · 

Signature : ............................................... . 

. I 

TI me of Discharge I 
·-·-·-·-·-·-···-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·---·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-···-·-·-·-· 

'¥'""1 
' 



IP NO 33-19/237 UHID No. 100055633 

Sponsor FAMILY HEAL TH PLAN LTD. -Oedlt 

Payer FAMILY HEALTH PLAN LTD. -Credit 

Ward: CCU Bed No: 

Speciality! lnten1entional cardiology 

In case of joint admlsslon:

Spedality2 

CCU007 

Date of Admission 

Bed catg: 

Bill catg: 

AdmlWng Consultant 

AdmlWng Team: 

Secondary Consultant 

Ill ~11111111~1~ ~~1~11~ ~~I 
• 1 o o a s s 6 3 3 • 

07/01/2019 13:43 

CCU 

CCU 

Dr. Rakesh Rai Sapra 

Dr. Rakesh Sapra/ Dr Suraj Singh 

Patient Name Mr. Rakesh Verma Age 56Yr.; Sex Male Marltal Status :- Married 

S/O SHANTI SWAROOP VERMA Religion: HINDU 

Local Address H NO. +4C>IST FLOOR, , FARIDABAD, Haryana, !NOIA 

Ph No Mobile 9990976447 

~>ermanent Address H NO. 4401ST FLOOR, , FARIDABAD, Haryana, INDIA 

Contact No: ~097644'l ~ 3 SD ~C, ~ ~~nName KARAN KUMAR 

Booking Details :· 

Booking Receipt No 

Expectat Date of Dlscharve 

Condition of Discharge (Please Circle) 

1.lmproved 2.LAMA 

5.DOPR 6.Explred 

Provisional dlagno 

Consultant Slgna 

The above lnfonnatlon Is correct to my knowledge 

~Date 071011¥2019 13:43 
,...---, 

PATIENT 
/GUARDIAN 
SIGNATURE 

Contact No. 9990976447 

Prlnted at: 1/7/2019 1:45:31 PM 

\ 

ICD Code: 

3. Transferred 

Final dlagn9 

Nationality Indian 

Ema II 

Amount 

"1: ')..S". \ I 
':t. ')..a>· 0 I 

z_qg.bl 
4.Absconded 

Name of Procedure 

Date: 

Tama~(28771) 



IPN0° 

Patient Name 

Address 

Nationality 

Admission Date 

Discharge Date 

Bill No. 

Reason for Discharge 

Discharge By 

Reports Handover 

DISCHARGE NOTIFICATION 

33-19/237 

Rakesh Verma 

H NO. 4401ST FLOOR,, 

Indian 

07/01/2019 13:43 

10/01/2019 13:46:00 

QHIR19/6664 

:a_~ 
l- - -

UHID 

Age/ sex 

Payer 

: 100055633 

: 56 Yrs/Male 

: UNITED INDIA INSURANCE 
CO.LID. 

Ward I Bed No : Twin Sharing 4 / TS!250 A 

consultant 

aill Date 

: Rakesh Sapra/ Dr Suraj Singh 

: 10/01/2019 13:46 ! 
can be discharge as/she has cleared all dues to the hospital . · 

Original 



• I ""--··-----
DISCHARGE HANDOVER 1 IP No · : 33-19/237 UH!D : 100055633 ' 

Mr. Ralcesh Verma DOA : 07/01/201913:43 

Patlont Name: - N r. k' n. 1, i-l-. Vo•YY\a. I 56 Y/M Twin Sharing 4(TS1250 A - -
UHID :- 1 on~ c;_r-b g ~ I 

Dr. Rakesh Rai Sapra 

IPNO:- ::>.'l-1'1 )'L'61- 1mm1111111 llil a ID rn m11m 
S.No. Ty.,e of Document· QuantHy TPA CASH llLC REMARKS 
1 Dlacharg• Summary \_./ 
2 Refundable medlcl- mumecl 

3 Flnanclal clearance fonn 

4 Diet Chart 

5 lmmunlzatjon card 
6 REPORTS AND FILMS 

~ .. 
(5) 8.1 ECG. . 

6.2 EEG 

6.3 MRI 

6.4 CT 

6.5 X.ftay rJ_.",_ ( I) 
6.6 Ultrasound lJ 1 l. Kv ff, (1) 
6.7 Bronchoaeopy 

6.8 Colonoacopy 

8.9 c (_,!..( 0 Cl ) 

7 Any other P 'fc..A (~f,'dU\_- ( ''rJ 
CD and wrapper cover (appllc.8ble In / -8 
MtlAnta oflor call> lab nmc.<tu19J 

9 Laboratory lnvoaUgatlona 

9.1 Blood Report 

9.2 Urtnel Stool n1port 

10 Any other ponding 19port 

11 Dlot chart (II Applicable) 

12 
Podlatrfc EducaUon Brochu,. (11 
Appllcabl.i) 

-cnck on the Discharge Approval Jeon once patient physically vacates the room. 
Tlme(When dicked on the discharge approval Icon):-
Time ••~en natlent has •h"' lcallv left the room> :-

Slgnatun1 of Handovar Nuru Employee ID 

Slgnatu19 of Recalvlna Pol9on I IE~·1-1D 

Date:- Time:-

' 



... . . . . . ..... 
···=·····=··· ••••••••• ···\' •... 
.·······"<··. ..... . . .. . . . 

<~AG 
Health City 

Patienl Name: 

UHID: 

----------~ 
IP No : 33-19/237 UH!D : 100055633 

DOA . 07/01/201913:43 
Mr. Rakesh Verma · 

56 Y/M Twin Sharing 4/TS1250 A 

or. Rakesh Rai 5:C1pra 

1mm01lllllllllllli1D1m11111 

i'f~l~~nli 

i 

IPD No. Date: / 0 J 01 ) I ~ 

QRG Health City 

Plol no. 1, Sector-16, Faridabad, 121002 
Tel: 0129 - 4330000 

I 1q 
Dale: 12. .____ 

S. No. CHECK LIST 
To be filled by Nursing 

To be filled by MRD 
TPA BILLING MRD 

1 Relieving slip I Clearance slip ./ \../" --2 Face sheet ........- -3 In patienl charge sheel I Details of consultant's visit \../" ---4 Emergency/OPD sheet ........- Al 
5 DOR/LAMA form ~ 
6 Discharge/Death/LAMA/DOR summary \...---' --7 History slieefTNeonataT assessment slieet --8 Death Certificate I B1rtn Ce-rti11cate x 
9 uoclor s notes \..-"' ----lU TioCfor s""HanCover no1es v-- ,.. 
II 01000 sugc:ir recora \_......- --lL IVtt::Ull.l'.:lllUll l.11..:lIT/Vt::lllll<'llUI llUVV \..llCJll 

\.,.--"' ---.. 
IJ '"' .... ~ (.;lldll .... ''-'"" .... 1c:ll \../" -"' •••1e1n.v v ... ,.., ... , ,._ ...... ru 

L.--- --'" "' "" \....-""" ---

TO • ............ • t><. 
" -· -- \.../" o<. -

--- . - ........- -
~ ,.,, ., 

\,./ "' - - . - . . 
- \/' o! 

-- ,..._.i..' . -· . . C>( - ~ ----.. . ___ ,, ~ .. .. 
- . ' - - . - - \.---'"' J 

·- di•---·- '--m ~ ,.) 

"" Initial nursinn assessment form ~ - ~ 

-~ Nursinn care nlan v- --28 Pain assessment score sheet A} 

29 Bed sore assessmenl sheet I Phelebitis arading scale -.:><. 

30 Nutritional assessment and Nutritional care plan V' -31 Checklist of patient handover \./ " 32 Nurses notes v--- -33 Nurses inter department shifting notes "--'" 
34 Valuable handover form u---- !.----
35 Blood transfusion record form _J 
36 TPA declaration/Transfer slip ,,I 

37 -Paffiology/lao reportsTRac1ology reports I e11ms \,/! ____., 
38 ICU observation charuL..oronary care unit chart ~ -
39 utnerslliililem."BITI copy,"Rlood Issue form elc.) ,, -

~ ...---.. 
Sign of Nurse: ?\~JI"~ {)()11 Sign of MRD: (1,J 
Employee ID: "&q:i-'IJ Employee ID: ~ 

QRG/HC/MRD/CklU27 .01 /ED2017N1 .O/RevOO 



... . . . . . . . . . . 
···=········· ....• , .. . 
. ··~ ... . 
. ·· ······=··. ..... . : . · .. 

<~RG 
Health City 

Plot no. 1, Sector-16, Faridabad, Haryana 
Tel: 0129 · 4330000 Fax: 0129- 4330033 

-·-
l 

UHIO: 100055633 

t,\ I 
· · · · _ INVESTIGATION RESULTS~t.,; . 

• MEDICARE 

HIV ........................................................................................ HbsAg .................................................................. .. 

HcV VDRL ....................................................................................... ····································································· 

Investigation Date Date Date Date Date Date Date 
Hematology "llLIC91 RI I ll'J. 
Hb (3<:> 1 '1 ,}( 
TLC {, . ..,,,. 
DLC n7i-c.m I 1 

ESR 
. • 

·~'Platelet ~ .( 'Ir 
""'?'f>T 

PTINR 

APTI 

Bio-Chemistry 

Blood Sugar (F/R) 

Blood Sugar (PP) 

BUN 

S. Creatinine /.% I· '-/Y l . (,c. 
Na ,.,,,..,~ 

K' e .i-. . 

Cl-

S. Calcium 

S. Phosphate 

S. Protein Total 

S. Albumin 

S. Globulin 
~ 

GRatio -· 
S. Bilirubin 

Direct Bilirubin 

SGOT 

SGPT 

S. Alk. Phos 

GGT .. 
S. LOH 

S. Amvlase . 

S. Lipase ---- . 
S.CPK 

S. CPK-MB f . J..t/ 
S. Chloesterol 1TI. "{) 
S. Trinlvcerides 111'1' 
HDL "1., ·o 
LDL G.2..'<l 
VLDL .. 
U. Acid 

Others 
QRG/HCllPD/Frml20.201ED2017 N1 .O/RevOO 



Investigation Date Date Date Date Date Date Date 

R/E 

Urine 

M/E 

Stool R/E 

' 

Microbiology 

-·..., 
Culture I Sensitivity of 
Unine I Blood I Sputum I 
Stool / Body Fluid I CSF 

' 

' 
X-Ray 

CT Scan/MRI 
' 

-~ 

Biopsy (if any) 
~~ 

Procedure based 
Investigation 
(BM/Paracentesis) etc. 

Histopathology 

--------------~--------------
Others 

------- - · - -QRGiHCIJPD/Frm/20.20/ED2017N1.0/RevOO 



::·{rt\·:·: ORG 
'.··?:~·· · Health City 

PIO<"" 1 S«IDt ,, ,_ Hol)W'3 

T• 0129 • 330000 F Ir<. 01 :'9 • 4»0t).l.l 

"••D Mo0 

COtlSU.TAHT V1$rT 0£TAJ&.:l 

Ytt O 

DAILY ACTIVITY RECORD 
SI tlo OTHERS 

PnYa!a Nurse ~ .. 
/J From MorQ Eve O ovr YesO No0 

Pn.....:.GOA Al.PHA vesO No0 
MorO Eve 0 W.J!e< ll..i Ye5 0 No0 
Room Rc!:linmetll TrXS>on YHO No0 

Bed Tmnal« o..-
~ Fn>m 8"" No To 1l«I No 

To 
Pt.Ce a 1 

Casi> 0 

To Yes Q No0 SY""'.)6 Putnp Yes O Nc:O 

vENnLATOR I EOUIPMENl c PAP B•PAP ETC 
p~ ~r.,,. °*""''"*' r .... 

l!om 

Ol>.LYSIS & BlOOO BANll SCfl\llCE S 

tioO 

INVESTIGATION DETl\llS 

a 

LMIA 0 DORO E<pol'Odo ~Li 

°""'II ·-·"'1l ,..,,. 



.::{i;: ()AG 
'.··:: .._ > Health City 

Pict"" 1 - -16.f- Har) ..... 
'l'• .012:t· Ol0000 Fu 0t29 · c»:>o:ll 

... .. .-

...... o NoQ 

Das. 

v .. u Ho0 ""' 0 

_.,_.,_n_~_,_ .. _c._1w_r_~T-\/11o-lt---·-~l-"'°'-'(-tr...W """'._I I w l!n.• .... "''Ill ""'°I 

• --DAILY ACTIVITY RECORD 
SI No 

t.torO EYe 0 DVT Yos O No0 
Yes O No0 

Mo<O Ew O WaletBod v~o 
C.uh Q 

From 

CrodOt Q Te> Yl6 0 No 0 S)'M9lt Plano Yes 0 No0 
VENTtl..AlOR I EOVlPMENT C.PAJ>. DIP.AP ETC 

Untt 8aoelJ lr~ Ai I• UWI •It U""'4 

D ..:1 .. -v- i.••tuo --CJ I.AIM CJ OOR lJ t•P.•l Cl "'*"""o 
- ---""""" .... ' ~ .. i-. .......... ,,.,.... "'""' __ ..., ... -1 .... .,., .. - ......... ·~-· lnl,.,... '-'-!I"-,_.,~-- .. fir"*"' ... 

+------1 '"''"'""" Al4le..,(~ P,t7~ 
f rc1•'r"'fl0 ~;,.,.... ~ •• .,.,~ ••• O •••CJ 

.19 1KD1tlllY1t'll-..... =----.J...------ -------'------1. ----~- ----..i..-------



DAILY ACTIVITY RECORD 
I f) SI No 

~ 

v~o No0 ................. 
.. lJ.t~= <><::> 
..... -._.. 1A))S'.:4Jj 

i 'rfliit CO.t:C:O.O:J 00. ViC1.Q::t 1J Q 

IM.d'tt..S.O, 

1------.--..::lled=.:.:T'..::""':.;;:;'.,:;..:;Del..::t..-i.=· :;=...-,...------1------l To 0 0 •• Pnvl>l4GOA Al.AiA Vos No 
Tlrne Fr..,, 8«f No To 8.o ,..., P\. ~ 1------+--:...:.:.;.::=..=;...:...-i.;==:,.._--.,;.;;.=__;=:::...-+---------- -+---I 

McrQ E .. 0 V.-lled V.t 0 No0 
••111ao11111 

To 

VENTll.ATOR I EOUIPMEHT CPAP, lllPAP ETC) ~lion & S!eam1"11' ' • 

SUROERV/PROC£0URE OETAJ\.S CONSUMAllLES 

Uom Oty 

OW.VS!:) & ClOOO l!ANK SERVICES 

Qty 

noO vos O NoQ v .. o No0 
CONSUi.TANT VlSrT OCTAi\.$ 

JNVESTICATION DE TAILS 

R9QUIUJ t.IO 

WM O CORO c...-i O - c 

"•O 



.:iii~: . (~AG 
··.:·~~·· Health City . . . 

PloC ""- 1 Seder . 1e. F--. ~Y.a 
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DISCHARGE SUMMARY 

: 100055633 IP No. : 33-19/237 

: Mr. Rakesh Verma Age/Gender : 56 Yrs/Male 

UHIDNo. 

Name of 

patient 

CIO : SHANTI SWAROOP VERMA Consultant : Dr. Rakesh Sapra/ Dr Suraj 
Singh 

Bed No 

Admission 
date/time 

Company 
name 

: TS1250 A 

: 07/01/2019 01:43 PM 

Bed Category : TWIN SHARING 

Discharge date: 10/01/2019 

: FAMILY HEALTH PLAN L TO. -Credit 

Sponser : FAMILY HEAL TH PLAN LTD. -Credit 

MLC I Non 

MLC 

DEPARTMENT OF CARDIOLOGY 

DIAGNOSIS: 

CAD-Unstable Angina 

CAG - Tripple vessel disease with patent stent in LCXIRCA 

PTCA + stent to POA & LAD done on 07.01.2019 

("'YST PTCA TO RCA (Feb 2018) /LCX (SEP - 2018) 

~EF-50% 

PROCEDURE DONE 

-

GAG-Triple vessel disease with patent slant in LCXIRCA (7/1/19) 

Primary PTCA + stent to PDA and LAD done on 07.01.2019 

RESUME OF HISTORY 

: Non MLC 

Patient was admitted with complaints of left sided chest pain radiating towards left scapular region, 

shoulder and left arm associated with giddiness , DOE 11-111 gradually progressive since today morning. 

Follow up case of CAD - Post PTCA to RCA (Feb 2018)/ LCX (Sep 2018) 

PHYSICAL FINDINGS & SYSTEMIC EXAMINATION: 

BP : 160/1 OOmmHg 

Pulse Rate :98/min regular 

Gspiratory Rate : 18/min 

Temperature :Afebrile 
-

Chest :Bilateral air entry present 

CVS :S1, S2-nonmal 

P/A 

CNS 

SP02 

:Soft, non-tender, no distension 

:Conscious,,oriented, No focal neurological deficit 

:98% at room air 

INVESTIGATIONS: Attached 

ted By: 28100 

QRG Medicare Ltd. 

Page; of 3 

• MEDICARE 

Plot No. 1, Sector -16, Faridabad - 121002, Haryana, Ph.: 0129-4330000, Toll Free: 18001802210, Website: www.qrgmedicare.com 
Aegd. Office: 904, 9" Aoor, Surya Klran Building, KG Marg, Connaught Place, New Delhi - 110001, INDIA. CIN: U749990l2010PLC205776 
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DISCHARGE SUMMARY 

UHID No. : 100055633 IP No. : 33-19/237 

Name of : Mr. Rakesh Verma Age/Gender : 56 Yrs/Male 

patient 

C/O : SHANTI SWAROOP VERMA Consultant : Or. Rakesh Sapra/ Dr Suraj 

Singh 

Bed No : TS1250 A Bed Category : TWIN SHARING 

Admission : 07/01/2019 01:43 PM Discharge date: 10/01/2019 

dateltlme 

Company : FAMILY HEALTH PLAN LTD. -Credit MLC /Non : Non MLC 

name MLC 

Spenser : FAMILY HEALTH PLAN LTD. -Credit 

COURSE IN THE HOSPITAL 

Qtient was admitted with above mentioned complaints. ECG showed sinus tachycardia, Q wave in 

inferior leads, T depression in Ill, AVF. Echo revealed hypokinetic inferior posterior walll , EF 50%. After 

written consent patient was taken up for CAG which revealed Triple Vessel Disease with patent stent in 

LCX/RCA. He underwent PTCA + stent to_ PDA (using stent size Ablumlnus 2.25 x 12 mm) & PTCA + 

Stent to LAD (using stent size Evermlne 2.25 x 16 mm) with TIMI Ill flow achieved successfully. Post 

procedure period was uneventful. Patient had retention of urine· so urologist opinion optimized and 

treatment followed. Patient responded well to the given treatment. Now is being discharged iri a stable 

condition with following advice. 

CONDITION AT DISCHARGE: Stable. 

TREATMENT ADVISED ON DISCHARGE 

Tab. Ecosprin 150 mg twice daily 

Tab. Clopitab 75 mg twice daily 

Q,. Tonact 40 mg once daily 

Tab. Vertin 16 mg thrice daily 

Tab. Pantocid 40 gm twice daily 

Tab. Silofast Bmg 1tab bed time 

Tab. Levoflox 500mg 1tab once daily x 5 days 

PREVENTIVE STRATEGIES: 

Diet - Low salt & low fat diet 

Don't Stop or Reduce any Medicine without Consulting Cardiologist 

!d By: 28100 

QRG Medicare Ltd. 

PAQ8 2 of :~ 

• MEDICARE 

Plot No. 1, Sector -16, Faridabad - 121002, Haryana, Ph.: 0129-4330000, Toll Free: 18001802210, Website: www.qrgmedicare.com 
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··.:~.,.::· Health City ... DISCHARGE SUMMARY 

UHIDNo. : 100055633 IP No. : 33-19/237 

Name of : Mr. Rakesh Verma Age/Gender : 56 Yrs/Male 

patient 

C/O : SHANTI SWAROOP VERMA Consultant : Dr. Rakesh Sapra/ Dr Suraj 

Singh 

Bed No : TS1250 A Bed Category : TWIN SHARING 

Admission : 07101/2019 01:43 PM Discharge date: 1010112019 

date/time 

Company : FAMILY HEALTH PLAN LTD. -Credit MLC I Non : Non MLC 
name MLC 

Sponser : FAMILY HEAL TH PLAN LTD. -Credit 

WHEN TO OBTAIN URGENT CARE: 

G case of chest pain, unconsciousness, bleeding or sudden breathing difficulty immediately report to 

CCU Duty Doctor on direct llne no. 0129-4090300. 

-
NEXT APPOINTMENT : 

Review after 7 days in Cardiology OPD with Dr. Rakesh Rai Sapra (with prior appointment) Morning OPD 

timings 10.30 am To 4.30 pm(Monday to Saturday). 

For appointment contact at:- 0129-4330000. 

The post hospital care Instruction set forth above have been explained to me in my language. I 
understand the Importance of following them as specified. I have received all the copies/original 
documents. 

DR. RAKESH RAI SAPRA 

MD MEDICINE, OM (CARDIOLOGY} 

QECTOR 

ASSOCIATE CONSULTANT 

DEPARTMENT OF INTERVENTIONAL CARDIOLOGY 

::a By: 28100 Page 3 of J 

QRG Medicare Ltd. 

• MEOICARE 
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: ::'(.)':":: 
·-.:·:::-;·.> Health City ... 
Plot No.1. sector ·16, Falidabad • 121002 (HR.), 
Ph. 0129.4330000; Fax: 0129-'330033 

Mr. Rakesh Verma OOA. : 07/01/2019 13:<13 

56 Y/M CQJ/CCU007 

Or. Ralcesh ~I Sapni 

1m11D1DJ1I)[)aa·mun 
IP No : 3J.19f237 UHID : 100055633 

Mr. Rakesh Verma , • DOA. : 07/01/2019 13:<13 

"' 

IP 

M • MEDICARE 

· . · INITIAL ASSESSMENT SHEET · . 

Patient's Name ......... ~.~ .. ~ ....... .Y.~ .......... Age ..... ~.~ .. Sex: ~ Female 

IPD No ................ :2.?._-:J5.J .. ~ . .? .. T .............. Consultant. ................ ~ .. '. .... : ... ~~ .. ?.:.~.~'5 ..................... . 
ward/ Room ........ (LC. .. ~.:::-.~ .. Y.. .... L ....... Date of Admission .......... 1:(..t.Jl .. 5 ........................................... .. 

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

0 

~;:l~F COMPLAINTS WITH DURATION : 

HISTORY OF PRESENT ILLNESS : 

QiTORY OF PAST ILLNESS : 

Surgery 

Trauma/Medical 

Drug/Food Allergy 

Others 

CURENT MEDICATION : 
NAME of Drug I Therapy 

Ci~~ 
Cdxv1t\'¥ 

V"'iffz.,,yc 
( rrl«»< 

Type 

Dose 

No P•ln Mild Pain 

Year & Month 

Since (Year I Month) 

0 

~ I 9 10 

Mod9nM Sever. Very s.vt;r. Vlbm Posslble 

Result 

Any Remark 



. PERSONAL HISTORY : 

Marital Status 
~- .. 

Phy·;~~l-Activity 
Veg;/ N~ri:'.veg 
Known Allergies 

FA~iL Y, HISTORY : , " · 

Father 

Mother 

---Age UD 

Siblings . 
UD : L (Living) D (Dead) 

REVIEW OF SYMPTOMS : 

OM 

D 
D 
O· 

HT 

tJ 
D 
D 

FREQUENCY WITH DURATION 

Tobacco (Smoking/Ch!'lwing --------

Alcohol 

. '·' : ' ' . 
l 

Asthma . JHD ... 

o····=···-"-'D 
D ",,~J.ico 

. ' 
.. : :· . . • 

-... ':' . 
Malignancy 

D 
D 

.... .. 
'· . 

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

Cause of De~th 

D ·:,,,'El"-';=.,= . ._- . D· , . -----
. . -· .. . ,.··:;_.~ ... · ;: ..... i,._._ 

, . · ·Specify Sympiqms with DuraiwG 

1. General I Constitutional Symptom ~ 

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

2. Cardiovascular Symptoms 

3. Respiratory Symptoms 

4. Gastrointestinal Symptoms -<:£? 

~ • . I 

5. Genito Urinary Symptoms . .. v 

6. Neurological Symptoms 

7. Symptoms Pertaining to Eyes, Nose, Throat, Ears, Joint~ ~-Skin~ .. 
. . . . .-. . .. · - . . 



PHYSICAL EXAMINATION : I 6(9/ f <JV Height cm B.P. mmlhg · 

Weight kg Pulse ~'< /min. Regular/Irregular 

Resp. Rate /min SPO? '3.K''l ' ' 

GENERAL PHYSICAL !=:J,<AM : Pallor Absent @! Present D 
leterus Absent IT Present D 
Lymph nodes Absent i:::r- Present· D . . . 

Pedal Edema Absent B Present D · 
JVP Normal .,.--

°' ' :<JN: Normal - ·; 

RcSPIRATORY: Inspection Normal r--

Auscultation Normal 

Added Sound Nil 

CARDIOVASCULAR SYSTEM : S1, S2 Norm<JI 
,.---...._ 

S3,S4 Absent o=- Present D 
Murmurs/Rub Absent D Present D 

GASTROINTESTINAL SYSTEM : Inspection Normal .----. ~ ' ' 

Liver Palpable D Non-Palpable [3- · 

~ Spleen Palpable D Non-Palpable E} 
Kidne~ PalpableO Non-Palpable LJ-
Auscultation Bowel Sound 

NEUROLOGICAL EXAM. : HMF Nqr_rfial 
@' . - ' . 

Cranial·Ne!Ves Normal 

No Neurological Focal Deficit 

GYNAE EXAMINATION. : Breast ----1'---------'------------
PA 

PS 

PV 



LOCAL EXAMINATION 
t§l~ ~ 51~.~~~k<I, ' '•, 

' q!.l>d/'Q~ ~y--0~, ~~ JJJ;qvf2_> 

·-
PROVISIONAL DIAGNOSIS 

PLAN OF CARE & MANAGEMENT 

. DIET, ADVISED.: 

EXPECTED OUTCOME : 

' ~ . ' 

t~~~ 

l ' \., 

A_~~~ t 

~1·.a.~g. 

-j ~ \-S\1.A <'.'.{[',(_ .-+-o ~ 
\V ~'Y'f0y 

.+ ~ ~tA ~a. 1\1-~~ ·~ 
~ ~ \ '<'Ql.""2J>-,~' ~ ~ 1'ct 1~ 1-y..1, 

·l'O .',,. ~ !( ~ --'w- ' 

' ' - ~ •• ~ ' I 

i nature of Medical Officer ........ ~ ...... .. Signature of Consultant ............................................... S 9 

N · Name ......... ~~./~~' ....... ~ ............... . ame ........................................... · ................................ · . 

Date & lime ........ :tt{l..{./.7 .................... , .......... .. 
. < 

9 
QRG/HCflPD/Fnn/20.12/ED2017N1 .O/RevOO 



1m11fllilli11JDWIUIC!IDD .---
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~ : 07/01/201913:43 =>lot no. 1, Sector -16, Faridabad, 121006 
56 Y/M cai1ccuoo1 I rel: 0129. 4330000 · 
Dr. Rakesh Rai SaJn 

_1mm111m11Ja 1 . 

.. -~::.· c·~RG • ••••••••••• 
:::{·:·::: 

• • •• ·• .. ·.::-;·.:· Health City · ... 

· - . , · · · · · DOCTOR'S NOTES . . . . 

Patient's Name ........ , ............................................................................................ Age ................... Sex [ " ] Male [ ] Female 

PU ............................ : ..................................... !PD .............................................. ff]\ ff]\ ®•-11 ff]\ f6Y-. @-'< 
' . . ~~ - ~~A . . 
u·nit ................................................................. Room I Bed No. ... ....... .... ......... .... 

0 
, 

2 3 
.. 

5 
.: 

6 1 
" 

11 
-

10 

Plan of Care 
Wong & Baker Facial Grimace Scale: NoPMi MldPnin UodorW s-.. v.o-,s-• Wl:n!Poalblll 

QRG/HC/IPD/Frm/20.06/ED2017N1 .O/RevOO 



Plan of Care 

Date I Time Notes 

.Bf-

Expected Out Come 

[ ] Excellent [ ] Good [ ] Fair [ ] Poor [ ] Guarded [ ] Unstable 

Preventive I Curative I Rehabilitative Aspects (If any)--------------------

QRG/HC/IPD/Frm/20.06/ED2017N1 .O/RevOO 



. . . . 
'• .•.•.•... T Mr. Rakesh Verma 

56 Y/M CCU/CCU007 

Dr. Rakesh Rai Sapra 

DOA ' 07/01/201913:4) 

QRG Health City .· ... ·:. c·~RG 
:::·:11:·::: 
.-::·::~·::·. Health City 1mmDJm11m1D[JJCJD1 

Plot no. 1. Sector-16. Faridabad. 121002 
Tel: 0129 - 4330000 . . . . . ... 

·--- -
•IP No: 33·19/237 
Mr. Rakesh Verma 

UHID: 100055633 

DOA : ~7/01/201~13:4'.!_ 

· . . _ .. · :·· .Q.OCT'OR'S.-NQTES··:,..· ·.' ·. :· .. ·:,: -....... · ... ··, . . . . . . .. .. . . . . . ~... •' . " 

Patient's Name ... ································ ... , ... .......................... ....................... Age ................ Sex [ 

PU ..................... ·· ·· ··· ·················· · . .' ......................... : ... IPD ........................................................ .. 

• Room I Bed No ................................... .. Unit .................................................................................... .. 

Plan of Care 

- ' 

] Male [ ] Female 

Expected Out Come ----"-------------_:_ _ _:~3:;:(.;i~~..OD _______ _ 

~ 
QRGHC/IPD/Frm/06Ner0.2 



Plan of Care 

Date I nme Notes 

QRGHC/IPD/Frm/06Nertl.2 
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·····~··· . ·•\ .... 
··.:·:::~~=.~·· Health City ... 

56 Y/M COJ/COJ007 
Dr. Rakesh Ral Sapra 

1m11DI.DIIllI]1;m m DD 
IP No : 33-19/237 UHIO : 100055633 

Mr. Ralcesh Verma DOA : 07/01/2019 1):-43 

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

M 

" : -- .. · · · · . ,... · DOCT-OR'S NOTES · . " - : ,,.. · . .. . "· ' " ·:. '·· .· .·:·-·:.·. ·: ... _. ; .. ~ ..... ; :·i , .. ·. ··.·· ~ . : ::·,·: .. ·.:·. ': ·.· 

Patient's Name., .................................................................................................. Age ............ , ..... Sex [ ] Male [ ] Female . . 

PU ....................................................................................... IPD ......................................................... : ....................................... . 

Unit ...................................................................................... Room I Bed No .......................... , ................................................... . 

Plan of Care 

Date I Time Notes 

~· 
' --------'--------_;-'--'--_;------------------~ 
Q~~~~-l-~~~-rl¥+-~~+.-J......:,.W..-"'-~~~~~~~~~~ 

Expected Out Come -----~~::;_ ___ f'.....J..._c __ ~------·-----------....-
~ \Jb."1 KU 

ORGHCllPD/Frm/06Ner0.2 



Plan of Care 

Date I nme Notes 

+ 

~~~~f---..-.,.--~-----.-~~-,--~,.---'-~-.--,-~~·-'-'--':-~~~ 
~~"~' .. ___:__'.~1-::'c_~A!:~et--:=-a~'~'~~.~~~~~~~~~-=-~~___:_~~o 

JI-. .No 

.>- 'A.S ·. '-
' i' 

.. ' ..,._ 

., 
' I.. I •' • 

' ' 

Expected Out Come 

\ . 
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11r. Rakeh Verina [JOA : O//OJ//''lYJi 1 

;5 Y /M CCU/CCU007 

lr. Rakesh Ral Sapr.:i 

1wuniarn:11:1i:mrnmm 
O'-jl' _•_ l}_:lQ/?17 llHll) • 1(1{1.f'lt;r,i:;1· 

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

- ·. ·.- · · . . .. ,··DOCTOR'S NOTES· ': :.-. _-·. __ , .. _ ·: ··. . ... :- .. ··. ·. .. . . - ' . . . . . . .. 

Patient's Name .................................................................................................... Age ................... Sex [ ] Male [ ] Female 

PU ....................................................................................... IPD .................................................................................................. . 

Unit ...................................................................................... Room I Bed No ........................................................................... . 

Plan of Care 

Date I Time 

CA.P-

Expected Out Come 

QRGHCJIPD/Frm/06Ner0.2 



Plan of Care 

Date I Time Notes 
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• a.:' ••• 

r. Rill<.csh 'lcm1a OQ,'\ : 07/01/Z0\9\ l ·l 

6 Y/M ccu;ccuoo7 
r. Rakesh Rai Sapra 

11111 mnmuu ui:11;11:11111u111 
QRG Health City 
Plot rio. 1, Sedor-16, Faridabad, 121002 
Tel: 0129 -4330000 ·• .. ·:::~·-:· Health City· 

0 • • O No : 33·19/237 UHID : !0005Sb.LI 

L.:-.~============-~ 
DOCTOR'S REFERRAL NOTE 

· Patient's Name ..... , ............................................ , .................. Age/Sex ................ '. .......................................... : .. 

UHID/IPD No ................... : .. ,.: ........................ : ...................... Diagnosis ......... '. .................................................. . 

Referring To ....... ~ .... ~.=-:...:::J/.L .. ~eferred By ................. : ........................................ · 

Reason for Referral 

' ' 

Recommendation by 
· Referring Consultant 

0 

Doctor's Name & Signature: pate: 

~.'7.~~. ~ 
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56 Y/M COJ/COJOO? _,
1 Dt. Rakesh Ral Sapra 

1mmaim111lilm1rI1ma1 
lPNo: 33-19/23] 
Mr. Rakesh llenna UHIO: 100055633 ' 

- - _r::.t:._v1u _r011r.('l iM'7 OQ,t. : 07/01/201913:43: 
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QRG Health City 
Plot no. 1, Sector-16, Faridabad, 121002 
Tel: 0129 - 4330000 

· BLOOD SUGAR RECORD · . 

Patient Name ............................................................................. ., ......................................... Age .................... Sex .. : ........... .. 

Diagnosis .................................................................................. Doctor lncharge .................................................... : ............. : 

Date , Time Blood Sugar Hypoglycemia Agents Signature Remarks . 
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Date nme Blood Sugar Hypoglycemia Agents 

. 

! ... ·. 

QRG/HCnPD/Frm/20.16/E02017N1 .0/ReVOO 

Signature 

• _, • f ! 

. . '. 

Remarks 

. 
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MEDICATION PRESCRIPTION AND ADMINISTRATION CHART L 

I 

NtrM& Sign o.te to - r .. (a 
Oat• & Time Nam9 of v.. Drug. Ooee Rout. Frequency ol Doctor8 Std.~ 2..,, ,.,. 10am 2pm &pm 10pm 

q,y\V\ 
T~ (OM.Jo(} (j ~~ t?/a /30 

Time • fn GP' 
' 

Slgna1Ul'e :.u• ~ IOCMck 

To.1:> ~n /So- flo f!.j) Time .,. 
( ()/' ~ /of' 

Slgnatln 

~ IOCl>kk 

4.(; ffo OJ? 
Time to/. 'T o.J:> TUNAC.T Slgnatlre 

~ IOa-t. 

def''~ 
~ Time 

( OfnD (Of' 'To..h 7~~ 1'/o ao. ~ 
ioa_,i. 

- Time 

)It(· CMJld u- 1.-d,o )1/ 6~ ~ 
ma...1< 

/~ ff o k rm. 

dt~; I'? et/ in/ top 7o.JJ VcM.hf-7 ., Q;' 51gno..,.. 
IO CMck 

~f L.G 0 2.. .:i'o~ I flo 00 
y {/ Time (of 
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ID et.ct. 

.Sr 'lo· l~ 84t\ f/o nm. to I To.-0 j(.S ~ 
( IOo.ci. 

Tel.6 · u~voFloX ~ .fla rm. llfY1 OJPI ~ D'l-~ ' ioa...i. 
Time 
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/ 
Time 

Slgna•-
IDCllOdt 

v Tim• 
SlgNo ..... 

/ ID Choci. 

/ Time 

~ 
ma-a 
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/ Sign.>1Ul'e 
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STAT MEDICATIONS 
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/ HIGH RISK MEDICATION ADMINISTRATION AND MONITORING 
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MEDICATION PRESCRIPTION AND ADMINISTRATION CHART 

Name&Slgn Dllte :.r I I l ~ 
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Dr. Rakesh Rai Sapra 
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. " ... · . CLINICAL. CHART .... . . 
• ••' e ~ . ,{ .. ,• ' 

Day of Hospitlisation q o\ I 1 <) ~[)-f.(0 
' PM. ' AM Temperature AM AM PM AM PM 

c F 2 6 1C 2 6 1 0 2 .6 1 0 2 6 1 0 2 6 1 0 2 6 1 0 2 6 10 

. 

41.1' 106' 
40.5' 105' 
40' . 104' . 

39.4' 103' 
38.8' 102' 
38.3' 101' 
37.7' 100' 
37.2' 99' 
37' 98.4' r 

36.6' 98' 
/ 

v .c 
' 36.1' 97' / .. 

35.1' 9V ~· 

'::> 
Pulse Rate g1 i1 ~ \lo ~.~ q' 

Respiration I~ 2,_< ~ l~-;i I)_. 
~' 

Blood Pressure \fl,' \~-

~ ~ I~ !Jo 

~ I~ -
~ ~ F I 

Pain Score 6t. % ~ \h' or, ,•;,, I 
.I ~rine p r \:- !(- (> v I 

Bowels 

"" 
'! '! ,,. I 

Diet NcQfYl!\L l.€\fl) N· Q. 
Blood Transfusion t---\\ \ /\..J1 / 
Total Intake rC2/eO / 

/ Total Output Li~ I 
Antibiotics ...-- ~ I 

I 

Allergy 
' '~l..- Al.'!,.( 

Miscellaneous \ ,~ - "~- . knoo.J0 
v , • 
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1 Dr. Rakesh Rai Sapra 

' llllJillllllDIOllDIDllJOIIllD 

. INTAKE AND OUTPUT RECORD . 

Patient Name (/rV'ff ~ f.,_ I/ { ?JN\ tJ.. 
Age ')6 Sex /0 Dat (/ e -

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

Started Remaining Infused 

BAM ]oo""'i 1»-
9 

10 )_oc...-1 4,-o 
~ 

11 

12 N n'"' 11'? 
1 PM 

.... ,,, 
/ ' 

2 ' 1 "' 0 ""'- \_'ll / 
3 / 

/ 

4 / 
5 / 
6 / 
7 / 
8 / 
9 / 

10 / 
11 / 
12MN / 
1AM I 

2 I 
3 I 
4 I 
5 / 
6 

I 

/ 

7 / 
Total / 
Total INTAKE in 24 Hours Total OUTPUT in 24 Hours 

BALANCE 

QRG/HC/IPD/Frm/20.03/ED2017 N1 .O/RevOO 
Nu rs~~ 

' 



..... :..- .. ,.~AG .::·ii·· .. ~::. '1 . ••\ :.··. 
··?;:\~·::· Health City ... 

Plot no. 1, Sector-16, Faridabad, Haryana 
Tel: 0129 -4330000 Fax: 0129 - 4330033 

IP No : 33-19/237 

Mr. Rakesh Verma 

UHID: 100055633 

DOA : 07/01/201913:43 

: 56 Y/M Twin Sharing 4/TS1250 A 

, Or. Rakesh Rai 5apra 

tllllmliilUIOllllll!lllllllHD ----

INTAKE AND OUTPUT RECORD 
Patient Name K1 fJJlh (}<JI f{I 0 Age56 Sex /Y) Date qCr(Lq 

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

Started Remaining Infused 

BAM 

9 

10 

11 

12 N 

1 PM (_,(..t) k:/-4o ,_, 
2 (.LU-(~1 u""f 
3 \--n. ?,o~ 

4 ?.o~ \;00"" 1-v. 

5 '3. 0 '"""'' 
6 1.-0\...0 ?.oo...{ 11,-0 

-
7 ,-:i,...""' 
8 <d'°wJ ~11"1~ [);-i.," 
9 _Q (f(Y)) 1 oall") LIAD 

10 nrrm\ • &l(j{'>) 1,ln1 i Cl' Cf'l'J-1 
11 --:"./ t\ rYl) 
12 M~ Qt\rn I 
1AM ~.1- '" Q, i.,U \ 

2 
~ ·-

3 

4 

5 

6 
, 
1 p(lA /ii.JO 0 -n l r r1rf(I) 

7 t M\{Y) r I .\1) 

Total 3 oO I ti D 1\ If f)Yf. 
Total INTAKE in 24 Hours l Qno Total OUTPUT in 24 Hours 1-Jr;~ 

BALANCE 

QRG/HC/IPD/Fnn/20.03/ED2017 N1 .O/RevOO Nurse Signature 

. ~ 
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lP No: 33·19f137 

Mr. Raush Vem'IO 

S6 Y/M CCU/COJOO? 
Or. Rakesh Rai Sapr?I 

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

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

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

_ I under.stand that the confidentiality of all medical records shall be protected to the fullest extent of the law. I also 
-{~~onsentto the use of my medical information for research purpose or for insurance purpose". 

' 
I understand \hat the estimate of the treatment given to me is approximate and depending on my I patient's 
condition /course of illness there may be a significant variation in the medical cost. I agree that the running bill of 
the hospital will be settled within the specified period of time during the stay at the hospital. I undertake to pay 
the amount due to the hospital, prior to discharge of tile patient. lncase. we change to higher category of bed. we 
agree to pay t_he requisite room charges, surgical and other allied charges, as applicable to higher category for 
the entire stay. · · 

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

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

· I have received visitors pass and attendant pass. I here~y agree to abide by hospital rules and regulations . 
• 

r:;;;f11 disputes shall be under exclµsive i_urisdiction of Delhi Courts. 

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

Authorisat,ion by next of kin 

The patient is unable to give consent because ................................ : ............................................ :· ................. .. 

Arid 1, ..................... : .................... : ............................................. (n~me/relationship with the patient), therefore, 

give consent for the patient, I acknowledge that I have had enough opportunities to discuss my patient's 

management, with the physician/designee, and hereby consent fbr 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. 

~~ 
:?fi/)) 

·Signature of PatienV N~xt-cif Kin (relationship) 

••••mm~.~.:i., 
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Mr. Rakt:ti Verma 
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Dr. RaJcesh Rai Sapra 

liiJ IHllll IIJ l}[l IJI m DUI 
";'••· 

IF 

S< 

D< 

I' ~:; CONSENT FORM FOR HIV TESTING AND~~REffiE.Sifi[6~0.l!JJ~$El!IN:G• ' ':_, 

c 
~:Patient's lnfonned Cons'ent: · . . · . .· · .. · . 
~- - . 

~
This is.to-state that I have been i:ounseled about the HIV test and··have beeri explained· about the implications 
pl the iesfresults. All the details pertaining to HIV ... ~ 1[am;mission,"J)reventiof1, testing procedures, its limitations & 

_interpretation of the result have been explained to me tn manner and language· that I can understand. · 
l·~-- . . r . . . 
i I: hereby give my consent for the test (s) to be conducted in order to ascertain my HllJ sero-status. 
,. . 

--,·. 

'::&::::~.:·:.:.-~:=".' ~ ' ' > 
Signature/Left thumb imp~i~n-~f the ~~endan~ ......... , ... ~~c.:-: ................................................................ . 

. " ... , , . . - -y AJ{f;L I 

. Name.of the Attendant (In Block Lette,r) ................... 1).T.J.~;p:ru ..... ,,, ..................................................................... .. 
. '. __ .~. . • . ;.i.:-::;· : •.• ' 

·;Relation-~ the Patlent ..... JO.N .. : ...................... : ............. : ................ , ........... :··· ............................................... . 
~:oate ... 1./.r.h.?. ....... : ..................... : .......................... ; ......... nme ....... &.f..~.: ................................................ .. 
w.· 

~;~ qft l{'f ttl;>lfi't tp,i: . . 

Y>r "ll1;" ~ CROT/'ilffift { fcl;" -~ ~ ~ ~ <t ifrt,,.1'" ~- ~ <!T_ ~- t ~ ~ <t 'lftUffJlT <ri 
·~~'f-<ift fc'l«No. \Jl1'1ci>1~"i ~·:\ft~ 't1/~,:;~.'.3ii{~ <f" ¥ f<ffiro \Jll'1ifil{), ~ ~-
• -m_J?l. _-- .-~lffDT vf!l>m. ~ <tft -~ ~. ~·-1m <t f.r>;ijil!f <tft 1Ift \111'1<1>1~1 ~ ~ ~ <!T ~ t. fG!xt 
>:o~ ~1"fl"ilRft {• . . . 

· >T ~ ~ -.tt ~ ~- ~ mt~~ ~ urr-A <t ~ m m <!ft ~-~ ctr<ctr ;<fffifi if 1 

WIT -if; i;t<i1i:1'</~ "~ <l1l f.mrf .... ,:: .... :.:::_.: .. : ... '.;;·_.' .. : ......... : .... : ........ , ............... : ................................................ . 
~~ il>T 'fill .................................................... , ..... :: ....... .-............. : ............ : .. :·., ............................................................. . . . 

' .-· 

· . R~a <:1'< i i;w1i:1'</~ -~ q;r ~ ... ?:'.::::.-...... : ... :~:,,'., .. ' .................... : ........................................................... .. 

{ R~a <:I'< <l1T 'fill .""" .......................... , ............................................................................................................................ . 

[; WIT <6 ~ 'flHl'q ··-----··---·-····---··· .. ·---.. ···-·-·· .. ··-··· .. ···--·---···-···-·-····-··· .. ~··-·--· ................................................................ . 
~:. ~---· .. ··· .. ·····-·-··--.. ·-···--······----·-·-·--··-,----.. ·---------·-··~---·-··---·--·~ .............................................................................. . 
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I ,.~ .. 
Counselor I Doctor's Coinmitm~nt: 

\ ".\- C) "Ll--::, 
I 

I, 

· Lhereby state ·that the patient I client have been counseled about the HIV test & have been· explained about tr 
irnplications of .the test result. All details Pertaining to HIV, its transmission, prevention testing procedures, ,t., 
limitation & interi>retatiori of result have bel:ln explained & the patient I client has given his I her free & inform,0 c 

consent to conduct an HIV test on him I her. I, the counselor, will do everythic•g possible to assure that the conse.1. 
of th.e patient .while. havirig over the report. · , , . 

~~)~~~h~:c;~ifu'tk~~~~'·~,:·: ,;> .. · ·.··.•:··'·, · s;,,:,~; ~:""" 
Na.me (In Bloc.I\ Letter) .......... QR..:, ... }/.!..fJ.f..N..'J?f.R ............. .................................................................... . 
Date & Time · . · '. ...... :/1..~;t1...9. ....... :,.0., ....... q_..(J.~ ................................................................ .. 
4'<1'1:tfG1t11 I ~~ffi<t> ~ uRlq<iicil 

>r ~ ~ m;irnfi t fcl;-~ ~ ~~ m cf; .m t'f ~ ~ ~ l'J<lT -g «<i t\'<.: ... 
4R•11<il· cf; m t'f ~ .. ut1'1C1>1<f1 ~·<ft ~ t I ~antift °tT ~ f.ffij<f \i1Hif>l-ft. ~I ·~tfif.1~1· 
Wi;mii. trfurur. Jlftl>m; ~ <6t ~ ~ 4R•11'l'I· cf; ~ <6t ~ "11'1<!>1<!1 ~ <fr ~ t 31'l-x x't<fl ·! -: .. 
<l>T ~31$ft ~ m. 'ifft t<ld"'>ldi ·~. 'L'f .~ JIGR ~ t I >l. tf~l'Wf~l<il. >rt: 311~1Hd 'l>{"·/ 

·. ~ iR Wr<r Cl>)Jlm. ·~ ~ lffi'l'l'Vf· ~. <6t ~ ~ m cf;' 4R"ll'l 'Jl<Flm <~ uni;•! I 
I{ '{!f:lflila ~ { ftp Wit.~ ft4'fc: 'fll-c«l ~· ra cf; '11Rio WlM llGR f.Fm ~ I 

·~, ·. ' 

·~ ' . ' ' 

'· . . 

· Q\!111::rfc:1a1/fiffcht-uct> ct ~\m1\ 

"Ti1'f ............. : ................ : .............. : ...... : ............................... : .. : .............................................. ····· ............ , .... , ......... ''' ,, ''' 

Fc;.riq; ~ ~ .. .. .... ........................ .... ........ .............. .... .. .. .. .. .. ..... .... .... .. . .. .. .... .. ..... .. .. ... .. .. .. .. .. ... .. .. . .. . .. .. . ... ' 

' 
Notes: 
1. In case of minor, the consent should be obtained from.the parents. 
2. In ease of um:<insci()US patient's where there is a neec:J for diagnosis of HIV for management of the 

· patient, consent should be obtained from the parents I spouse l closest relative available) at that time 
3. - In case of no· attendant (s} :;s ·available, the test, if neeessary for management may be carried out 

on rec<immendations of two attending doctors. 

" 
~ ,· '. ,'·.· .,, ' ' 

~~IT~: 
. 1". '1"ft <i> '11 ii I ~ 11 ilf;t. CR \fficf; lffifT filar °tT '{'f '« ti 'l Rl <'It ~fl I 

2. 1f<fl\jJ cf; ~ ~ 3l<R'llT t'f ureff \fficf; ~ cf; ~ ~~ ~ \Jllil ~ t!. \l'fl<i> 111\iT· 

filar;'l'ftt-1Wfi/'1\i1Gl4>1 Rll"GI~ ~ '«t;'lRI <'IT ~I 
3. ~<ft ffi1.lffr t'f \ifilf.I> ~ ~ ~~ cf; ~ ~ 'i'tq_'C;' 'it! g \'Q. i3"tl~ \l'lf<ITT q'; ~I'\/ ~T<3f r~ ,l) 

~ "1i'if ~ g, ffi ~ <:l ~f<!>Hl<!>). ~. ~q;1R~ff CR ~R <l>°'llfl \if! ~f<!i1111 

QRG/HC/PATH/GENCF02N2.0 
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IP No : 33·19/237 UHID : lOOOSSG33 

DOA · 07/l'll/7Cl'J 11 4 

56 YIM COJ/CCU007 
Dr. Ra~ Rai Sapra 

1 mm Ill Ill ll.I r.m rn [:I rn 

•II•1~E0.1#1~ilje]\11~ij•]tl#li'ljii-iil~[CE~!11@@!4-i@'(Cio16J~~13lffi©- ·-
-wEi,f*iMkJQWWi1CW.i8•stWW~¢:m®IW~·ltE1--·-~:- · 
Patient's Informed Consent: 
This is to state that I have been counseled about the HIV test and have been explained about the 1mplicat1u1 
of the test results. All the details pertaining to HIV, its transmission, prevention, testing procedures. its limitations ,, 
interpretation of the result have been explained to me in manner and language that I can understand. 

I. hereby give my consent for the test (s) to be conducted in order to ascertain my HIV sere-status. 

· Sig~ature/Left thumb impression of the Patient .................... '..: ...................................................... . 

. . 
Name of the Patient (In Block Letter) ....................... :: .............. .'.:,~ .............................................................. . 

¢.'b~nature/Left thumb impression of the Attendant.· ......... : ... ~~<.-:: ..... · ................................................. . 
Q YMJL1 

Name of the Attendant (In Block Letter) .................. ,.n.T.JtL'!J.1\1 ................................................................ . 

Relation with the Patient.. ... j'Q.N .. : .................... :····:: .... ,,..: ......................................................................... . 

Date ... 1../.f.iL.?. ................ ~: .............................................. :.Time ....... &..;P~.: ....................................... . 
'lfui! ~ Tf 'Ii iPI fc) 1:P-{: 

1f m;-~ <ITTOJ/qmfi { flP >:¢ 1('i'I ~ <ft ~ <ITT -q· ~- ~ c!t ~ ~ ~<f ·~-R <ti llR 0 11·' 

f.rsqi~ <Ill fc'lt<Ha \Jll'l<t>lift ~ c(t ~ t I lffe 1('i'I ~ <fr ~ ~<tf ~f\)\l "11·1<!>1~l ~<l>T s;:H11;,. 
'1<!>2lfll. trtl°lffOT m=il>m. ~ <Ill ~ ~ qR011q ~ ~ <Ill ~ ;:n1~ -;;-x=r <r.f\q'; ~ c!t 1d ?.. 1 

-4 wrsr '1iITTfT I~ { I 

1f ~ GT<T ~ 1('i'I ~<ft <M-~ ~~~~~Rm <Ill -m;lfft'l >i<;A <Ral/<tixSr '· 
~I . 

Gtt>fl ~ \Hillffi I~ 3l1@ <ITT f.mR ............... :::: ........................ ,.. . . ..... . ... . . . . ............ . 

~ Q>T "'1"f'I ·······························-················:.: ... :, .•................................ :'. ............................................................. . 
. ' .. 

R~a <:H <6 t:'k111H'< /~--~ Q>T· f.mR ........ : .... '\.: ... .':., ... : ............................................................... . 

R~a <;1x q;r 'WI .................... .' ................... _ ............................................................................... . 

~ <6 ~ ~q ···········,····································'·····················-······································································ 

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

QRG/HC/PATH/GENCF02N2.0 



Counselor 1 Doctor's· Commitment: 
Lhereby state·that the patient I client have been counseled about the HIV test & have been explained about· 
implications of ·.tf)e test re~ult All detai.ls J)ertaining to HIV, its transmission. prevention testing procedure~. .. 
limitation & interpretation of result have been explained & the patient I client has given his I her free & inform• 

· consent to conduct an HIV test on him I Iler: I. the counselor. will do everythi,,g possible to assure that the con''· . 
of the patient \Vhile having 011er the report. 

~1~;~1,;~;f~~~~;'.\;c;~i : ,\';g 'i • ,;grio<~ ~ ~:::::~oo• 
Na.me (In Blac<!c. L11tte~) ....... ,.QR..:, ... ,V(f/.l..t:J../:9.f R ............................................................................ ·· 
Date & ;;me. :: . . .:: ... 1·l~:tl..·.~ ...... :,0. ....... q __ .(J.~ ... : ............................................................ . 
4'<t'l:tfGtor / ~~ffiif> -~ siRlil<iim · 

'if ~ ~ ilffirr/<rnft t fcl;- 1ffu"il q;l ~~ ~ <5 m ii ~ ~ ITT! -rrm t 1'i'f tn:: 
q~•1111l <5 m ii fc'ffifa \ifl'1Cl>l<ft ~ <fi ~ °t I 1/Tf~ ~-.. ~ fc'ffifa \ifl·l<t>l-fl. l;<fifiT s;ft1f11~1-1 
~%ll'i. ~/ff11T ~. ~ <tit ~ ~ q ~ OIJ iJl <ii ~ <tit '[ft \if l'1 ifi I >fl ~ <ft 71:{ !_\ 3fh x't-.fl Of { ; 
<l>T ~~ ~ m ·<flt 't<ld...,.dl ~ 'l'f 'Ht.l'lRt IRA <flt °t I lf. 4~1'l~fGl<11. >TB. 3TIV<'ffif <J,,1. 

<tit ~ ·. ~"'!Cf "'l ~m ff1rr <tit lffi'llf 'fl':l . <tit · ~ ~ ~ <ii llftufT1'! 'l''i<Fl'm w ••ll lf'f ' 
. 1f ~f.l~i!d i'ffilT { fcl;- Wft q;l ~c "'ffllffi Wflf· tfG <fl \31Rl'<f 1:ffilM "SfGR ~ ~ I ~ 

Q 
. '. 

OfTll .: ...... : ........... : ....................... : ............. · ........................ : ........... : ........................................................... . 

~ ~ ~ ................................ > ................... , ........... : ................................................................................. . 

Notes: 
1. In case. of minor. the consent should be obt~jned from .the parents. 
2. . In ease o( unconscious patient's where there is a n~ed for diagnosis of HIV for management of ih~· 

patient. conslint should tie obtained from the parents I spouse I closest relative available at lh3t t."· 
3. - In case ofno·attendanfls):is available. thetest. if necessary for management may be carried out 

on recommendations of ·two attending doctors. · 

~rr mw: 
1. wft <5 '11 ii I ~ 'I M q-.{ ~ 1ITTIT fl«rr ~ 'ff. ~~ <'It unirft I 
2. ~ <5 ifmft <tit ame.lT ii uft.li ~ ~ <5 ~\( ~31Tt<fi <!ft \i{fq \if-Rt -g_ \RI'~ 

fl«rr I lffn-q('jt I '1 \if <fl~ fh1h: I~ ~ 'ff t.l'l RI <'It ~ I 
3_ ~~ ~RI -q \il<lfcl> 'lfflur <tit ~©'ilcl Cf} fu\( ~ ~<: 'fift t '{<I. ;ort1'li 'Q'l<ll~ ¢ f-~~ 

<!ft \ilhJ ~ t. <r6'i ~<IT Rlfclktt<t>)" <!ft Ri'l>IR~r'r. tR ~.-c: <1><rm ;;n ~1<1> 1 111 

QRG/HC/PATH/GENCF02N2.0 
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.. ~:: .. ORG ••••• ••••• . . . .. 
·• .• : : • •• :· Health City . . . 
Plot no. 1, Sector ·16, Falidabad, Haryana 
Tel: 0129 -4330000 Fax: 0129 - 4330033 

·~
~,~.-:--.-,-~~1.~~=p:---~UH~ID;;-:-:~1000;;;;s:SS63i6333~..,--..,--..,---1.\ 
1, ... ...; v- DOA : 07/01~019!3:<3 "\ 
1; Y/M CCU/CaJOD7 
1

r Rakesh Ra\ SJpra I 1111111\llllllllllllllOIDllD _ .J 
.__ ___ ...... ___ :_._ • MEDICARE 

CONSENT FOR ANGIOPLASTY I ANGIOGRAPHY · 

~\~ 11 I.\ "' Ve.. Y V>'\ "I . . tu -- Pe I, ..............................................................................................................•................... relative ( .............. ! ............................................. ) of 

Mr./Mrs./Ms ...... R.4N.e .. j_,h .... : .. v~ .. l .. ~ .. '-"'..L ..... J:············································: ........ (Patienfs Name) give the consent 

to perform ................................. . .p.:;::1..tfh::::t.s:J.0: .......... :.: ............................................... : ...... (Procedure's Name) to Doctor 

· ........... · .. (Jft.·{(•6(;··£o-/h,•··························· under ......• :.:.);,# .. Ca,/.. ............................................................... anaesthesia. 

-~: The procedure with alternative treatment required, prognosis and risks of not getting the surgery I procedure done 
~ arealsoexplainedtome. 

2. I have been explained about the procedure in detail and I am aware that during Angioplasty the patient may require 
general anaesthesia I intubations or urgent CABG. The doctor has explained that if any eomplication I risk happens 
during the surgery, then they will be treated as appropriate.• 

3. I have been explained about. the usual rate of Restenosis (i.e. 3-5% with Drug Eluting Stents. and 8-12% 
with Bare-metal Stents). · 

4. It is also explained to me that any photograph or video recording of the procedure or a part, may be taken during the 
surgery for educational or research purpose. · 

5. I have been explained about the financial charges for Revascularisation or Angioplasty. 

s · \&'J 'J~Yl'V\ (/I . . 

I ...... : ... ll\.~ .. 1 
.••••••••••••••••••••••••.•••••.•••••.••••..•••••.•••••. Hereby authorize Dr .... f?..-./f--. .Safl<.e...................................... to administer 

such necessary treatment, as considered therapeutically necessary during the course of mentioned procedure. 

• I also consent to the administration of any anaesthesia as considered necessary for the operation I procedure. 

Q• I also certify that no guarantee or assurance has been made as to the results that may be obtained. 

• ·.1 fully assure my co-operation to the treating doctor during the treatment course. I will follow the doctor's instruction 
after procedure, regarding diet, medication and any precautions. 

• I certify that in case of any complications or mishappening, I will not blame the treating doctor or the hospital. 

The possible complications that m'!y arise during the procedure are: 

1. Local Hematoma 

4. Arrhythmia 

2. PseudoAneurysm 

5. Myocardial Infarction (Ml) 

3. ContrastAllergy 

6. Or may even death 

:::: :: ::n:n:s:··_·$.~;··;··~-·;······-·.Y.~·;·;~-~·-······················· ::::::~::: ::.:::::::::::r.~:::::::::::::::::::·:::::::·:::::::::.:::::·::····:::. 
Date: ..... 'J,., .. J..c..l..'/ ............. 

0
."K.... Relation with patient: ...... ':11:.1: .. f..~ ... : .......................................................... , .............................. . 

Signature of Cardiologist:~····························:··:···········~·· Name of Cardiolo9ist: .. & .. ~./?-.. a..~~······· 
Note: 1. Consent must be signed by the patient. In case of.a minor or when the patient is physically or mentally 

incompetent then a nearest relative, may authorise. 
2. It is clear that only local court shall be the place for all legal disputes. 

• Only in case of Angioplasty 
QR9JHC'CUFrmll.031ED2017N1.0IRevOO 



.. ~.::'.· c·;>RG . ···=···:_.: .. · •••••••• . ..• . .. 
··.:=-Jr;=::: Health City ... 

Plot no. 1. Sector -16, Faridabad, Haryana 
Tel: 0129 · 4330000 Fax: 0129 - 4330033 

':v. ' Patient Label 

"_ -, ,-· _ .... _._ ' .• - . ' ·• I '. ~ i> • , 
' • I \t " -" • • 

' .... \ ~· . - : 
. ·' : ' . . 

MEDICARE 

l'j .................... _._ .... '. .. : ... : .... i ........ ; .............. ~( .... __ -_ .... :.: ...... : ....... ), . 

~ ~ ~_;~~--_ -:-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_. ~~~; ~-~@- ~- ~;--_. :-_-_· .. :-. ·:-.-.-.-_-_-_-_: :·:-_-.-_-_-_ ·:-. ·:-. -~. ~-.~! : 
~ fil;cti"' GR! f.'r:'ffirr m:ifcl <i> ~ ~f<i;<"f11 l!R"l ~ i!lt ~ -@I~ '{1 · ' • ' · • · • · · 

1. ~ 3ITTmT<!i ~<!if<:<l<!i ~f<i;cti1 m:ifcl <i> fcl'fll i{ 31\'{ ~ Rifihffi; <mft'l 'l 'Sl1'<f <lR') <i> ~ <i> fcl'fll i{ 'If\ .<fflrm vrr ~~I 
2. ~ ~f<i;cti\ imf<l '1t; fcl'fll i{ T'f ~ °1l t1%MI Y!T ~ ~ 31\'{ ~ W<! ~ fi); \jfG1I01)'<'11<i!l '1t; W!<1 *fi qlt WrRr........,, 

f.'r:-mIT I '1oft GRT ~!!<WT 3!"'101 'tllq<l\\;\'\ <!lt ;,i1q'!4<t>m ITT~~ 1 ~f<i;ffi<!i -:t v.; 1ft "1%1141 ~ fi); ~ "'""fil>"' <!> W!<l~~
<!iW WIBIT /~ ~ ITTm ~<fr""' <fi ~ ~ R\fi);cti\_ <!iX ~ ~ 1* 

' . . . 

3. ' ~ fhe'11 ffltl <fi ~ ~ * fcl'fll i{ 'If) "'~ $1141 vrr ~ ~ (;;l G It; I 0\ ~ ~ 3-5% 31\'{ f.lT<j f.rtito· ""1Rl 
~ 8-12%)* ' .. ". . 

4. ~ <ri; '!ft "1~$1141 Tf!lT ~ fi); fYrffi 3!"'101 Wu <ITT!!~~ iffilmr i!lt q;)c)~ll/l~ 'i<i <M'rm ~il>'f~•\ '!ft i!lt ?11 ~~I ' 

5. ~ ~~"'!l"'~'$"''11'1 3!"'101 1jlti4) '<'1 r><!'i <fi 3llfot<!i_ llf>l <fi fcl'fll i'i 'If\ -wrnrm vrr ~ ~ 1 . . , 

l'j ....................................................... : ............. ~ ...................... '. ........... : ............. : . .' ..... -.·: .... . 

... 
• l'j "'"" fil>41 / fctfU <fi Wl<I ~ fi); 3IJWlq; '!RT vrrq ~ gr fi);'tll m fi); f.'r:<im ~ · wWT ~ <fi ~ 'If\ ~ 
~till {1 - ' . . ' ' ; ' . 

' '. 

• l'j <ri; 'If) ll'lTfUm 'ITTClT { fi); Bi ~f<l;ffi I '1t; -~ '1t; fcl'fll i{ vfr '!ft ~ ;;T-lfl ~ fcl'fll i{ <!\W ..fi 3W<lffi'i' 3!"'101 
Pi.ii4ctl ~ <ft ~ ~r . ·· '' · .. " . 0 

· - • •• ' - ·, . 

• l'l ~ ~f<l;ffi1 <i> W!<I ~F$<'<i<t> cm T'f 3imrrwl 31\'{ 3l'l'fT ~ till {I RIR><'<il m:ifcl <fi '3tRRI ·" 

~. ~' ~ mlT fi);'tll WP!'< <!lt m<l"lA1 * fcl'fll i{ ~f<i;¢<i<!i <fr GR! fu/ 1JR ~ <PT l'j 'll<'R .~.I . 

• l'l v.; '!ft ~ 'ITTClT { fi); fiITTl'.t m <!lt GI R01ct 1 = ~ llC"IT ~ ~- 1R 'If ~ f<l;cti <t> 3!2l<IT 
~f<l;ffilct!l cm ml ~ ~I ,, , 

~f<l;ffi1 m:ifcl i'i f.tl4 fO!furct U1Rm11i! ~ ITT ~ ~: -, ; .·. 

2. fll.SlQ~iJ'1 t •• · 

5. ~14l<!i\~4<1 ~'1Q;\iil'!l'1 (11'!. ~)'- . -. .. ·' 

' ' ".' t ' 

Wl\ <fi 'JTll: . . .. .. .. .. .. .. .. .. .. .. . .. .. .. .. .. . .. .. .. . . .. .. . .. . .. .. .. .. .. .. .. .. .. .. .. .. . ~: .................................... . 

• 

. l . '. 

mall <fi 'JTll: ................................. , ........... : .......................... :.~ ~: ·--:·------·:.c------------------------'. 
{IJfffl-: ................................................. : ...... *fi <fi""" W<iu ........... .' .............. : ....... : .............. :'.: 1 

lR1l WT ~ <!i! ITTmaR: 

lR1l WT ~ <PT '1Tll: . 
' ' ' 

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

"' ··-···-·"·-···"···0 ... -......................................... _.!··········,····················.··-..: 

'lh!: · 1. ~ Wit ~ tt iH<11~R" <tft UfTV7TT 1 3Pf7Tff 3lWIT m<tlRih m .,,.,fflq; '(irf ?t ·Jffl'f2! Wit <tft ~ •f 
f{'li ~ W7i/'f.l;l ~ W< ~ ~I . : · .tc '· 

2. 'If! ~ ~ fit; 'f1'Jft m '<ff ~ 1fff fil~ "'Id/ '<ff ~ ~ "41 >1/&>J ift tJffrrr mT'f -;Wrr I , , 

QRG/HC/CUFrm/8.03/ED2017N1.0/RevOO 
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,-·--
;No ----·-----
. : 33-19/237 -~ ' r ltakesti Verma UH!O : 100oS5633 -~-----,=---, 

5 Y/M CCUtCQ.1007 00A : 07/011201913:13 
r. Rakesti Ra/ .,_ , _,... 

... I lliltJ/DfDIIJEl1i11Jtu1a 

-.--

INFORMED CONSENT FORM I~ ~ l:f;;J . 

Patient Name ..................................................................................................... UHID ........ ~ ........................................... , .... . 

Age I Sex ...................................................... '. Ward/ ICU .................................................................................................... . 

Authorization for medical treatment/performance of surgical operation(s) and/or diagnostic I therapeutic procedure(s) 

r.if<\ict1ifll >1 \3lf'i'ITT' /1ffi"li ftl>'llTli ~I m f.tGR I ~f<\iffiq,"J >1 ul '11"1 "1~ ~ ~ u 11?.1 iii. Rt 

Instructions I f.n?''n 
1. The Treating Consultant or his/her team member is responsible for obtaining the informed consent. 

Q ~r<\ict1i1>m~~~~~~ilP<i~~~ftiul<mt1 · 
2. Informed consent should be obtained from the patient: if he/she is an adult (18 yrs or older), physically competent and 

capable of making an informed decision. In any other case, by Patient's next of kin in the following order- Spouse, male 
adult child, female adult child, parents, close blood relative, relative, friend, acquaintance. 

~ .rift q'lffi) ;18 q!f "IT ~ 31 f?.l i!><ti, ~II ;1 ~ii> <>11 ~ 'ff!Rll aITT ~ f.ruf"l ~ ~ 'ff!Rll t ~ ~ <l!;' ~ ~ q;'f>f 
lR 6«1Tffi ifrtin/q;t1ft I f<IRft '>ft~~ If \ffi<l>T l!ftr/~ qeol't/Qllff 'ijcr /<fllff 'ij~/lffilT/f'rnT/'1\ilG"Jifll 
'ff't-~Efr/ ~ffi <:I~ /fil'f /i>!R-~ ~ 6«1l'ffi 'Pt>t I . 

3. If the medical treatment/performance of surgical operation {s) and/or diagnostic/therapeutic procedure (s) is life saving and' 
the patient is unconscious or is otherwise unable to give consent and no relations can be easily contacted without 
jeopardizing patient's life, the medical treatment/operation {s)/diagnostic/therapeutic procedure (s) should be carried out, 
stating the reason of patient's/his 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. 

~.rift~ ~f<\iffiq,-14 ~/1ffi"li fWllni ~ / m f.IGR/ ~f<\ict1ifll>1 ul't1"J\i1~ ~ ufi<R <fft •ffi ~ ~ '11.:Ci'l'["f t , 
3ITT ~ 'ijmr t m ~~~If 3ffi'M t 3ITT ~ f<IRft '>ft ~ffi<:I~ ~ 3ITT!T'fi ~ ~ "1iff ITT QT mt. \'!"ff 
~ If >ft:' <f>RlJT O<IIB flp .rift m-~ .riiEfr W'1ftr ~-t If 'ff!Rll "1iff t. ~ <ITT ufi<R ~ If ~ f.Ay 
r.i i%ct1q,"J >1 \3lf'i'ITT' / 1ffi"li ~ / sit '11"1 \ii~ <fft \ill 'ffil><fi t 1 >ft:' ~ f<\ict11 <hrr3IT ~ ~ m ~ Gm ~ czrf<rn Gm 
Y'llillltl flpm ~I · · 

Consent :(To be filled by the Treating Consultant or his/her team member) 

Q W'1ftr (r.il%ct1i1> m ~~~~Gm >m '\i111/) 

1. I, hereby authorize the performance of the following Operation{s), diagnostic I therapeutic procedures(s), or treatment{s) 
{hereinafter referred to as "Procedures") 

if f.'l"i~~tl 31'ftlfu. f.w-r I r.i~ffiifll~ m ~qi f.'1"11<:'1 qi ~ ~ <t>«IT /'ff<fi {I 
................................. : ............. · ..... f..1! ... ... ~.$.*pi, ..... : .................................................................................................... . 

2. I have'been explained the nature and purpose of the aforesaid Procedures. I have also been informed and explained about 
the following benefits and advantages of the aforesaid Procedures. I understand and acknowledge that no guarantee have 
been or can be given regarding the likelihood of success or outcome of the said Procedureli. 

~ ~m sit'li'l"1~ <fft • 3ITT ~ 'ffl!ffi fG'l l'fll t 1 ~~'!TI ul'l1"1"1~ ~wt~ f.'1"1~Rilt1~ift1T3ITT wmt 
~ l'fll t I if ~ / wrn<fi { 3ITT ~ <t>«IT / 'ff<fi { flp ~'!TI Yhfl \ii~ <ITT qftun-ij m fl 4"it ti I ~ "1iff t I 
........................................................................................................................................................................................... 

..... ... .. . .. ... . . . .. .. . . .. .. . .. . .. .... ... . ... .. . . ... . .. . . .. ... . .. . ... . ... .. .. . . .. . . . . . . .. . . . . .. .. , ....................................................... : ............................... . 
3. I have been informed that below mentioned are the common risks and potential complications involved in and 

after the above Procedures. I also understand and acknowledge that there may be certain unforeseen 
risks/complications in addition to those listed below. 

~ Yl'l1"i"1~ ~ ~ (aITT ~ qr<; .1f ~ ~) ~ aITT 'ff"!Tf.IB \i1~"1tlll/ wmT <ft ~ t I if >ft:' '>ft 
. ~I wrn<ft 3ITT ~ <t>«IT / 'ff<fi ~ flp f.'l "1 ~~ti ~ 3T"1T<fT 31 ii>~ ti '[S ~I \ii ~"1 ti I~· ifi 'ITT 'ffil><fi t I 

............................................................................... _ ........................................................................................................ . 
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·---... 

' 4: i ii[ve been informed and explained of the following existing alternatives, treatmentand prognosis ifthe aforesaid . ' 
'" Procedures is/are not done . 

. ~ ~m iiHilut< "f'ift-<i:t umft t err ~ fte.lftr 4" ~ ~ ~. ~ 3ll<" <PT <t ~ ~ fi'l'l<I 1J "ifill 3ll<" wrnJ" 

~Pnrrt1 

5. ·;~~;~~~~~·~; ·.·.·p~·:·fL:". .· ·.~f ?.i ·· .. · .· .. · .. ·.···~~~·~;~;~er;~~~~~~~~;~~;~~~~ a·~~;~;~~;s ~~~ ·~~~~~;~;~~ ~~····· ........... . 
may be selected by him I her to perform any part of the above Procedures. I have been informed and I agree that any of the 

aforesaid persons may perform any part of the said Procedures according to his I her stage of training and ability: 
"il <if ...... , .................................................. 3ll<" ~ ~ <t ~ m 't1t<1l 1fl. ltR<ITT ~f\l;ctJ<1>01<1 11l 'lf"iut< ~ ~ fll>ci lfllT 

t ~ ~ {Rlf\l;cti <1>') <l 11l 'lf"i ut <) m <t ~ 31 Rl <11.<1° ili«fT I~ { I ~ ~ ~ ~ lfllT t 3ll<" ~ "t1";;ll(fi t fll;" 
~ f.'l;"il l'f<l ~ 1ft C>!f.'la' &m (~ vfullfl'T ~ a>r<rr <t ~ <t 3':!'t11') ~<Id" ~f\l;ctl<!>'l<l Ill 'lf"iut< ~ <i:t \i1T "t1"iliCfi 
t ~ <t -.tt Ill 'li'i ut < <t ~ 1ft '1R'1T 1J 1'JTlT ~ ~I "t1"iliCfi t I 

6. It has been explained to me that during tlie course of the said Procedures; an unforeseen/emergency condition may beQ
revealed/may arise, which may necessitate ,a surgical or other emergency procedures in addition to or different from those- · 
listed above. Also other unforeseen risks such as blood infection, heart failure, change in blood pressure, anesthetics I 
allergic reactions, paralysis etc .. may arise necessitating additional medical procedure(s)/treatment(s) in addition to or 
different from those listed above. Therefore, I further consent and authorize the rendering of such other medical care and 
treatment as the Treating Consultant or his/her team member reasonably believes necessary. 
~.,.., 1ft wrnJ" ~ lfllT t fll;" 11l'li'1ut< <t <ITTA-.~ 1ft 31<1>f(;qa/311qm<1>1.:.."l'1~1ft ITT "t1"iliCfi t ~ 1ffi'>I ftmrr. 
m ·~ 311q1a<1>1.,,') '1 11l 'lf"i ut ~ ~<Id" ~ ~ <t 3WITTIT) <i:t ~ lRi "t1"iliCfi t 1 ~ 3WITTIT ~ 31 <1> f(;q a uitftriJ ~ 
""'"ffil;lfor, ~ <i:t l'fftr ~. <"'1ill4 Jj q~'q<f'l. ~/~<'IM<I> lllffi<ll( ~~ITT "t1"iliCfi t I~~ Jj 
31f<i~"'1 f<lf<t>cti<!>"l<l lll'lf"iut</~ (~<Id"~~ <t 3WITTIT) <i:t ~ lf<; "t1"iliCfi t I~ "il ~ m <fi<'1 
f<l ("(); ctJ <1> m ~ 't1;; Ill •fl / 't1;; 1 <1 <1> q;J. ~ 1ft ~ f\l;ctJ <6'1 <l <t~ 3ll<" ~ i!>FIT ~ ITT. ~ 3Jlfcl 1J <'1T't <i:t 
~ <t"dT /<t<fi ti. 3ll<" ~ ili«fl I~ tt, 1 

7. I also hereby give consent to administration of such drugs or infusions as may be deemed necessary for appropriate 
medical treatment and management. · . 
"il i;IR<J c cl lfiiqq; 'if>t 'lf;; 31 Rl <I> i < <t<JT'; <t<fi ft. fll;" ~fol> cti <t>"l <l ~ ~ wnr ~ ~ 1ft 1fifITT <i:t ~ il>I ~ 
fll;<ri\lfr~tl . . - . " . . . . . . ' 

8. 01 consentJ!Jdonot consent to the photographing or video filming of the Procedures tor 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 a,n effort to further medical science and education, I consent to the admittance of:Q 
qualified observers to the operation room, as may be authorized by QRG Health City Hospital. · · • ' -

"il f<lf.l>ctiill'l<l tmrr;•h11r.t<1> ~ Jj 11.<1>1~1'1 ~ ifiT!l'f <t ~ ~f.l>cti<t>'l<l lll'lf~lut< <i:t ll>lc1\li4>'l 3ll<" ~ ~ 
'iAR <i:t ~ D <taT;<t<fi ;O"'!l!l' <t<JT 1 ~ -~ ~~cti<li1<l 111tilut< '<f>t ~f<l;ctJ<fi1<1 ftrm/~'i11r.t<1> ~ ~ 
Q>T'llf <t ~ ~ ..r omrr \i1T<IT t 1 11 'l> 1 ~1 '1 fll;"m \i1T<IT t err ~ ~ ..r <Tift <i:t tffi'ilR • 11 q ;ft 4 'ffift ~ "" itrn 
~f.l>ct1<6'1<1 ftrm <i:t ~ ~ <t ~ ~rn."iift r{'(!.f ~ i;'1t<f'lccl &ffi 31Rl<11.a ~ mm>Y '<f>t '1!'14h1'1 '<f>'rt >7 3IR 
<i:t 1ft ~ <t<fT I <t<fi ft. I . . . . · 

9. I also understand that use of cautery /laser etc. has hazards of mechanical I chemical/ thermal inju.ries. 
"il.,.., wrnm /~ ~ fll;" ~~cti<1>'l<1 11hflut< .Y ·11<mPP.i/~~ 'fl ..mFfi /<'t11<1r.t<1> ;<rr<ll<i uitftriJ ITT~ t 1 . . 

10.1 uri'derstand ihat while performing Laparosc6pic Surgeries. there may occasionally be a need of an 'Open' procedure, in 
which an incision is made in the abdomen. This dedsion may be required for my safety & for successful completion of this 
procedure. Accordingly, I hereby give consent to the above 
~'lit:"~/~ 1$. f<); JIQ);iq;)fil<1> / <il<1)R<1> ~<!ml wm ~ f<t> <R >l <lffi Of7Jffi-wm) 3l)q;f ~ ~~<A >fl 
~. ~ 't1'<t><fi t I ~ 'lf;; \iJFffiT /"1T'1<fi f$. f<i> 'lit:" f.'lul'll" '% "IBlfil ~ ~i%cti<6lll ~ q;J 't14>cld 1 '!<i<f> "'!'! """' '1t ~ f<l>m 
~I ~~~3WA"~ ~~q;J"""ql\~<t<fT/<t<fii_I . 

' 11.lt has been explained to me that during the course of ihe above said procedure, there may be reuse of certain consumables 
and devices as applicable after proper sterilization and it will be charged accordingly. 
~ wrnJ" ~ lfllT t fll;" ~<Id" i;rf%m <t <ITTA-. <IJ."ff <t>"f'l<'li!cl m r.iq1;f't1 q;r (~ q\'jc101~nW1 ~~)Tl' "lf!lPr · 
fll;"m \i1T ~ t <!'ITT 'lf;; d G 1"1 I< TfTUf fll;"m \i11lf'TT - --- -· · · - . . _ . 



12. I further authorize the release bf information from the ~edical 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 CompetentAuthority from time to time. 
>l ~3TR;;fi. r...e.T ~ i;'ff'7ic<'1"!fil'Ef'f<ITT11{;" 31~<1>1' <hiJ/~ ~ fq;" Qi; "'lllllot4'ill 31nhr/Cf>T'l:l/31~'!liF11 ~ 
lrRl lJtit \i!R lR ~ ~fib rt1 <t>°J" f<r<Rul m 3RI ~ <ITT ~ iii< m t· 1 . 

. ' i 3. DI am/ DI am not suffering from any known allergies/drug reactions. If allergic please provide details: 

>l ~ .-;fiuy m G'll ~ ~I ~Q~l '1 ~!!ft wmrr ~ 1Jfim {/'11ft {I m'l:" ~ t <IT ~ f<r<Rul <r I 
·····································~·············································································································· 

14. I have been given an opportunity to ask any questions/queries and to seek second opinion, if desired. 

~ U!i11ft'.~~ "irnWnr ~~rti<t>'ill Y)ti"J\il' ~~~ ~tllv.l~ "il>TWRR~lflll m I 

15. I also hereby consent to disposal of any diseased/unwanted tis.sues/other body parts which may be removed during the 
course of such Procedures. 

16. 

Q 

>l ~ tffi/~ ~ f<I;" Rll'ibrti<t>"l<1 y)~"'' ~ Gffi'1" ~ 1ft "lfil>R ~WI 1J"ffl/.3iq.1f9a ~/~ ~ 3RI 3f1T)' 
(ftR"q;) '!"RR ~ ;;GTlll lfllT lIT) 'liT f.t q GI '1 f<l;"m "\ill m t I 

I hereby acknowledge that the information given including but not limited to my past history/hospitalization etc. are complete 
and true to the best of my knowledge and belief and nothing has been concealed there from. I shall not hold the Treating 
Consultant/his or her team/QRG Health City Hospital or any of the persons· associated with QRp Health City Hospital 
liable for the consequences which may arise due to the non-disclosure/incorrect disclosure of any such facts. 

>l ~ ilRdT ;ifmfr t f.!> ~ GRT <ft ~ 'J."Rl '!"f t am ~ 3lR ~ "<!>W >ft "'H<1>1~ ~ "'lift ~ t 1 >l 1J<'l(I "'1>2if <ITT m m 
"'1>2if "il>T lflr-lql) ~ "il<lflfl 3IA qr.)~~~ fil;"flt-.ft lllliR ~ ~ ~ "1flo) ~ m~ t\lr ~ ~ m <fl!.31R.;;fi_ 
~ ~ i;11l<lcc.>t m <fl!.31R.;;fi. ~ ~ i;11l<lcc.>t ~ ~ fil;"flt-.ft Gllflffi "il>T ftt"'l G i. '1iff o,t.i \£ 111 / ot" \£•fl 

ii 0 "'1"!ff 0 
If yes, please provide reasons for HIGH RISK: 

~ "ITT. ill "f'l"llT ~ ut1 Rs! >t <i> 'lffi"UlT <i>l ~"©" i1it: 
(1) ...................................................................................... (3) .......................................... .' ...................... .-......... . 

(2~ ..................................................................................... ~) ........................................................................ . 

Please elaborate on any specific post-op management that mi e required because of being a HIGH 
ISK case: 

0 
~ \il)ft.+t ql)-~ lf Wft ql)- ~&'11<'1 <f>. Y1'11"1ut• <f> iflG ql)- ~&'11<'1 <fq'Eft 1T<fER 'ct>! 

~ <l \'!<><'!& q;t I 

( 1 ~-. ' ..................................................... ' .... :. . . . . . . . . . . . .......... (3) ................ : ......................................................... . 

(2) ......................................................................... : .......... (4) ................................. 1 
•••••••••••••••••••••••• : •••••••••••••••••• 

Doctor's Signature .................... : ............•................ : .......... : ............ :.Date ..................... Time .......................... . 

~ !A>ftl <1> <i>l ITT<rim .................................... / .......................................... ~-- ...................... -wm .............................. . 
PATIENT OR PATIENTS NEXT OF KIN CO SENT FOR HIGH RISK: 

~ "11 Rs! >t qll- fu.iftr 1" Wit m Wit <i> "<!fuiR Gm <ft ~ 'H !! +t RI 
SignaturefThumb lmpression: ............................................................ Date ....................... Time ........................ . 

~ITT "llT 3f7@ "<l>T furR: ....................................... : ............................... ~ ........................... "Wl<l ........................... . . . . 
Name: ............................................................ : ................... "'flll: ................................................................................. . 

· Note: Please enter high risk status on the progress noter.ITT: ='fi"ll"MI~ fTJ~«J<tl\<1'1RTR~~"<tl\~<1>1~<ITT1 
Authorization of Patient /"Uift ;;m 111 it:i"t RI 
I acknowledge that I have had an opportunity to discuss and understand the Procedures, as stated above, with the Treating Consultant 
or his/her team member. I certify that the statem_ents made in this consent form along with attached Annexure (if any) have been read 
over and explained to me in a language best understood by me. I have fully understood the contents and implications of the consent 
along vJith attachedAnnexure (ii any) and further subl)lit that the statements herein referred to, were filled in before I signed I applied my 
thumb impression. · 
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"If. t<ft <1> i' ~ m I <iR<lt ~ ~ ~ ~ F$Ni <1> 312Ftl \'R<llT iPr ;t ~ &m \1<fl.!«<r '1flITTrr .t .r.iRm f<l<ITT-f<l+m 
~ ~ ~ "<l>T 3flf<R ~ 1fllT m 1 "If_ 11 ~11·~1a m ~ ~ ~ >l ~ ~ <1>11.H ';¢ >Wt wm >l ~ cm;ft -~ 
1{ ~~-,mt I "If~~ 'lhP1Rl ~ ~ ~ ~q ;t ~ 1flCITcl° 3Rflt <ITT" wm fu& t I "If W t<li<l>I~ 'IRar 
~~~~~-.m~~11.H,~~mm;~q;rf.mR~.t~~-.m~1 

Patient's Signatureffhumb lmpressi9n: ........................................................... Date ............................. Time ..................... . 

Wft ~ 6«111H~/~ <l>T f.MR: ...... : .................. : ...................................... , ........ ~ ............................... Wf!I ... : ................... .. 

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

'lfll: ....... :·················································:·····.·····~J."V··········· .......................... : ...... ·······~:···~·;··················:··············:·······~········· 
Witness s S1gnatureffhumb lmpress1on ........................................ · .................. Date .. 'l. . .l. ..... 5. ............. Time.~ .. .J.5. ... ?.. .. . 
1jqJ5 ~ ~ffi/~ <l>T f.MR: .................................................................... " ... ~ ................... : ........... Wf!I ....... : ............... . 

Name: ........ r-··························v·····················: ............. , .......................................................................................•.............. 
: ::::> "1 ~ ; 1-"1 ... r VY\ "\ . . . 

~=~~~~::l~:~ .. :_:_: .. ::::::~~::::::: .... : .. ::::: .. _: ... :::: .. _:_:_:::::u: .... ::: .. ·:· .. : .. :::: .... :_~~~~~ .... :_::::::: .. _:_:_::::::::::::::::::::: .. _:_::::::::-::::: .. _:_ .. '. -

IV). l 
Name: ..................... 1UT.~.<J:\.~ .............. ·: ................................. 'lfll: .................. '. ................................................... . 

Authorization of Patient's Next of Kin/>Rtur <t f.1<1>cd'1 'lftVR &m 31~"1.Rl / ll l~<f1.Rl 
The patient is unable to given an informed consent because .............................................................................................. . 

......•................................................... ..... .. .................................................................................................... and therefore 
I ............................ ····· .............................................................................................................................................................. . 
(Full name, permanent residential address and relationship with the patient), give my informed consent for the performance of 
the aforesaid Procedures upon the patient. I acknowledge that I have had an opportunity to discuss the said Procedures, as 
stated above, with the Treating Consultant or his/her team member. I certify that the statements made in this consent form 
along with attached Annexure (if any) have been read over and explained to me in a language best understood by me. I have 
fully understood the contents and implications of the consent along with attached Annexure (if any) and further submit that the 
statements herein referred to, were filled in before I signed I applied my thumb impression. 

Wfi ~ \lGH m >¥ 3IBl!>f t <flllf.l> ................................................................................................................................ : ............ . 

~~---······································································'······································;······································:·····························:················ 
.................................................................... ~ .................................................................................................................................... !. ........ b 
~ -iT ('!TI 'lfll, ~'fill 3ITT Wft ~ ~ .r.iq) ""'1<1U yfa;ii1ail <ITT Wft ~ ;J;1R m 'lft ~ <hrr;<hft 11',1 -r 
~ <IR<!T /<imit 11'. f.l> ~ nil\)>cttq> 311!.ljf[ ~ tT'I ~ ~ &m ""'1<ffi irfW!IT .t .r.itmr l'QTm--fa>m m 1l<i 
~ <l>T 3l<l<R ~ 'Tm o.rr I "il Y '11 fill a <IRill 11', ~ '!'.'! 1J ~ w:fi 'l>"-R ~ >tt\ ~ 1J 318 <JIB\ "1T'IT 1J W1m ~ 1f>l 
t .1 -ir~ ~ ~ '1'.'11/<i ~ 31¥q ~ wfi 1'fNTl1f ~ °"-' ~ !'Om tJ -ir 'fl' ~ <IRill 11', f.l; ~ ~ ~ 1f>l wfi 
<1»R "4t ~mm I~ <l>l f.mR ~ .t.~ ~ 1f>l >l i 

Patient's Next of Kin's Signatureffhumb lmpression .......................................... Name ................. · ................................... . 

Wft ~ ~ffi/~ <l>T f.MR ............................................................................... 'lfll ............................................................... . 

Date ............................ /Time ......................... . ~ ... : ..................... /<flfll ..................... . 

Witness's Signatureffhumb lmpression: ................................................ : ............ Name .................................................... . 

1JQ15 ~ 6«111H~/~ <l>T f.MR: ............ ." ................................................ : ....... , ...... 'lfl! ........................... : ................................... . 

' Date ............................ /Time ......................... . ~--······················-/Wfll ..................... : 

Doctor's Signature: ....................................................... : ............................. : ....... Date ......... '. ........... : ...... Time .................... . 

~ ~ 6«1!1H~: ............................................ • ... ~ ........................................................ ~ ............................ Wf!I ..................... ... 

QRG/HC/iPO/Fnn/01Ner.0.3 
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. .-~::'.· C~AG •••••••••• •• • ···I·\··· ···!. ••.. 
··.:·.::~~=::· Health City ... 

Plot no. 1, Sector -16, Faridabad, Haryana 

Tel: 0129. 4330000 Fax: 0129-4330033 

···r--· 

·' N~ : 33·19{237 UHID ; 100055633 

(· Rzllcesh Vem11 DOA : 07/01/201913:43 

> Y/M CCU/COJ007 

:· Rakesh Rai Sapra 

llIJ m III III DJIJ ID[]) m ID 

INFORMED CONSENT FORM I~ ~ ~ 

Patient Name ..................................... · ..................................... : .......................... UHID ........ ! ...... .' ......................................... . 

Age I Sex ...................................................... '. Ward/ ICU .................................................................................................... . 

Authorization for medical treatmenUperformance of surgical operation(s) and/or diagnostic I therapeutic procedure(s) 

~f.bctt<t>"i<1 '\31fTITT' /ffi'<I ftl>llni ~ / m f.rzyi I ~1¢rtl<Ci<1 si) t."1"1'1 * ~ si1~<11.RI 
Instructions /f.it'lf 

1. The Treating Consultant or his/her team member is responsible for obtaining the informed consent. 

R!f.brtl<t> m \f'fil:t iPf * ~ ~ ~ llfl<f ~ * ~ l\;i ul <:I '1 t I .. 

2. Informed consent should be obtai.ned from the patient: if he/she is an adult (18 yrs or older), physically competent and 
capable of making an informed decision. In any other case, by Patient's next of kin in the following order- Spouse, male 
adult child, female adult child, parents, close blood relative, relative, friend, acquaintance. 

~WI\ 1f!IBI> ;18 <rtf m ~ ~. ~11;ft~"' 'i(i'CI ~ <illf'I 31h ~ f.rotll ti~ 'fl'lli'i' t (j7f ;ft <rt:~~ 1!iP1 
::QTR 5'«11e1'1 ~/'if>tift I F<P<fi >ft 3Fll. ~ 'i¥ ~ llf<r/~ 'IFfi/<flIBP <lei /<flIBI> <lit /lffifl/flrfil/ '1\il<i~l<t>"i 

. ~ -'1"Eft /~td <:1'1 /~ /UIT'1-l!;;"iIT'l 'ifl<'t 5'«1TITT 'if>i-.l I · 

3. 'it the medical treatmenUperformance of surgical operation (s) and/or diagnostic/therapeutic· procedure (s) is life saving and' 
the patient is unconscious or is otherwise unable to give consent and no relations can be easily contacted without 
jeopardizing patient's life, the medical treatmenUoperation (s)/diagnostic/therapeutic procedure (s) should be carried out, 
stating the reason of patient's/his or her rEilative's inability to give consent. Same shall be certified by head of medical 
services or any other person nominated by him/her. 

~ WI\ * RI !¢<"11 <t>"i" '\31fTITT' / 1IWll' ~ ~ / m f.i-<:R / ~ 1¢ <"11 <Cl" si) t."i \ii '1 ~ uf\q.r ~ xlffT * ~ "5<'<1 '{0 f t , 
3ffi lf;ftui <lmr t m fll;'( ~ ti 'i¥ 3ffilM t 3ffi ~ F<P<fi >ft fttdGR ~ 3ITT1T'fi ~ ~ "lift i;t lfl W t. 'i'rn 
~ >¥ 1W <IITT"T <rnl"ff ~ f<I; WI\ m ~ <fq'Eft ~ ti >¥ 'fl'llf'I "lift t. lf;ftui 'if>T uf\q.r "1ll<rt >¥ 6rol f.f'rr 
R!f.brtl<t>"ill '\31fTITT'/~ ftl>llni / si)t."i"1'1 ~'\ill"""" t I 1W Rll¢<"111 ~ * ~ m ~ &RT "1l'flm ~ 'Gfu 
SI 'I I fil I <t f<l;m \iITT'lT I 

Consent:(To be filled by the Treating Consultant or his/her team member) 

~ (~f.brtl<t> m \f'fil:t iPI * ~&RT >m uiri:i) 
1. I, hereby authorize the performance of the following operation(sj, diagnostic I therapeutic procedures(s), or treatment(s) 

(hereinafter referred to as "Procedures") 

~ f.'t"'l~~a ~ . f.r<:R;~f.l>rtl<Ci<1 sihfl"1'1 m~ * f.'tt1J1<:'1 * ~ ~ '(fi'(ill/'1>'1<fi {1 

• . -:1 have'been explain~~ ;he n.atu·;~ ... d !~1~=·~~~~;~ ~;~~~~~;~·~" ; ~~;~ ~;~~ ~~~·~ ;~;~~;;;~~ ~~~ ·~~~l~i~~~ ~~~~t P the following benefits and advantages of the aforesaid Procedures. I understand and acknowledge that no guarantee have 
· been or can be given regarding the likelihood of success or outcome of the said Procedure~. . · 

~ ajm si)t."i"1'1~.3ITT ~ '1"'119'1 ~ >f4 t I~ '\'l'tfl_(<ffl si1t."i"1'1 ~ <fijfmr f.'t"'l~f&<t ~ iJin' 3ffi wffir 
~ ~ t 1 ~ wrnar / ~ { 3ITT ~ '(fi'((fl / 'l>'1<fi { f<I; ~<ffl si1 t."i "1 '1 'if>T q ~ 0 11 q m 'It q><1a1 f.tftqa "lift t 1 

.....•...................................................................•..•.•.••.••••.........•.......................•.......•........•..•.•••.••.•..••••..... ~ .....•.••••.......•..... 

.. . .. . .. .... .. .. . . . .. . .. . . . .. . .. . .. . ... .. . .. . ... . . . . . .. . ... . .. . . .. . .. .... ... .. . . . : ................ , ....................................................................................... . 
3. I have been informed that below mentioned are the common risks and potential complications involved in and 

after the above Procedures. I also understand and acknowledge that there may be certain unforeseen 
risks/complications in addition to those listed below. 

-W si) 'lfl \ii '1 ~ <fijfmr (3ffi ~ 'ilT<: 'i¥ ~ 'ifT<'I) . ~ aITT <i>nfao \ii fecl <t I Ii 'fllWT <ft lJ';f t I 1'f 1W >ft 
~ / ~ 3ITT ~ '(fi'((fl / ~ ;t f<I; r.i "1 ~ r& a * 3IBTilT 31 <t>~ a <11" urttWJ / \ii re('I a 1 ~- >ft m """" t 1 

............................................................. "' .. _' ----······································································································· --- 1 



...:.,..._. 

-- -

4. I have been informed and explained of the following existing alternatives, treatment and prognosis if the aforesaid 
' . 

Procedures is/are not done. 
1lft ~m ul 'ft"Jm~ 'fiff ~ "'11<ft t <IT ~ ~ >r ~ ~ ~. \'Jlf'iITT" 3ITT Wir <6 f.rGA <6 f.N>i >r "iffiT 3ITT ~ 

• J : 

~lfllT°lt I 

............................................................................................................................................................................................. 

5. ;~~;~-~i~~·~; .. :_._:_.OJ4K.€1.~. -.· .. ~~··· .. ~~~ ~;~;~~;;~~-~ ~~~~~;~ o·;~~~~ a.~,~;~;~~;~·~~~~~~~~;~;~~~~-· .............. . 
may be selected by him I her to perform any part of the above Procedures. I have been informed and I agree that any of the 

aforesaid persons may perform any part of the said Procedures according to his/ her stage of training and ability. 
"il <it ......................................................... art.~~ <6 ~ m 'tn;iil ;fl. ~ f<lf<)icti<1>1<i 111 ;ff1m~ ~ 'flR fll>m lfllT 

t R ~ (f<IRPcti<t>"lii 11hl1"1'!) m <6 ~ 31~<11.a ~;<PTcfi { 1 ~~<Ii'{~ lfllT tart. lM ~ t ftp 
'i'11A" f.l;-il lf!l ~>ft Clif.l<r Gm (\'Ri6 "llftrlffUT ~ i:rn<rr <6 <m- <6 ~)~<Id" f<IRPcti<¢"1<l 11l'ft'IG1~ ~ ~ "'1T ~ 
t ~ <l >tt 11l 'ft

0

i"1 ~ <6 ~ >ft 'R11T ..r 'llJ1T ~ ~I~ t I 

6. It has been explained to me that during the course of the said Procedures, an unforeseen/emergency condition. may be 
revealed/may arise, which may necessitate.a surgical or other emergency procedures in addition to or different from those 
listed above. Also other unforeseen risks such as blood infection, heart failure, change in blood pressure, anesthetics I 
allergic reactions, paralysis etc. may arise necessitating additional medical procedure(s)/treatment(s) in addition to or 
different from those listed above. Therefore, I further consent and authorize the rendering of such other medical care and 
treatment as the Treating Consultant or his/her team member reasonably believes necessary. 
~-~>ft~~ lfllT t ftp 111'ft'i"1'! <6 <:lm", ~>ft 31q;fC;qa/ai141a<1>1ofH ~>ft ID~ t ftrnl¥ ~ fsITTJT 
m ~ 31141a<1>1ofl'1 111'ft'IG1'! ~<Id"~~ <6 3T<'1fi!T) ~ ~ tN? ~ t I~ 3T<'1filT ~ aiq;fC;qa ~ ~"'1 
"ffi ~. WGll" ~ 7ff<r """11. '!iftli< I q ..r q ~4d'1. ~I ~<'1 f"fq; II ~<l I<[. ('f<l>qT ~ ID ~ t I ~ ~ ~ 
atf<t~ifd f..lRPcti<t>"J<i 11hft"1'!/\'Jlf'iffi" (~<Id"~~ <6 3T<'1fi!T) ~ ~ tN? ~ t I~ 1f ~ m ifR'1 
f<I RPcti"' m \'Ri6 'tn; ii1 •fl / trn 1 ii"' <Pt. ~ >ft f..l RPcti 161 ii ~~ 3ITT \'Jlf'iITT" <R'lT ~ ID, \ffl 3f1T<'1 ~ "<'1"R ~ 
~ ~ /<hft ( 3ITT ~-~/<PTcfi (I 

7. I also hereby give consent to administration of such drugs or infusions as may be deemed necessary for appropriate 
medical treatment and management. 
"il t;'ftl<!C:<'I 'T<l'Elil>" <Pt ~ 31~'1>1'! <tor ;<hft .~ftp. f..l~cti<l>0l<l ~ ~ <l'.f'T ~ ~ >ft 1T<li"R ~ ~:<ITT \'f4'llPr 
f<l;miifr~tJ '• . 

8. 01 consenuEJdonot consent to the photographing or video filming of the Procedures for the purpose of ?dvancing 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 a.n effort to further medical science and education, I consent to the admittance of· 
qualified observers to the operation room, as may be authorized by QRG Health City Hospital. , .. . 
"il f..lf<)icti'61<l tmrr;•h11f.'lq; tff.r<ITT ~ 11'1>1<1'1 ~ q;nlf <6 ~ f<lf<)>ffiit,~,<l g)tftGl'! ~ q;1c:11J1<61 3ITT ~ ~ 
~ ~ 3F_Plfff0 ~/<hft /O'fiff ~11lft lM f<lf<1><ti<1>"tii .g)tftG1x <Pt ~RPcti<¢"1ii fmrr/3:!11f.l<t> ~ ~ 
"ififllf <6 ~ ~ ~ c;rrm uffdl°lt/Qif>l<I~ f<l;m "'1TdT °lt ill~~~ Wft ~ ~ •1)4.,'l<l ~ unz>fi I >l ol~ 
Rl~cti<¢"1ii fueJT ~ ~ ~ <6. ~ <f>L3ITT.\ilt. r~ <11tt i;1*""1!"<'1&m3l~ifld ~ mlff<l>l ..m 3t14h1'1 qaj if 3IA 
~ >ft 3F_Plfff tdT I <hl1 ( I ' 

9. I also understand that use of cautery /laser etc. has hazards of ~echanical I che111ical I thermal injuri~s. . : ~ 
·-ir w wrnm /~ it ftp f..lf<)icti'61<l g)tftG1Pl ll<:T!; :zi'f I~~" ~I xtll <if.1 qi /oNnl ~ "ITT "tl<t><IT t I 

10.1 understand that while performing Laparoscopic Surgeries, there may occasionally be a need of an 'Open' procedure, in 
which an incision is made in the abdomen. This decision may be required for my safety & for successful completion of this 
procedure.Accordingly, I hereby give consent to the above 
'1 "lft:" ~I~ ii:, ftp ('!IQ)'1¢)~q;; 0<il~<t> ~ ~ <l1f!I ~ftp l)c 1f <\RT '"'1T<f ~) 3WFr JITTl1UR ~~ ~ 1fi 
~' ~ <r<mfi t I '1 "lft:" \ifR(jf /"'1T'l<f1 ~ftp "lft:" f.ruf<l >WJ ~ ~ Rli%cti'61<l ~ <Pl t\Q;<'ldl'!ifq; 'l'f m q'; ~ fil>m 
~I~ '1~3j)q;r JITTftUR ~ filttJT3fl} <Pl m ~ W'lf<rttll /<l<ft i_ I . . 

.. ' 
11.lt has been explained to me that during the course of the above said procedure, there may be reuse of certain consumables 

.and dev(ces as app!icable after proper sterili'zation and it will be charged accordingly. · · · · 
~ "tJ1IID ~. lflll t ftp ~<Id" vfll>m <6 <:lm". ~ <t>'f1Lil4<'1 m f.:41{8 <ii-I(~ <¢"\c:1oj<11wr ~~)':fl= i;rirt.r 
f<l;m "'1T "tfiPill t am "lft:" "G :i;t11 ~ '<11\if f<l;m ~ . . . 



12. I further authorize the release of information from the medical or other record.s of QRG Health City Hospital., as may be 
deemed necessary in .furtherance to any Court's order o~ applicable law/rules/regulations/notifications etc. as may be 
issued by the CompetentAuthority from time to time. _ 

if ~3ITT.uft. t-°'-"'l" <fitt 61t<7ic<'t -.RtA <ITT >r6 ~ ~ /t<fi <t, f<i;° <11' "'lllll<'tllill 3JnhT/<l>f'l:l/3t~~iF11 ~ 
ID<T 1\M urR lR >tt ~~rtl<i>"J ll fll<Rvr m 3RT ~ <ITT ~ <Ii< WP<1T t I 

. ' 13. DI am/ DI am not suffering from any known allergie.s/drug reactions. If allergic please provide details: 

if ~ ·<ftunrr Gifl °fl ~I ~~<rtl '1 ~~ <f'ffllT -fl 1Jfmr {/°'lift { I ~ ~ t err qp<rr fll<Rvr t I . 

···:··························~································································································································ 
14. I have been given an opportunity to ask any questions/queries and to seek second opinion, if desired. 

~ Ulil ift YRi"1 ~.xrn Wfll ~~rtl'6lll Yh1~i\i1x ~~-fl '!I;~ V'Fl ~<PT 3t<lm ~ 7J1!T m 1 

15. I also hereby consent to disposal of any diseased/unwanted tissues/other body parts which may be· removed during the 
course of such Procedures. 

if ~ <hrr / <hfi <t, ~ ~ f<)> rti '61 ll Yl tt"J \i1 x <fl <:hT'1 ~ ift 1T<l>R <fl··~ 1J«1 I 3fiilftJ<r ~I ffiR <fl 3R 3flT1 
{ftA<ITT mR -fl ;;cTllT 7J1!T "1) <PT f.1 q G l'1 f<l>llT \ill WP<1T t I . . . . 

16. I hereby acknowledge that the information given including but not limited to my past history/hospitalization etc. are complete 
and true to the best of my knowledge and belief and nothing has been concealed there from. I shall not hold the Treating 
Consultant/his or her team/QRG Health City Hospital or any of the persons associated with QRG Health City Hospital 
liable for the consequences which may arise due to the non-disclosure/incorrect disclosure of any such facts. 

~ ~ <ffc1T ;~ ~ ~ ~ i:m <ft~ '!"AT 'l"f tam >WI am '1 ~ 1l\ \i11'1<t>1~ ~ "fift ~ t 1 ~ 1R'IB <1>2il <i;T 'ffiA m 
<1>2il <i;T i:riR <flt~ if W1Ff a:rR qIB ~<fl~~ 1l\ Y<t>R'1 ~ 'IR'i qIB ~ m-'1'1<6l ~<fl~ m <f!&31R.uft_ 
·~oentttt 61R<lc<>t m <f!&31R.uft. ~ <fttt 61R<lc<>t '1 ~ ~ 1l\ "'lf<lTI <i;T f\i1 di GI~ 'ftff a,6~ 1\£111 / a 6~ 1 \£ •fi 

--· - HIGH r.ISK CONSENT / ·~if<i<i 'lH.!'lRI 4~ 

Wl'.fETHER THE PROCEDURE IS HIGH RISK? 

If yes, please provide reasons for HIGH RISK: 

m'l:- 6i. err ~ ~ "11 ltl 'l <t -ii>Rurr iP1 \j <'cl a Cf>t: 

YESO 

-ITT D 

No fr 

'ltf D 

(1) ........... ~ ................................ : .....................................•... (3) ........................................................................... . 

m-··········-··-······-·······-·······-···············-································~) ...................................................•..................... 

Please elaborate on any specific post-op management that might be requi 
RISK case: · 

~ ~ uil R>l >t 'Ill ~ 1' WIT 'Ill ~a 'l I <>t <t ~ n+..ib.,

~ ~ ;a<'"(ij a Cf>t I 
( 1 ) ..•............................................................................... -. . . . -. -... ·-. -. -. -............ -...... -................... -. -. ·- ... ·- .......... . 

~~~~~~·~;~~~;~~~::::~::::::::::::.:::::::::::'.:::;:'.::::::::::::::·::1:::.:::(~) ... -... -... -........ :.-~~~~----·:-.-.-.-.-.-.-.... -.;.-: .. -......... -.~~~:-.:::::::'.:·:::::::'_'::::::: 
~ iP1 6'Rlli:1~ ......................................... , ................. : ............. : ..... ~ ..... : ... ~ ......... :: .... -wm .... .-.............. : .......... . 
l "PATIENT OR PATIENT'S NEXT OF KIN CONSENt OR HIGH RISK: 

~ "11 ltl>t 'Ill ~ 1' WIT m WIT <t E1IB ell ~ tt 6>tRl 
Signature!Thumb Impression: ........................ : ....... : .......................... Date» ...................... Time ........................ . 

5ffifm m 31'1@ <PT f.mA: ..................................... : ............................... ~ ........................... -wm ........................... . 
Name: ...........................................•..................................... "IT'l: .......................................... , ...... : ............................... . 

Note: Please enter high risk status on the progress note/-ffi:: i1J"11"1ft~ ~l'*cti<t\1l!-.fictR""" uOl@i<tl)fi>ffi'lq;i~<ITT 1 

Authorization of Patient /Wfl i:m ~ta 
I acknowledge that I have had an opportunity tq discuss and understand the Procedures, as stated above, with the Treating Consultant 
or his/her team member. I certify that the statements made in this consent form along with attached Annexure (if any) have been read 
over and explained to me in a language best understood by me. I have fully understood the contents and implications of the consent 
along With attachedAnnexure (if any) and further submit that the statements herein referred to, were filled in before I signed I applied my 
thumb impression. 

.3 



.-

"il t<l"l<i>i'< Cffill/~ ~.~ '.¢ Rlfctfr~Cf) 3fQ.JCIT ~ i'r1f * ~ 6RT ~Cffi "llfWm ~ ~tmr f<ffl'R-fcri:rrl 
m ~ ~ <PT 3ITTR ~ 'nlT :!IT I "il y it I ftl Id CffilT ~ ~ ~ 1f ~ ~ Q>:!R ',¢ ~ ,wrn 1f 3!R qi<'fi 1WfT 
lf WrnT ~ >n} ff I "il-;f ~ ~6itRI ~ ~.~ 3T'J'l'Ef * ~ 1TI<fr.!t ~ <ff6 wrn ~ff I "il "ll'6" t<i"i<i>I'<. "<i>"'<OT 
!( ~ "IT6f ~ ~ >n} ~ Q>:!R °4t ~ffi m/ ~<PT~ .wrR ~ ~ ~ >n} '4 I 

Patient's Signature/Thumb Impression: ................ · ............... : ............................ Date ............................. Time ..................... . 

WI\~ 8'«11<:1'</~ <i>T ~: ..................... '. ................................................... ~ ............................... Wfl! .................. .' .... .. 

Name: ......................................... : ................................................................................................... ~: ................................. . 

"ll'f: .......................................................................................................................................................................................................... . 

Witness's Signature/Thumb lmpression: ......................................................... Date .............................. Time ..................... . 

~ ~ 1ffillffi/~ <i>T ~: .......... S.Y:t..>:uJ.0 .... v..".o .. '03.0 .......... : ... ~ ................................ Wfl! ..................... .. 

Name: ............ , ........................ : ............ w..j. f.e ..................... : .......................................................................................... . 
"ll'f: .................................................................................................................................... : .................................................................... . 

Doctor;s Signature: ............... JD~··~··········.' ........................................ : .. Date .............................. Time ............ -....... . 

=.~ .. ~~I~'<.: .... ·,·:::·:~:~~:::::-.···::::··-.·::::::::··::::::::··:::::::-.-.·::::::-.~~ ....................................................... ::::=::::::::::::::::::::::::. 
Authorization of Patient's Next of Kin/>Rtur * f.'t<1>cdit llfu;r;r 6RT <It ~<11. RI/ lll~<l!.RI 

~~~·p·a·ti~~t.i.suna.bl~ t°.~i~~n. ~~ inf~r.~~~.~o.ns~~t·b·e·c~~~~· :·. .. . ....... :::: :::: :: : :: ::: :.-.::· .. ·· . ·::: :: ::: : : :: ::· ·.:·:-. .... ··~~~·· ;~~;~,~( 
1 .....................................•.................................•. : ...........................•......•........................•............. : ..........•............•...................• 
(Full name, permanent residential address and relationship with the patient), give my informed consent for the performance of 
the aforesaid Procedures upon the patient. I acknowledge that I have had an opportunity to discuss the said Procedures, as 
stated above, with the Treating Consultant or his/her team member. I certify that the statements made in this consent form 

along with attached Annexure (if any) have been read over and explained to me in a language best understood by m.e. I have 
fully understood the contents and implications of the consent along with attached Annexure (if any) and further submit that the 
statements herein referred to, were filled in before I signed I applied my thumb impression.· 

Wfi wl!f<r 1IGR m if 3IB'le.t t 'iflllf.'l> ............................................................................................................................................. . 

~ 1 ................................... : ............ :: ............................... ,, ........ : .. : ................................. :: ............................................................. :: .... . 
.................••.......•.............................................................................................................................................................................. t ............ . 
~ >T ('i'<'f "ll'f. ~ '«IT.~ WI\ ~ <!T'2l' .niEf) ~<ffi ~ <ITT WI\ ~ '6lR m ~ wl!f<r ~ /<l"ift (I >T 

. ~ <i>«rr ;'ff<ft ( f.'l> ~ fll~ctt<I> 31'1.l)'IT ~ il>'! ~ ~ i;m ~qff 1Iftl;<n ~ .niRm ~-r.mt m '<ii 
~ <i>T 31<1<R ~>nil 11.lT I >T Q'll~l<l <i>«rr (~'!?I if·~~ '<!>>A~ iNt ~if 3iR 'iflOfi "lT'lT if WJ:;n ~ >m 
t I >T-;t ~ m;1ffir '!?I ~ 'fl'W'f 3r:{'iEf ~ ~ ~ ~· <1W <f'm ~ t I >T ~ ~ <i>«rr ( f.'l> ~ lR ~ >m ~ 
'4»R 1\t 1ffi1Jm m / ~ <i>T ~ wiR ~ 1W"1 f(;rnt .m et 1 ,'D 

Patient's Next of Kin's Signature/Thumb Impression ........ ~-.. .' .............. : .............. Name .................................................... . 
' ' 

WI\ ~ 1ffillm I 31"[6 <i>T ~ ........................................................... : ... :: ............. ..rr.r .............................................................. .. 
Date ............................ mme ......................... . ~ ....................... :./Wfll: .................... . 

Witness's Signature/Thumb Impression: .................. :···: ...................................... Name .................................................... . 

~ ~ 1ffillffi/~ <i>T ~: ............................................................................ "ll'f ............................................................... . 

' Date ............................ mme.......................... ~ ......................... /Wfll ..................... . 

Doctor's Signature: ............................................ , ................................................ Date ......... '. .................. Time .................... . 

• ~ ~ jffi[Jffi: ................................... : ..................................................................... ~ ............................ Wfll ....................... . 
QRG/HC/IPD/Fnn/01Ner.0.3 

4 



·.·~:..- .. c·~RG . ... \ .. . ··.:·········· . ... ... . ..•• ••·. . . · .··.::~:-. · Health City ... 
.Plot no. 1, Sector-16, Faridabad. Haryana . 

Tel: 0129 - 4330000 Fax: 0129 - 4330033 

ADULT ,CARDIAC CATHETERISATION LABORATORY 

. . , VASCULAR ACCESS MONITORING · 

• MEDICARE 

Date.~!t.l.t.1 ....... . 
Name ........................... c •••••••• : •••••••••••••••••••••••• : ••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• c ••••••••••••••••••••••••••••••••••••• 

IPD No......... . .......................... : ............................ Time of Sheath Removal. ......... /./..~!Qfrt) ................. . 
VASCULAR ACCESS SITE RIGHT I LEFT FEMORAL I OTHER 

,-~ 
---

; Time Hematoma Distal Pulses . Remarks 
\ 

f I· 1of10 phJcM fJ-<.uc.~ No ·. h le_ccl,r {)d 
(rtr0 (-)h.J{ rvf ()t.e.JC!A.J- . rJO hwed-i; 

I (dr0 {)ihJc ,J. f 1.efenJ- . fvJ h tu.a0 . 
¥1/ AhJerJ- f)t.ef c rJ-., f\J J h Lu ciy 

3016) phJ(~ p£.e-1crJ /UJ hiv~ 
(JJ hU2l?~ 

P.hscn..l. p,<.e-fCAf 

•. 

: ... G.'1£0.: .. 
S1gn~~~·:;~e . 

ORGIHCICUFrm/8.0l/ED2017N1 .O/Revoo 

·- ~ - ·------·--~--- .~--------------~---·---- ---------- - - - -
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Health City 

' " 
Plot No. 1, Sector-16, Faridabad - 121002 (HR.) . 
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'1; 

IP No : 33·19/237 UHIO ; 100055633 IF 

Mr. Rakesh Vmna DOA : 07/01(2019 13:'43 

56 YIM COJ/COJ007 

Dr. Rakesh. Ral Sapra 

lm11111n1Daa1J1moo 

M' 

5< 

"' I 
I . - t..---'------r------------1'' -

· PROCEDURE SAFETY RECORD ' . 
Patient Name .IJl!~.: ... f.?gg.~.h .. ":1.~1.1 ............ Age/Sex ........•... S..~.'!. .. J.~ .................................. :·························· 
OPD/UHID N°"O .......... f.~ .. 0. .. Q.).S.{.3 .. :3 .................... Date ............ 2t:/ .. ! . .l. .. 1 ... ct .......................... Time ......•. l:f .. v.:;9 ............ . 

LOCATION : ENDOSCOPYIBRONCHOSCOPY/CATH LAB/ OTHERS .............. {)4,kt ..... f ~ ....................................................... . 
KNOWN ALLERGY ~ · 0 YES (Specify) 

~ ... Pre Procedure Check List Yes N<;> NA . Remarks .... 
~·,JO Status checked L.--/ 

. -
Part preparation done (_./ To be filled b~ the nurse 

IV Line in situ with heplock . . _ I '::-- .. Name: . c. lrJ/'f v • ' 
Dentures/Spectacles removed ' - v ' Signature r:.. .. -Y/ . - . . 

~~< Prosthesis/Jewellery removed ._....... EmplD 

Special medical equipment arranged ' . · . .../ ·Time . VI 11 ¥'-1 - .,, . 
Implant arranged ; / 

Pre Procedure Vitals 

Vitals Time Blood Heart Rate Respiratory ~aturation GCS Pressure Rate 

Pre Procedure tl1 IWN'- I ~\<Tu '\. \...\ L\-t q'{_y 
' 

[2, Time out Before Procedure ·' . Time out Participants 

< .,j,, ' ' 
-:;d1. , S.ee.dl.J Correct' Patient ·CJAras D No ~HYSICIAN(S): 

' 
ANESTHETIST 

Correct Procedure Q/res, D No 
TECHNICIAN IVtt.J.L!R.. ~ & MM 

f:,c4ft~ - NURSE(S) 
Consent Signed ~ 0No TIME: 

Intra Procedure Monitoring of Vitals 

Vitals Time Blood Pressure Heart Rate Respiratory Rate Saturation Level of Sedation 

l-11\. - , .. ,,.... 
~· n 1 1-A- _. ... , 

,. ' I - . 

' 
1., • ·'\ ' .• ·j . \ . ' -
During Procedure 
~Regula~ \nterval) . . ' . . 

- -- -. , , .. ' ' ' -· < c 

QRGHCllPOfCKLTIVer0.1 



Medication Prescription And Administration Record During The Procedure 

Sign of Physician 

.. , I \ , 

:~; :::: ••••••••••••••••••••••••••••••••••• >••··········· ····················································~·················· ~= ····································I 
Brief Descriotion of the Procedure 

I, Name of th.e procedure performed C,,(}-rJ .+ ~-t..<4-

(1-ei.M ~:-~ '/'Of)r'() pt.rL~ >tS!1R 

CA. c.v ,, ' • < " • ~· - . , .. . 
' Any Equipment problem identified No - To be filled by the doctor . 

Condition at the time of Dischargerrransfer · 
I .. • - . . . ~e._ Name: ;;-R_ rfs"• ILfl • J,l:~ 

. 
Lt..O Discharge I Transfer Advice Signature 

Disch~rge I Transfer. Meaicatibns ·. ;. R..tto~L14lrNedUt~t):J Emp ID 
I - ... rl"" I -

' POST PROCEDURE MONITORING OF VITALS 

Vitals Time Blood Pressure Heart Rate Respiratory Rate Saturation Level of Sedation 

Post Procedure 

. 
' !• l , -

•' -C. r \,., .-' • 

Physician: Nurse: ->f)( ('! 1 v Technician: 

Name: Name: r frl/ 1(/ Name: 

Signature: Signature: ~ Signature:. 

Date: Date: d--L Date: 

~ 
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··.:·:::~·::· Health City ... 
Plot no. 1. Sector· 16, Faridabad, Haryana 
Tel: 0129 - 4330000 Fax: 0129 - 4330033 

' i IP No: 33-19/237 UHIO: 100055633 j 
· 1 Mr. Rakesh VMM 

•. DOA : 07/01/201913:43. 
56 Y/M CQJ/CQJ007 

, .. •-·---

INITIAL NURSING ASSESSMENT FORM 
Admission date 

Department ' rough OPD 
. ' 

] Through ER ] Self 

Time of Arrival in unit '. ~o Time of Completion of assessment ;).., '. · ~ f 
Mode of Arrival . [ ] Ambulatory r---f"Wheel Chair ( ] Stretcher · ] Ambulance ] Others 

Accompanied by [~mily [ ] Friend ] Others 

P~imary language Spoken [ ] English · ( Jj;liHdi ( ] Others . Interpreter Needed ] Yes....!=l No 

Vulnerable Staus [ \Pfes ( ] No Actions taken [@s (']No 

: . .. ~: .. <·;~-. ~:·.;. "VITAL SIG_lllS, :.:.: _._·, . ' · .. -'" . ORIENTATION· '. , :: 
Temperature(*F): . \, r-: Height(cm): ] Bed control · [ ] Washroom 

Pulse(/min): Weight( kg): · 1 Call bell ] Visitation rules 

] Television ] Meal timings 

BP(mm of Hg): ] Phone ] No smoking 

ALLERGIES -(-1'No known allergies ( ) Yes Allergic to: 

·. ·:·; :-')'..l!ERSONAl E~SENTl..;L LIST/~~ECIAL·l\l~~ps 1•: . . :'·, :~' £:.\. ·-· ·· . -,_ .,, 
Hearing aid J._.}No ( ) Left ( )Right 

Contact lens -{'1No ( ) Left ( ) Right ( ) Eyeglasses 

Dentures Full: ( )Upper · ( )Lower Partial: ( ) Opper ( ) Lower <.µNo 

Artificial prosthesis --{-7No ( ) Yes Type 

lsual Impairment . .(.-+No ( ) _Yes 

Speech problem ) No ( ) Yes 

Hearing impairment ) No ( ) Yes 

NEUROLOGIC STATUS NGenscious/Oriented ( ) Disoriented ( )Unconscious ( ) Stuporous ( ) Confused/Anxious 

2. Past Surgical History: 

(q;Resp. disorder ~ Blood disorder Cancer 

3.Past Medical ypertension (.t) Kidney disorder . (() Seizure disorder "4..0thers 
History: Heart disease (/)Thyroid disorder ~ ) GI disorder ) Hepatitis 

\;i1 Tuberculosis Neuro muscular (17) S.kin disorder Arthritis 

~-· 



Disposition of Medications ) Not brought with patient ( ) Sent home with family ( ) Educated not to use 

NUTRITIONAL STATUS 

Appetite - Normal/Altered ............ ~ .... : ............................................................ : ........................ • .................... . 
If Weight Loss/Gain is < 3Kg or > 3 Kg .......... 0.!t .......................................................................................................... . 
Any Digestive Problem ............................. ~ .. fr: ..... '.: ..................................................................................................... . 

:;- .. <·, -:'~2i.: · ... JlUL)~Eij,AB_~!;}~TJEi'fl',.~NY,Q~ Tl;IE.BELOW CONSiD~BED'AS VULNE;~~BIUTY ;_ · ..... r. _. , .'-

Categories Age<16>65 Any mental or 
neurological 
disability 

limited physical Communication· patient on 
mobility barrier restraint 

lmmuno
·supressed 
'Patient 

Victim of 
abuse & 
Neglect 

Drug/Alcohal 
Dependent 

I 

()No 

· · · .. ,. ·.;. ;.;;:-' • · ,. ·--~~tivities.ci'I Daily Living.(A[il::'s).··· •. · -

Bathing Dressing Ealing Mobility Tcilet use 

Independent 

Dependent 

' 

WONG - BAKER FACIAL GRIMACE SCALE ® ®' ® ® . 

0 2 3 • 7 • • 9 " No Pein Mild Pain Moderate Severe Ve1Y Severe ~st Possible 

• , NUMERICAL RATI~A~E 

Pam Score: ................. .t?. .... . 
BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK 

Sensory Moisture Activity Mobility Nutrition Friction I 
. ... lnterventipns· ~-J~~ Mental Shear 

.. 
.. _ At risk to Moderate _risk .. ";iO.. - .... - ... 

1 . 1 1 Bed fast 1 1 1 1 . Offer toilet as necessarv 
Total limited Constantly 100% Very poor freequent 2. Use devices to optimize independent positioning 

moist immobile Sliding 
3. Use elbow and heel protectors. 

. 4 . Reposition every 2 hourly 2 2 2 2· 2 2 
Very limited ~moist Chair fast Very limited <Xi daily Feeble 5. Provide routine care and moisturize skin daily. 

c 
~ 3. ~ . portion Correctiom 6. Document individualized care plan. 

itl \_ ~ ~lksvk ~hlly ( ~Jof ~Qndent • - 7 ~ : .. • ... 
Uy Occasio.f 

\:. . . , !-/igh to very high risk ' "' . 
' 

. . . . ~ .,,,, ;, . , .. " . . . . 
d moist assistance limited portion Corrections 1. Include all above"m•ntionen nnints 

4 4 4 4 4 2. Protect sacral/perinea/ wounds from fecee & 

No Diy Walks Full mobili~ Eats infected urine. 
without 

impairment assistance everything 3. Reposition every 1-2 hourly incorporate frequent small 
shifs in position between turns. 

Score braden scale ~-18 Moderate -13 to 14 High risk -10 to 12 Very high risk. 9 or less 

·Total Score for Pa.tient .................. : ..... \-~·····"···- ........... .-.· .... . 

1;.1;m.1,1.1•.M·t+n; · ~ EZHI fJI) ~ 



MORSE FALL RISK ASSESSMENT 

Knows own limits, reliable safety. awareness 
1 Level of consciousness f-------'------'"'---------------------:-t--:-::---1 

2 History of falls 

3 Predisposing diseases 

4 Ambulatory aids 

Gait 

6 Medications 

Low risk 0-24 

Total score 

Diminished safety awareness 

No falls 

Yes 
Foll ·ng Conditions· HypotentionNertigo/CVA/Parl<insonism/seizures/arthn'lis/ 

owi · osteo oros1s/ fractures 
No 

Yes 

Ambulatory without assistance/bedresUwheelchair 

Crutches/cane/walker needed 15 

Furniture used for support 30 

Normal walking/striding without hesitation 0 

Weak walking & short, shuffled steps, lightly touching furniture for support 

Impaired walking with difficulty rising from chair, head down, grasps furniture 20 

Following type of medications: anesthetics/8ntihistamines/cathartics/diuretics/aritihypertensives 
antiseizure/ benzodiazepines/ hypoglycemics/ psychotropics I sedatives/ hypnotics 
None of the medications taken 0 

Medicatior1s taken 

~ '--·-· .. 
•. : ·... ' --i !;,.' 

Medi Hi h risk Above 45 

PATIENT & ATTENDANT INFORMATION EDUCATION (ON UFPP & OUTSIDE PRESSURE SORE) 

Preventive measures and risk explained 

Outside bedsore showi1 and grade explained ....................... . 

Sign/Name of witness ~ ............................................. .. 

Pain. Chronic Nutrition. more than body need 

Verbal communication. Impaired Skin integrity, Impaired 

Sensoiy Perception, Altered Oral Mucous Membrane, Altered 

Thought process, Altered Swallowing , Impaired 

Health Maintenance. Impaired !<') Fluid volume. Deficit Body Image Disturbance 

Physical Mobility, Impaired f'<) Fluid volume, Overload Sleep Pattern Disturbance 

Self care deficit Knowledge deficit Self Esteem Disturbance 

{:') Incontinence. Bowel () Urinary Elimination, Altered Role performance . Altered 

-! ) Incontinence. Bladder (.() Urinary Retention, Mered Fear & Anxiety 

~ Injury, Altered ((/) Spiritual Distress Rape trauma syndrome 

POTENTIAL PROBLEMS 
nfection, Potential for Activity lnto!erance, Potential for 

) Others 
) Skin Integrity, Potential tor 

Name of admitting Nurse ...... ~ .............. . 
Name of Ward Supervisor ..•...•. ~l~.F ................... . 

Employee ID ...... ':: ....• ~?Y..;'.J ......... Sign ............. 
0 

.......... .. 
Employee ID ...... .2$:.J$. ....................... Sign ...•......... ~ .......... . 

QRGHC/IPD/Frm/33Ner.0.2 
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<~AG 
Health City 

Plot no. 1, Sector-16, Faridabad, Haryana 
Tel: 0129 - 4330000 Fax: 0129 - 4330033 

I IP No: 33-19;23;·---:~ID: 100055633 

' Mc. Rakesh Vemla DOA : 07/01/201913:43 

j 56 Y/M Twin Sharing 4/TS1250 A 
j Dr. Rakesh Rai 5apra 

l __ •. 111I1m111ninmmml!Ilmmn 

Date .~?J.-::./::1. ............ . 
Wft~'ll'!'ll'P-l~'P-'l'I'~~~~ DAILY NUl"(~INu A;:,;:,1:.~;:,1vi1:.N 1 ;:,n1:.1:.·i"' .-

SHIFT/TIME 
Neurological status 

GCS 

Mode of oxygen 

Cough 

Dressing 

Skin status 

Vulnerable status 

VIP score 

'raden Score 

1.stage of pressure ulcer 

2.location of pressure ulcer 

Morse Fall Score 

EWS score 

Pain score 

Signature of Nurse 

Emp. ID 

Alert 

Lethargic, Sleepy, easily aroused 
falls asleep without stimulation 

Stupourous- Difficult to arouse 
except with repeated stimuli 

Intact 

Dry 

Soaked 

Morning 

No 

0 

A 

L 

s 

D 

s 
·. 

. SKIN STATUS · 

Intact 

Non-Intact NC 

M 

Venturi mask VM 

BIPAP B 
Room air RA 

Ventilator v 
1 

Evening Night 

Behaviour 

Eye 
opening 

Verbal 
Response 

Motor 
response 

Total Score 

None 

Productive 

Non-productive 

To pain 

No response 

Oriented to time, place & person 

Confused 
Inappropriate words 

Incomprehensible sounds 

No response 

Obeys commands 

Moves to localized pain 

Flexion withdraw! from pain 

Abnormal flexion 

Abnormal extension 

No response 

Best response 

Comatose client 

N 

p 

NP 

Score 
4 

3 
2 

5 

4 

3 
2 

6 

5 

4 
3 

2 

15 

8 or less 



MORSE FALL RISK ASSESSMENT 

Knows own limits, reliable safety awareness O 
1 Levelofconsciousnesst--~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~+-~---1 

Diminished safety awareness 15 

2 History of Falls 
No falls o 

.. 

3 Predisposing diseases 

4 Ambulatory aids 

5 Gait 

6 Medication 

·' _·:,. 
•: ... '> 1 

Low risk 0 - 24 

Yes 

Following Conditions: HypotentionNertigo/CVNParkinsonism/seizures/arthritis/ 
osteoporosis/ fractures 

No 

Yes 

Ambulatory without assistance/bedrest,lwheelchair 

Crutches/cane/walker needed 

Furniture used for support 

Normal walking/striding without hesitation 

Weak walking & short, shuffled steps, lightly touching furniture for support 

Impaired walking with difficulty rising from chair, head down, grasps furniture 

Following type of medications: anesthetics/antihistamines/cathartics/diuretics/antihypertensives 
antiseizure/ benzodiazeoines/ hvnoalvcemics/ osvchotrooics I sedatives/ hvnnotrcs 
None of the medications taken 

Medications taken 

·- .;: : ' SCORE FA[l RISK ASSESSMENT-/ , . L-•'.J 
' 

25 

0 

15 

0 

15 

30 

0 

10 

20 

0 

15 
... ' 

'ti·t' 

I Medium risk 25 - 44 I High risk Above 45 

Vulner.abfe~patlerit' any of !_he.below consid~red as villnerabilify;°:.' '· . t'.: ·,; :, 
CATEGORIES I D NA 

Age <16 or >65 Communication barrier lmmunosupressed patients 

Any mental or neurological di'sability Un attended unconscious patient Victim of abuse & neglect 

Limited physical mobility Patient on restraint Drug/Alcohol dependent ·~· 

• · , ,- , ' '.: ,,- • , _ ..• VULNERABILITY STATUS • , ·,c o ._ 

If Yes, Action Required 

D Place safety first Signage to patient side D Ensure call bell within reach of patient 

. D Bed side rails always up D 2nd hourly assessment 

' rl , , 

SCORE 3 

RR >35 

SP02 <88 

Temperature 

Systolic BP 

Heart rate (bpm) >129 

'·,,' ' •EARLY WARNING ;SIGNS 

2 1 .0 

31-35 21-30 9 to 20 

88-89 90-92 >92 

'I~ ' •• - .' 
~. ,. ~J 

1 

r., ~-·;:~ ": ·11'. ., 
• . I' ~': ., "• 

<7 

>102.2 100.4-102.2 96.8-100.2 95-96.6 93.2-94.8 <93.2 

>170 100-170 80-99 70-79 <70 

110-129 100-109 50-99 40-49 30-39 <30 

3 

AVPU alert Verbal pain Unresponsive 

Visual infusion' phlebitis score'(V.l;P.) · .. : , ;, ' . ,. ' . ~ . - . 
,.. 

··::-. 

IV site appears healt(ly - 0 

One of the following is evident:- slight 
pain/redness at or near IV site - 1 

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

2 

All present:- pain at IV site, Erythema. 
induration - 3 
All are evident and excessive:- pain along the 
path of canula, Erythema, lnduration, 
palpable venous cord - 4 
All are evident and excessive:- pain along the 
path of canula, Erythema, lnduration, 

_palpable venous cord, pyrexia - 5 

. ::..t ' . 

,.,. 
;....,, l .'. - ~ 

~ 

-



I. 
l 

' 
BRADEN SCALE FOR PREDICTING PRESSURE SORE.RISK 

Sensory Moisture Activity Mobility Nutrition Friction I Interventions 
Mental - •<> shear !· At risk to Moderate risk ,. 

1 . 1 1 Bed fast 1 1 1 1. Offer toilet as necessarv 
Total limited Constantly 100% Very poor freequent 2. Use devices to optimize independent positioning 

moist immobile Sliding 3. Use elbow and heel protectors. 
4. Reposition every 2 hourty 

2 2 2 2 2 2 5. Provide routine care and moisturize skin daily. 
Very limited Very moist Chair fast Very limited <%daily Feeble 

Document individualized care plan. portion Correctiom 6. . 
3 3 3 3 3 3 High to very high risk 
Slightly Occasionally Walks with Slightly Most of Independent 
limited moist assistance limited portion Corrections 1 lnrl ...... .=- all -i..-ve m"'ntinn-...1 ~ ..... ints 

4 2. Protect sacral/perinea! wounds from feaces & 
4 4 Walks 

4 .. 4 infected urine . 
No Dry without Full mobilit' Eats 3. Reposition every 1-2 hourly incorporate frequent small 
impairment everything assistance shifs in position between turns. 

I Score braden scale At risk -15-18 Moderate - 13 to 14 High risk - 10 to 12 Very high risk - 9 or less 

WONG - BAKER FACIAL GRIMACE SCALE 
NUMERICAL RATING SCALE 

®®®® 

CATEGORIES 

Face 

Legs 

Activity 

Cry 

Consolability 

0 

No Particular 
ex ression or smile 

Normal position 
or relaxed 

Lying quietly, normal 
position, moves easily 

No cry 
(awake or asleep) 

Content, relaxed 

0 

Occasional grimace or frown, 
withdrawn disinterested 

Uneasy, restless, tense 

Squirming, shifting back & 
forth, tense 

Moans or whimpers: 
occasional complaint 

2 

Reassured by occasional touching, 
hugging or being talked to, distractable 

3 4 5. 6 7 6 9 10 

2 
Frequent to constant quivering 
chin clenched ·aw 

Kicking or legs drawn up 

Arched, rigid or jerking 

Crying steadily, screams or sobs 
frequent complaiiits 

Difficult to console or comfort 

Score FLACC Scale : 0 - Relaxed I Comfortable, 1-3 - Mild discomfort, 4-6 - Moderate oain, 7-10 - Severe Discomfort 
" - ' ~!.~ ..;_~ ' PAIN MANAGEMENT '-:;.t~· ~' 

.-::· •.. ..... . ' r-1". ....... 
' - ' ,':;.::~; . , ._; . .~,)." ., .. 

' .. .. · . 3 ·~ .... -' ... ·, -.. ~ .. . r;·; .. . 

Date "'iMTimo n ... in ........ r~ "··-"h· I ......... ti ...... . . 

'-:'.) 

,.~ . ,._, 1-c_.:w•1-... -A Aching p Positioning S.No Type Site I Location Day Remarks 

B Burning B Breathing 

c Crushing ED Education pain management 

D Dull pain M Massage 

s Sharp/Stabbing ES Emotional support 

Sh Shouting w Walking 

T Tingling IP Ice pack 

TH Throbbing & Radiating MA Medication Administration 

PAIN ASSESSMENT TOOL BEING USED 

0 FLACC: 
.•. 0 WB 0 NRS I 

3 



. 1110 ,~· 

ELEMENTS ~ orninQ E enina N •ht 
Patient name & ID band rJ.,,,/:.--1 

Self/bed bath "-116 
Skin care ................. ... hour1v .. '1 <:-J 

w Back Care ................. . hourlv \./ r::-s z 
Mouth Care ................. hourlv \./ r::-s w 

5 Eve Care .................. hour1v '-I <--5 >-
:i:: Hair Care ................. hourlv 'l:rJ 

Perinea! care (for Female) h A 
Anv special care N'/Pr 
FoJev's calh care '-( <=.> 
NGT care ... rA 

>-
Chest ohvsiotheraav (Vl?r ct: >-

Oa. Incentive Soirometerv 1\/4- \ 
~~ Steam inhalation i\//,)- \ 
-w 

Nebulization hourlv rl /;f \ 0. :i:: 
:fl ... Suctioninn M ll1v fQral/Na V T racheaV Endotracheall IYI.'\- \ 
ct: 

Tracheostomv care '-' <::J I 
Chest tube care \VA- \ 

~z Ambulation --t c-J I 

"'0 Phvsiotheranv IVI,\- \ ;> <( -
:i:: !;;: ROM exercises /V/,l- \ 
w'"' N/lr \ ct: - Rervisilionina hourlv 

Enteral feedinn hourly (NGT/PEGIJ tubes) IV'4- I 
>- Enteral tube site care NI>, \ 
ct: 

NG asoiration hourlv rY..;\- \ <( 
z NPO status NA \ ii2 
:::> Tvoe of diet f) IY) (fV ·J ,I t"' .f- \ 

f2 Ostomv care IV1'r I 

z Enema "{"t;}- \ 
w Catheterization N"A- \ C> 
oO Catheter care N"Pr \ 
5 Sitz bath N't;r \ 

Drain site care IJP/Penrose/Hemovac\ IV'/?r \ 
Compress (hoV cold) rV /,I- \ 
Barrier/ Reverse barrier Nursina fV'/;'r \ 

Blood Transfusion IV'-<!- ' "' Care of all linestlVICentral/Arterial/PICC\ '1e:.r ' ct: 
w Care of HD catheter 1v4 ' :i:: ... Flushinn Intermittent infusion lock t... l="I ' 0 

' Site care - //l-

Snecimen collection ~ ' !~ 
End of life care A/'/f ' ~ 

Any surqerv planned N'4 \ 
..J Part oreoaration rv~ <( 
u Skin oreoaration l\IA 
5 Pre-ooerative checklist comclete IV~ ct: 
:::> Bill clearance(for sur<Jerv or Procedure} WV,j" 

"' Abnormal re,......rts/Critcal lab values .V.n 

Medications{Aclion/side effects/Special Instructions) IV~ 

z Diel (fune/ restrictions) NI.}-

:i:: 0 Infection prevention \./ ,_, ... - Post orocedure care A,A 
..J ~ <Cu Postnatal education (for mothers} M/.1-w :::> 
"'c lniurv/ Fall orevention '-/ <= ( 

w 
Svmotoms to seek medical help ''"" Discharae education & follow uo N/,)-

0 C> lnvestiaation/orocedure (Mention if anvl N"/lr 
Zz Consultation (Mention if anv) JV/?, w_ -0. Medications (Mention if anv} 'V',,. 

Event (Any special events) " .• 
.. ·- ' 

·1 " '5 "" , ' 
Signature of Departmental lncharge .............................. tJ .................................................. Emp. 10 ................................................... . 
QRGHC/IPD/Frm/47Ner.0.2 4 



. .-~:.:.· c·;>RG • ••••••••••• • ···l·\···. ···~ •... 
··.:·:::~~=::· Health City ... 

Plot no. 1, Sector-16, Faridabad, Haryana 
Tel: 0129-4330000 Fax: 0129-4330033 

SHIFT/TIME 
Neurological status 

GCS 

Mode of oxygen 

Cough 

Dressing 

Skin status 

Vulnerable status· 

'IP score 

Braden Seo.re 

1.stage of pressure ulcer 

2.location of pressure ulcer 

Morse Fall Score 

EWS score 

Pain score 

Signature of Nurse 

Emp. ID 

Alert 

Lethargic, Sleepy, easily aroused 
falls asleep without stimulation 

Stupourous-· Difficult to arouse 
e~cept ·with repeated stimuli 

Intact 

Dry 

Soaked 

SKIN STATUS 

Intact 

Non-Intact 

Venturi mask 

BIPAP 

Room air 

Ventilator 

0 

A 

L 

s 

I 

D 

s 

NC 

M 

VM 

B 

RA 

v 
1 

Behaviour 

Eye 
opening 

Verbal 
Response 

Motor 
response 

Total Score 

None 

Productive 

Non~productive 

Response Score 
S ontaneousl 4 

To speech 3 
To pain 2 
No response 

Oriented to time, place & person 5 
Confused 4 

Inappropriate words 3 
Incomprehensible sounds 2 

No response . 1 
Obeys commands 6 
Moves to localized pain 5 
Flexion withdraw! from pain 4 
Abnormal flexion 3 
Abnormal extension 2 
No response 

Best response 15 
Comatose client 8 or less 

N 

p 

NP 



MORSE FALL RISK ASSESSMENT 

CATEGORY CHARACTERISTIC SCORE 
.. 

i Knows own limits, reliable safety ~'.Nareness ·o 
1 Level of consciousness 

~ Diminish~d safety awareness 15 

No falls ' . 
0 

2 History of Falls ----
' . Yes 25 ;. ' ' 

Following Conditions: HypotentionNertigo/CVA/Parkinsonism/seizures/arthritis/ 
osteoporosis/ fractures . 

3 Predisposing diseases No 0 

Yes 15 
', Ambulatory without assistance/bedresVwheelchair - 0 

4 Ambulato,Y aids . . '~--· .... -", Crutches/cane/walker needed , ' 15 
~ Furniture used for support ' - /.l ( 

30 .. 
Normal walking/striding without hesitation 0 

; ' 

Gait 
\ Weak walking & short, shuffled steps.-lightly touching furniture for support 10 

5 ', 
Impaired walking. with difficulty rising from chair. head down·: grasps furniture 20 

Following type of medications: anesthetics/antihistamines/catharlics/diuretics/antihypertensives .. antiseizure/ benzodiazepines/ hvnoolvcemics/ psychotropics./ sedatives/ hvnnot1cs 
6 Medication None of the medications taken 0 

' 
. 

Medications taken 
.. . 

15 -
" - ·" 

• . " SCORE FALL RISK ASSESSMENT"· . 
. 

Low risk O'- 24 I Medium risk 25 - 44 ; I High risk Above 45 

-Vulnerable patient- any of the below considered as vulnerability • -, -
I h, 

CATEGORIES ~: "! ._, I D NA . 
Age <16 or. >65 I Communication barrier '7'' r •. lmmunosupressed patients 

Any mental or' neur61ogical disability Un attended unconscious patient -,, : \/.ictim of abuse & neglect 
- -

Limited physical mobility . Patient on restraint Drug/Alcohol dependent 

VULNERABILITY STATUS 

If Yes, Action Required 

0 Place/safety first Signage to patient side 0 i;nsure call bell within reach of patient 

O,.,Sed side rails.always up Q/ 2nd hourly assessment 

. ' . - aP . EARLY WARNING SIGNS c 

SCORE 3 2 1 0 1 2 3 

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

SP02 <88 88-89 90-92 >92 

Temperature >102.2 100.4-102.2 96.8-100.2 . 95-96.6 93.2-94.8 <93.2 

Systolic BP >170 100-170 80-99 70-79 <70 

Heart rate (bpm) >129 110-129 100-109 50-99 40-49 30-39 <30 

AVPU alert verbal pain Unresponsive 
.. 

.Vis'1ial infusion phlebitis score (V.l.P.) r , 
IV site appears healthy • 0 All present:- pain at IV site, Erythema, 

induration - 3 

One of the following is evident:· slight All are evident and excessive:- pain along the 
pain/redness at or near IV site - 1 path of canula, Erythema, lnduration, 

oaloable venous cord - 4 

Two of the following is evident :-Pain at IV All are evident and excessive:- pain along the 
site, erythema, induration - 2 path of canula, Erythema, lnduration, 

palpable venous cord, pyrexia • 5 

I 
j 

2 
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' 
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BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK 

Sensory Moisture Activity Mobility_ ,Nutrition· Friction I - Interventions 
Mental . ,:,.Shear At risk to Moderate risk --

1 1 1 Bedfast 1 1, :.. J i -1. 1. . Offer toilet as necessary-'.. -- -- - -
Total limited Const~ntly '100% Very po9r freequent 2. .Use devices-to.dptimiZ0~ii1deo0ndent Positiorling - -

- ' : moist immobile~ .. ~ !_ ·~'.:·.- 1 Sliding 3. Use elbow-and-heel protectors. I 
-- - - 2': . ..- ( / --- 4. Re{losition every 2 hourly 1~· r \ 

2 2 2 2, 2 5, Provide-routine care and nioisturize skin daily. 
Very limited very moist Chair fast Very limited <Y. daily Feeble 

6. Document individualized Car!3· plan. 
- c ?oition Corrections -

~· 3 
. 'I , 

3 ' 3 3 - - - - 3 -- - - 3·; -- High to very high risk 
Slightly 6'ccasionally .Walks with Slightly· Most' of Independent 
limited m·oist assistance limited - portion' Corrections 1. lnclu~o all ohnve mentioned Mints - -

'.' ,... 

4 < -, -4~/I- 2. Protect sacralfpefinea\·wounds from feaces &: -
4 4 - Walks- 4 - - "- - - - - infected urine~ - -- -- ·- --No Elry Futl 111_°-i\>ilily Eilts ,1 without - --- - 3. Reposition every 1-2 hourty incorporate frequent small• 
impairment ~yerything assistance - -- -- shits in position between turns: 

Score brad~n scale At risk - 15-18- Moderate·-,.1.3'to 14 High.risk :io to·12-·- Very high risk- 9 or less 

-~- -- ·-,._ - -.{-

' .,- -1-
WONG - BAKE_B· FACIAL GRtMACE SCACE -

• ' ~ 1 \I f •J 
NUMERICAL RATING SCALE' - - - ·- -- ----

CATEGORIES_ 0 

Face . ·~ ·No Particular 
ex ression or smile 

" \ LeQs -~..; \ .No{mal position: 
· ~'or relaxed-·. - ~-

Activity 

Cry • .. · 

Consolability · 

Lying quietly, nonnal 
position, moves easily 

..NP f.ry 
(awake or asleep) 

~onte-nt, reta.xed 

. 0 1 2 

'·) ·• ' '; - N·o Pa1ii - -· · MiiCIP&in 

' I /j ' 1-
.•' d 

Occasional grimace or frown,· 
withdraWn disinterested~ -

\'•JI 

U~e~sY.1res~~~-~s; teQ~~ 
Squirming!shiftiilg back & ---
forth, tense ' # ' 

Moans or whimPers: 
occasional co.l;nPLaint 

Reassured Dy' Occasional touching, 
hugging or b0in_g talked to, distractable 

3 4 5 6 7 • • 10 

Moderate Severe 

2- --
- - - - Frequent to constant -quivering 

chin cte'nched aw -

_ Kicki~g ~E legs drawn UP: _ 

Ar~!led, rigid_ or jerking 

Crying· steadilY. sCream·s or sobs . 
frequent complaints 

Difficult lo consble or.comfort 

'' 

Score Fl!ACC Scale: O - Relaxed I Comfortabl'e1 A-3 -Mild discomfort, _4-6 -_Moderate pain, 7-10- Severe Discomfort 
\ . PAIN MANAGEMENT " 

Date '- Shift/Time Pain score Quality • 4o<;iltion Interventions/Comfort Medicine rinietSign 
'- - --

,. 
-" 

) ' - -
- - -- - - - j 

- - -
.... ·1' ·_..-1 

••' I 
-l. -

- l•l'-" ·--····1-Positioning - .,., ; S. No Type Site I Location Day Remarks 

B Burning B Breathing ' ' ' ' t . ·ti 1 ()'" • I 
C Crushing .. " ED Education pain riia.naQement ...:J_- f.,j,,'2-- -- f'IL--- fl Q 

D Dull pain ' __ M Massage ~ \ t , u 
S Sharp/Stabb.ing ES Emotional supp0rtl /\ -

Sh Shouting w • • • J .If 
Walking - - - ' · 

T Tingling IP Ice pack '-· ' 
• • - R • 

MA Medication Administration TH Throbbing & Radiating 

PAIN ASSESSMENT TOOL BEING USED 

0 FLAGG: 0 WB a NRS 

3 
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MORSE FALL RISK ASSESSMENT 

CATEGORY CHARACTERISTIC SCORE 

1 
Knows own limits, reliable safety awareness 

Level of consciousness , 
Diminished safety awareness , 

2 History of Falls 
No falls : 

, Yes 

Following Conditions:'Hypoten~9.nNertigo/CVNParkinsonism/seizures/arthritis/ -
, ·, • 

4 !i osteoooros1s/ fractures _,, . 

0 

15 

0 

25 

3_ 'Predisposin!fdiseases No· c.·:-_:_·--~-- ---- --- _-:_· - - _ _ 0 
, ·" ' t-Ye-s---...,,,-

11 
,._,..--.,-,---------,-...,.-_ -, ----~---~_-:_~'"°•·,.;---'--1-_~1-5--1 

• - .• r 

• ,- ' 

4 Ambulatory aids 

'.J ' 

., 

Arnbula_tory without assifthnce/bedresVwheelchair 
't 

Crutches/caneiWalker heeded 
r· ~! 

_ Furniture used for suppo/t ·._ 

I' r' '' \ ' ' 

. , 

Normal walking/stridi~d ~ilhout hesitation • - • - - · -

., 

_ .• _weak.walking &.short,.shutiied steps,.lightly touchi~g_.furniture-for support 

. 0 

. 15 

30 

0 

10 5 -Gait 

- - Impaired walking with difficulty rising from chair, he~d down, grasps furniture 
L 

w '~ '\ 

- - -· --
6 f!'ledication 

, . 

_ _ Following type of medications: anesthetics/antihistamines/cathartics/diuretics/antihypertensives. 
antiseizure/ benzodiazeoines/ hvnoalvcemics/ osvchotrooics I sedatives/ hvnnot1cs 
-None of the medications taken . ' 

Medications taken·-

L1 SCORE FALL RISKASSESSMENT. 

20 l_J 

0 

15 

Low risk O - 24· i ·Medi&.~ risk 25 - 44 ._ I High risk Above 45 

' . 

Vulnerable patient- any of the below.considered as vulnerability 

-. ; I <:;ATEGORIES ) 1 I D NA 

Age <16 or >65 Com_mt.J}':iication barrier , . lmmunosupressed patients 

Any mental cir neurological disability Un att~rfded unconscious patient Victim of abuse & neglect 
. . ~ - ,, -

Li_rnited.physic~I mobility_ Patient on restraint 
- - - . - - -

.. 
-· ·Drug/Alcohol dependent·- '- .. . '.: 

VULNERABILITY STATUS 

If Yes, Action Required - ::A.,. 
~·:~O==--'P_1_a_c_e_s_a_1e_t~y~fi_1~~s~t_S~ig~n~a~g~e_t_o...:...pa~tie_n_t_s_i_d_e_"_·_,: __ '_·_·· __ .=O=-_-E_n_s_u_re_c_a_ll_b_-e_1_1w_it_h_in~r_e_a_c_h_o_1~.P~a-·t_ie_n_t ___ -1t_) 

',o o Bed side rails always up - -- .. _ - 2nd hourly ass'essme~t' 

..\lll. ... EARL Y'WARNING SIGNS .. " 

SCORE- 3 1 0 1 - 2 .. 3 
. 
RR >35 31-35 21-30 9 to 20 .. <7 

SP02', <88 88-89 90-92 >92 

Temperature >102.2 100.4-102.2 96.8-100.2 95-96.6 93.2-94.8 . <93.2 

Systolic BP >170 100-170 .. 80-99' 70-79 

Heart rate (bpm) >129 110-129 100-109 50-99 40-49 30-39 

AVPU alert Verbal ·pain 

~Visual infusion phlebitis score (V.l.P.) 

IV site appears healthy - 0 

One of the following is evident:- slight 
pain/redness at or near IV site - 1 

Two of the following is evident :-Pain at IV 
site, el)'thema, induration - 2 

2 

All present:- pain at IV site, E,rythema; 
induration - 3 
All are evident and excessive:~ pain along the 
path of canula, Erythema, lnduration, 
palpable venous cord - 4 

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

<70 

<30 

Unresponsive 

L 
I 

\ 

l 
! 
' 

\ 
\ 
'1 
I 

( 
I 
r 
I 

) 
! 
.i 
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BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK 

Sensory Moisture Activity Mobility Nutrition Friction I Interventions 
Mental Shear At risk to Moderate risk 

1 1 1 Bed fast 1 1 1 1. Offer toilet as necessarv 
Total limited Cons tartly - 'I 100% Very poOr freequent 2. Use devices to ontimize independent positioning 

moist in'lmobile . Sliding 3. Use elbow and heel protectors. 

4. Reposition every 2 hourly 
2 2 2 t ·2· 2· 2 5. Provide routine care and moisturize skin daily. 
Very limited Very moist Chair fast~ Very limited <Y, daily Feeble 

Document individualized care plan. .... portion Correction' 6. 

' 
.. . ' . 

3 3 3 3 3, 3 High to very high risk 
Slightly Oecasionally Walks with. Slightly Masi of Independent 
limited moist assistanc~ limited portion Corrections 1 lnrlune ..:iJI -i...~ve. men1i-n-"" --in'~ 

4 2. Protect sacral/perinea! wounds f~om feaces & 
4 4 4' 4 infected urine. 
No Dry 

Walks 
' Full mobilil) Eatl without 3. Reposition every 1-2 hourly incorporate frequent small 

impairment assistance· '. everything shifs in oosition between turns. 

Score braden scale At risk - 1~;~8 Moderate - 13 to 14 High risk - 10 to 12 Very high risk - 9 or less 

·~·' .. 
Q r.•; ·• 

... :'I 
WONG ·BAKER FACIAL GRIMACE SCALE 

© ® ® ® ® ® 
- NUMERICAL RATING SCj\(E 0 2 3 4 5 6 7 8 9 10 

' ' 
No Pain Mild Pain Moderate Severe Very Severe Worst Possible 

THE FLACC SCALE 
CATEGORIES 0 r'J,-' ! •• 

1 2 
v·v; 

Occasional gri~.ace or frown, Frequent to constant quivering FaCe No Particular ~·, ..• 
exnression or smile withdrawn disinterested chin clenched iaw ........ -• 

Legs Normal position .. 
·or'i-elaxed '' '"1 r,.f ' Uneasy, ·restless •. tense Kicking or legs drawn up 

Activity - Lying quietly, nonniir . Squirming, shi~ing back & 
Arched, rigid or jerking ' position, moves eas~y · ~ forth, tense 

No cry 
., 

Moans or whimpers: Crying steadily, screa~s or sobs 
Cry (awake o~ asleep) c1· '': occasional co~ptaint - frequent complaints 

'·, .. 
Reassured by,occasional touching, 

Consolability ' Content, relaxed r;.•:.; hugging or being talked to, distractable Difficult to console or comfort 

Score FLACC Scale: 0 - Relaxe.d) Comfortable;· 1-3 ·Mild discomfort, 4-6 - Moderate ain, 7-10 - Severe Discomfort 

PAiN MANAGEMENT 
("ate, . ShiftfTime Pain.sc9re Quality Location Interventions/Comfort Medicine nme/Sign 

... ', 

-J ···f 

ti: 

Burning 

c Crushing, 

D Dull pain 
.. , 

M Ma.ssage 

s Sharp/Sta.bbing ES .Emotional support 

Sh Shouting W Walking 

T n~gling IP Ice.pack 

TH Throbbing & Radiating MA Medication Administration 

PAIN ASSESSMENT TOOL BEING USED 

D FLACC: D WB. '.~ f ~RS 
3 
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... . . . . . ..... ··.:······ .. · ...... , ... 
···.~ ::·· 
,• ······· •,..... . . . . . ... 

<~AG 
Health City 

Plot no. 1, Sector-16, Faridabad, Haryana 
Tel: 0129 - 4330000 Fax: 0129 - 4330033 

SHIFT/TIME 
Neurological status 

GCS 

Mode of oxygen 

Cough 

Dressing 

Skin status 

Vulnerable status 

IP score 

Braden Score 

1.stage of pressure ulcer 

2.location of pressure ulcer 

Morse Fall Score 

EWS score 

Pain score 

Signature of Nurse 

Emp. ID 

Alert 

Morning 

A Behaviour 

Lethargic; Sleepy, easily aroused L 
falls asleep without stimulation 

Stupourous- Difficult to arouse 

Eye 
1--~~~-'--~~~~~~~~-+-~~~~~~~~--i opening 

except with repeated stimuli s 
oinatose c -

DRESSING 

Intact 

Dry D 

Soaked s 
SKIN STATUS . 

Intact · 

Non-Intact NC 

Verbal 
Response 

Motor 
response 

0 

Total Score 

M 

Venturi mask VM None 
BIPAP B Productive 
Room air RA 

r-:1····----· -----· 
r-'•~oY> mIDllllllaltllJllDID 

No : 33-19/237 UHID : 100055633 

... RaktSh Verma DOA : 07/01/201913:'43 

; Y/M CCU/CCU007 

· - '··-oate.:-... - . l 

Response 

S ontaneousl 

To speech 

To pain 

No response 

Oriented to time, place & person 

Confused 

Inappropriate words 

Incomprehensible sounds 

No response 

Obeys commands 

Moves to Jocalized pain 

Flexion withdraw! from pain 

Abnormal flexion 

Abnormal extension 

No response 

Best response 

Comatose client 

N 

p 

Ventilator v Non-prodi.Jctive NP 

·1 

Score 

4 

3 

2 

5 

4 

3 

2 

6 
5 

4 

3 
2 

15 
8 or less 



MORSE FALL RISK ASSESSMENT 

CATEGORY CHARACTERISTIC SCORE 

Knows own limits, reliable safety awareness 0 
1 Levelofconsciousness>-------------~~~-----------------+-----< ; - -Diminished safety awareness 15 .. 

No falls ' : I 
I ' 

0 
2 History of Falls. 

Yes 25 

Following Conditions: HypotentionNertigo/CVNParkinsonism/seizures/arthritis/ 
· . osteoporosis/ fractures 

3 Predisposing diseases. 1-N_o-------------------------------+-0---t 
Yes 15 

4 Ambulatory aids· 

5 Gait 

6 Medication 

Ambulatory without a,ssistance/bedresUwheelchair 

Crutches/cane/walker needed .. .. 
Furniture used fqr sypport 

Normal walking/striding without hesitation 

Weak walking &, short, shuffled steps, lightly touching furniture for support 

Impaired walking with difficulty rising from chair, head down, grasps furniture 

Following type of medications: anesthetics/antihistamines/cathartics/diuretics/antihypertensives 
antiseizure/ benzodiazepines/ hvooQlycemics/ psychotropics I sedatives/ hvonot1cs 
None of the medications taken 

Medications taken_i 

SGORE FALL RISK ASSESSMENT 

0 

15 

30 

0 

10 

20 

15 

Low risk '6 - 24 I Medium risk 25 - 44 I High risk Above 45 

'Vulnerable patient- any ofthe below considered ·as vulnerability _ 

-_. - CATEGORIES I D NA 

Age <16 or >65 
•. 

lmmunosupressed patients Communication barrier 

·Any mental or neurological disability Un attended unconscious patient Victim of abuse & 'neglect 

Limited physical mobility Patient on restraint Drug/Alcohol dependent 

• • : II 

If Yes, Action Required 

D j;Jlace safety first Signage to patient side 0 :;..-Ensure call bell within reach of patient 

Bed side rails always up P"f 2nd hourly assessment 

aO EARLY WARNING SIGNS 

SCORE 3 2 1 0 2 3 

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

SP02 <88 ·88-89 90-92 >92 

Temperature >102.2 . 100.4-102.2 96.8-100.2 95-96.6 93.2-94.8 <93.2 

Systolic BP · >170 100-170 80-99 70-79 <70 

Heart rate {bpm) >129 110-129 100-109 50-99 40-49 30-39. <30 

~ .. . . 

AVPU alert Verbal pain • Unresponsive 

·~ Visual infusion phlebitis score (V.LP.) D 

IV site appears healthy - 0 

One of the following is evident:- slight 
pain/redness at or near IV site - 1 

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

2 

All present:- pain at IV site, Erythema, 
induration - 3 
All are evident and excessive:- pain along the 
path of canula, Erythema, lnduration. 
palpable venous cord · 4 
All are evident and excessive:- pain along the 
path of canula. Erythema, lnduration, 
palpable venous cord, pyrexia - 5 



BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK 

Sensory Moisture Activity Mobility Nutrition Friction I Interventions 
Mental Shear At risk to Moderate risk 

1 1 1 Bed fasl 1 1 1 1. Offer toilet as necessary 
Total limited ·constantly ,r 'r ~ '' 100% Very poor treequeni 2. Use devices to optimize independent positioning 

moist . . immobile Sliding 3 . Use elbow and heel protectors .. . . . '· 4 . Reposition every 2 hourly;.., . 
2 2 2 . 2 2 2 

5. Provide routine care and ·f"!1.0i~turize skin daily. 
Very limited Very moist Chair. fast Very limited <Y:i daily Feeble 

portion Correctiom 6. Document individualized care plan. 

3 3 3 3 3 3 High to very high risk 
Slightly Occasionally Walks with Slightly Most of Independent 
limited moist assistance limited portion Corrections 1. Include all above mentioned noints 

4 2. Protect sacral/perinea! wounds from feaces & 
4 4 4 4 infected urine. Walks 1 Full mobilit No Dry without Eats 3. Reposition every 1 ·2 hourly incorporate frequent small 
impairment assistance everything shifs in oosition between turns. 

Score braden scale At risk - 15-18 Moderate -13 to 14 High risk - 10 to 12 Very high risk - 9 or less 

• ® ® ® ® ® ® ~ 

WONG : BAKER FACIAL GRIMACE SCALE 

~o NUMERICAL RATING SCALE 0 2 3 • 5 6 7 • 9 10 

No Pain Mild Pain Moderate Severe Very Severe Worst Possible 

THE FLACC SCALE 
CATEGORIES 0 \ 1 2 

Face ' No Particular Occasional grimace or frown, Frequent to constant quivering 
. exoression or smile withdrawn disinterested chin clenched jaw 

- .. 
Normal position ' Legs 
or·relaxed --'\.' Uneasy, restless, tense Kicking or legs drawn up 

Activity 
Lying quietly, normal Squirming, shifting back & Arched, rigid or jerking 
position, moves easily forth, tense 

Cry 
No cry MoanS or whimpers: Crying steadily, screams or sobs 
(awake or asleep)~ occasional complaint frequent complaints 

Consolability Content, relaxed 
Reassured by occasional touching, 

Difficult to console or comfort 
\ hugging or being talked to, distrt!clable 

Score FLACC Scale: 0 - Relaxe'd I Comfortable, 1·3 - Mild discomfort, 4-6 ·Moderate pain, 7,10 ·Severe Discomfort 

PAIN MANAGEMENT 
Date ShiftfTime Pain score Location Interventions/Comfort Medicine 

Burning B 

c Crushing· ED Educatioh pain management 

D Dull pain M Massage 

s Sharp/Stabbing ES Emotional support 

Sh Shouting w ."'f.'/alkin 

T Tingling IP .Jee pack 

TH Throbbing & Radiating MA Medication Administration 

PAIN ASSESSMENT TOOL BEING USED 

D FLACC: D WB D NRS 

3 



-. " .. l•Te1.u1:::::1 ~· 

ELEMENTS Mornina· Evenjnn Niaht 
Patient name & ID band ( ' JIN>_ C. <?IV • r'_,11. ,,{/, ~ 

Self/bed bath .. "\I~ . ._,,..,__, 
Skin care ... .f'. /,-.1 .......... hourlv ~ 'P' ,, ,_ 

w Back Care ...... i..(l..J.~.hourly L I -fl 1 l 'A 

z 
Mouth Care ....... J .. t:llhourlv ' ""' ' "" w 

c; Eve Care ...... .......... hourly • ;) (; " >- .J :r Hair Care .......... ...... hourlv . '(<'.. 

Perinea! care (for Female) " - '. \,n 
Vaciinat Pack ' to. ,,.;a 
Anv soecial care .. 0 /TV '.) 

NGT care . . " ,v J 
>-

Chest ohvsiotheraov • IJ ""' a: >-
0 0. Incentive Soirometerv .1u ~v 

~~ Steam inhalation ~JO /( ) 
-w 

Nebulizalion hourh• .. 1' ~ ) 0. :r 
en >- Suctioninn hoonv roral/N aV T racheaV Endotrac11eal\ ~JO 0 .w ~ 

a: 
Tracheostomv care ... 0 J ~ 

Chest tube care " 1 '11\ , I J, 

~z Ambulation " .J Y\ LJ LQc 
"'0 Phvsiotheraov ~ ,) • L. J ~- - - .. 
<( -
:r !;( ROM exercises " ' f\ ) 
w I-' 

• l I"\ 0 a:- Rennsitioning hourly 

Enteral feedina hourlv fNGT/PEG/J tubes\ l)? ... vu 
>- Enteral tube site care ' 0 "-V a: 

NG asniration ...: /:) t-JO <( hour1v 
z NPO status "N f'-'V 
ii: 
::::> Tvne of diet \f •• /)"""' ,!? ,( / 

0 Ostomv care 1 
. 

~1 :J 
!::: 

Enema (V'..J z ' w 
Catheterizalion o'O f\ 11.J C> 

oO Catheter care I Folev's Catheter care " J 
..,. "'° c; Sitz bath ... v• ·~'.'-<'.., 

Drain site care tJP/Penrose/Hemovac\ 1 '0 VVC/ 

Comoress (hot/ cold) " 1) f\/, ' 
Barrier/ Reverse barrier Nursino ~ J " (; 

Blood Transfusion >J'J " '-' 
en Care of all lines(IV/Central/Arterial/PICC) "IP.-<: ( j-0\ "/! a: 
w Care of HD catheter - " .... kl :r 
>- Flushina Intermittent infusion lock ' ·, ,;U/)Vl UC. 
0 

"' JO ,- ~ Site care • '0 

Soecimen collection ; ,,.._u --
End of life care • :1 "'Jl 
An" suroeN Dlanned ,; ,... )~ 

..J Part oreoaration 0 ) f'--V <( 
u Skin oreoaration jt\$J c; 

Pre-ooerative checklist complete rvv fVV a: 
::::> Bill clearancelfor suraerv or Procedure\ <.); v~-en 

Abnormal reoorts/Critca1 lab values "h ' ' 

MedicationstAction/slde effects/Soecial Instructions\ ·- ) "t.(( 

Diet (Tvne/ restrictions) - } -·,, " z 
:r 0 Infection ore\lention - r-•- ·~ ":::/1. 
.... - Post procedure care "-1 .... jJ ..J !;( 
<( u Postnatal education (for mothers\ ~\ <) "VV w=> 
:r c. lniurv/ Fall orevention • ? 'f(-1'.::/ 

W· 
Svmatoms lo seek medical hela - Q ~ . 

Discharoe education & follow uo • J ~ Y7 

6 C> lnvesliaationlorocedure (Mention if any) _u "~-
Zz Consultation (Mention if anv) l • ~J w_ 
0. Medications (Mention if any) .~ 

Event (Any special evenls) 

Signature of Departmental lncharge ................. ~ .... ··································· . ............ Emp.10 ....... ~ ............................... 
QRGHC/IPD/Frm/47Ner.0.3 4 
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ELEMENTS Mornino Eveninn , Ni lhl 

Patient name & ID band r1 11 ,., ... t.-- "o) ~V\.- . • 

Self/bed bath r I "' \.\.,.-' L ,, 

Skin care ................... hourlv 1 .\,..," '-.\-' 
,, / 

BackCc:ire .................. hourtv } ~1 •\-" . ,, , 
Mouth Care ................. hourtv t. .tj ~ q .. 
Eve Care .................. hourlv l e~ u.-t. "'1 'P 

Hair Care ................. hourtv Lre-f '\-:=-_..t "" ~f 
Perinea! care Hor Femalel ·" Fn 'N-0 ,.. fp... 

Vaainal Pack 1.. rn ...- "- I~ 
Anv soecial care ... , ,,., '._j.-0 "' r(:, 

NGT care ' '°"' 'K'-' ' l6 
> ~ > Chest ohvsiotheranv '-1'1> W f\.~I'> 
~ ~ Incentive Snirometerv L.l'O . ""-\t> l\..l f"""\ 
a::: a::: Steam inhalation ... If! N-o ; "' n 

. 

0: ~ Nebulizalion . hourtv •• -n ~ /\_ I 

~t- -~S~uction~-~-~.;~~'.'.::::jhou~·~~·"QOra!_ii!iVN~a~~-~~~T~ra~chea~~v!Endo~~trac11~;ea1~nL:t:::::::::j,__~ro~::::j::::::::=~~~::::::::::::::j:::::::::::::~ll\~>t===J~"'\ 
Tracheostomv care · V\JO ... \n "'- "\ ~ :j 

(/) 
~ 
w 
:c 
b 

_, 
< u 
c; 
~ 
::> 
(/) 

z 
:cO 
t- -_, !;;[ 
<u w ::> 
:cc 

·w 

Chest tube care "-J 'V ,;.. ' - f\ ~ 

Enterar tube site care "-..! -0 N. '° ii'- \-f') 
NG asoiration hourlv "-' ·v ~ "- ti!) 

NPO status .._ to \-..\111 f\. IP....... 
Tvneofdiet f)""', ,..J•fJ O'l'\1 N"n lf'w'") >. 7 ...... b1_ 

Ostomv care • .1. •--0 • o A ............ 
Enema >... / "f'J ... ..1 .ao 
Cathelerization ;...rt) ~ 0 
Catheter Care I Folev's Catheter care .._ .., 'J \('.) 

Sitz bath "'-' n ' -
Drain site care (JP/Penrose/Hemovac) "- --o. ' -

Comnress lhoV cold) t •.-0 ~ 

Barrier/ Reverse barrier Nursina tJ,.J'U 1
. '-a " -._J 

Blood Transfusion /.....rO :..._ 1-0 " l 

Flushina Intermittent infusion rock • I .P!i \ '\) '-\6,f w 
Sitecare - ,.,.,....., ""o J,.p..,, 

Snecimen collection f\ .-n r-- o .. .A7I\ 

End of life care *' H'1 N ~ A .(b 

Any suraerv alanned • ~ ... ~-

Part oreoaration " i,.,., • • .... 

Skin oreoaration ......_"}() i... ' b 
Pre-ooerative checklist comolele ._ '1-u ;.,_' .... 
Bill dearance(for surQerv or Procedure) .i "I - - ,..., 

Abnormal rennrtsJCritcal lab values -~ 
Medications(Actionlside effects/Soecial Instructions) V ~~ ~ 
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:~. ::: \.y: ~lot No. 01, Sector 16,Faridabad-121002, Haryana 

...... - - .... ~ A~RG MEDICARE LTD. 

··... . •. · Health Cit)l>hone:91-129-4330000 Fax:0129-4330033 Email:info@qrgmedicare.com . . . 
Date· 07/01/2019 1:43PM 

Patient name • Mr. Rakesh Verma 

Address • H NO. 4401ST FLOOR, 

UHID • 100055633 

Age/Gender • Male/56 Yr 

Mobile no .• 999097644 7 

De artment name· lnterventional Cardiolo Consultant· Dr. Rakesh Sa ra/ Dr Sura· Sin h 

NUTRITIONAL ASSESSMENT 

NUTRITIONAL ASSESMENT 

Admitting diagnosis: CHEST PAIN,CAD,P.PTCA 
1 

Df11 
Height (cm) : na 

Weight (kg) : na 

BMI (kg/m2) : na 

IBW (kg): 70 

Unable to stand : uts 

Nutritional status : Normal Nourished 

Type of activity : Sedentary 

Food habit: Vegetarian 

Allergies and food No 

sensitivity : 

Dietary limitations : Yes 

Remarks: LOW SALT 

Type of diet : NPO 

Total Calories (Kcal) : 1800 

Protein (g-kglBW) : 70 

Carbohydrate (gm) : 250 

Fat (gm): 20 

Diet note: 

Date & Time Dietary notes 

07/01/2019@3:01PM NPO 
om 

08/01/2018@12:06PM NORMAL DIET 

09/0112019@10:45AM 
om 

NORMAL DIET 

'"'"" 
10/01/2019@9:55AM NORMAL DIET 

r:tJ.J~ ~r,;..Jj·~ t.\.eM J;i) r cJ;reu::t, ' 

Printed By: 28735 

Page 1 of 2 
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IP No: 33-19/237 UHID: 100055633 

, M<. Rakesh Verma DOA : 07/01/201913:43 

/ 56 Y/M Twin Sharing 4JTS1250 A 
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Dr. Rakesh Rai Sapra 
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HOURLY ROUND LOG 

1m Ii llll 111Oiiiiiiii11\ll Ill a o 
IP No : 33-19/237 

UHID: 100055633 

DOA : 07/01/201913:43 
Mr, Rakesh Verma 

56 Y/M Twin Sharing 4/TS1250 A 

DATE: <2/ ~! ~( 9 
Or. Ra\<.esh Rai Sapra_ 

Legends: Mark (Y) for Yes & (N) for No 

TIME TIME OF PERSONAL 

PERIOD STAFF INITIALS I ROUND PAIN POSITION \POTIY \POSSESSIONS \NEEDS 

EVERY 1 HOUR ROUNDS (7AM - lOPM) 

7AM 

SAM 

9AM 

lOAM 

llAM 

12N 

lPM 

ZPM 

3PM 
4PM 

SPM 

6PM 

7PM 

SPM 

9PM rV f'..} 

EVERY 2 HOUR ROUNDS (lOPM - 6AM) 

lOPM 

12AM 

ZAM 

4AM 

6AM 

CHECKED BY: 

\STAFF NURSE NAME(MORNING): \SIGN: 
EMP 1.0.: 

\STAFF NURSE NAME(EVENING): \SIGN: 
EMPl.D.: 

!STAFF NURSE NAME(NIGHT): QJA t::'V-:Z,) JSIGN: 
EMP 1.D.: ~A l&r 

QRGHC/Nurs/CKLT /03/Ver0.1 

COMMENTS (* If patient Is sleeping) 

VERIFIED BY: 

NURSING INCHARGE {Name & Emp 1.D.) 

f-J~~ 
-.;;;~k-'7 

\ 

I 
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Plot no. 1, Sedor-16, Faridabad, Haryana 
Tel: 0129 -4330000 Fax: 0129 - 4330033 

; Y/M C0J/COJ007 
(· Rakesh Ral Sapra 

1m111D1DQllJD1J1m10 
} No : 33·19/237 UHIO ; 100055633 

DOA : 07/01/201913:43 

VALUABLE HANDOVER FORM . 

. Patient Name ....... ;., ................... : ...................................... Age. : .............. S~x .............. :Date .. : .. : ........... : .... : .. : .. 

DOA No .............................. : ...................... : .................... IPD No .................................. : ............. , .. : ............. : ...... : · 

.· Diagnosis ......................... : .............................................. Unit ........................................... :.: .... :.,: ..... : ....... : ......... . 

Money y I~ .................. : ..................... . Old Medical Record 
. . /. · ... ·· .. · .· .. 
. y /"fl ............... : .......... : ....... ::: ...... .. 

~· 
Wallet .· Y/N ........ : .................................. . 

~ 
~l~IXFi~ys I CT Scan I · y / ~ .............. . : ...... : .... : .: .... . 

ID Card 

Mobile Phone 

YIN .: ..... : .................................. .. 

v 
YIN ; ......................................... .. 

.~~ ...... ~.:~ ... ~: ... ~ .... : ..... . 

'-Vi (tiff,,, ..... : ....... :,;,;,.: ............... : .. :. 

Clothing 

Shoes· 

Nackless /Chain y1,<., ........................................ . Hearing Adis . Ylt::V'. ........ , .,: .. :.:: .......... : .. . 

Bangles y 1-N. ......................................... .. Spectacles y /$. ...... , ............ ; ... , ..... : .. ::: .. : 

. Finger Ring · y IV' ..................................... : .... . Keys· y /$. ... : ........ :: ... ::.:.:;,.: .. '. .. :: ... • ... : .. 

Watch v iw. ........................................... . Ladies Purse y /~ ......................................... .. 

Cosmetic y 1d.: ... ................................. · Any Other Thing .. v n<.. ...................................... . 

.NOTE : FOR JEWELLERY PLEASE SPECIFY EACH ITEM AS BLACK, WHITE & YELLOW METAL 

Handed Over By : 

Name of Assigned Staff ........ , .... , .................................. : ..... : ..... \D ......... : ....... : ................. Sign ...... : .. :: ... :.: ......... .. 

Received By : . . . . . . . 

. ·.Name of Patient ............... :,® ........... : ... : ............. : ......... : .. , ... ,Date ... : ...... : ......... , ..... , ....... Sign.:.,., ........ : ...... ·,.: .. :· 

· Name of Attendant. ....... , ... : ... 5.~.~.\t\ .. :.Y...€,;?..'0 .. 0\.: .... 'Relationship .................... ::Sign .... • ... f.11/.'. .. . 
~ . 

Date ... :.;f./ .. q .. L .. !f. ............ .. . J .. . 
. Time ............. ,.':(). ..... : ............. : 

QRG/HCnPD/Frm/20.27/ED2017N1 .O/RevOO 
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Plot No. 1, Sector-16, Faridabad • 121002 (HR.) 
Ph. 0129-4330000; Fax: 0129-4330033 

Mr. Rakesh Verma 
[)()A : 07/0i/201913:43 

56 y /M CCU/CCU007 

Dr. Rakesh Ra\ Sapra 

ID!llD 111 m [)am ammo 
tP No: 33·19/237 

UH!O: 100055633 

.-.·. 
--·-·' .t.\._!~ • ._\• S2t-·.L ______ .-.i· .... ··v 

PATIENT TRANSFER SUMMARY 
. Patient Name .. : ................ : ......... : .. : ........ : .. :.:.: ................... : ................ : ...... · Ape "" .. · ............... .-.. ·Sex: ~~· .· D·~e~al~

1 

· IPD No ...................................................... ~ .. , ...... Date of Transfer ......... qJJJJ.q1 . 1 ~ 1.0 '.l.1~:.~.c:' .. L.~~r!: .. ~.t.'.'.1 '1.~.'1 . .>::::.~j·~·'·:~ . 
. T [T)e ()f )ransfer ............... :· ...... ".':c· ... , .. L~~;/ftingi~o.ms:f.,.c·. r~~6..~, ~ "' C'-0.' :'.:. •• .'/~JJ'.'!}~}. ·~·. J$hlf!i~'d1.i:o .... l.cQS.0. .' ..... : ..... ~ .. 

' '~ - - - ) . l . - - - -- - . 

Mode of transfer D Bed D Stretcher ca-Wheelchair D Ambulatory Informed attendant D Yes D No . 
·•1·iu rn,~1·. ~ 

Diagnosis: 

. - . 
Course of treatment (significant findings & investigations) 

rC-t'I 1 ______ _ 

•· 

Pending Investigations (to be collected) 

N() "\n'·:1 

- . - . ~ 
Pending referrals I follow up consultations 

tJo .. 1 • (1 . - ' ' 

Reasons For Transfer: dcnnical improvement D Family I Surrogate Request 
- - - - . . - -

~ Oth!r's(spe~ify) _______ 
1 

Patient Con~,it!~~.~~Jr!!!JSf!!1~:.;,1 c ·191·.00 en•" ;:..:l ~·.:] ; 

Vitals: BP: flto/f?O .HR:" Ubln:r/sp02: qi•/. 
--·-·-· - - ..., .,,.,. - - -· -- -·-

Level of Consciousness: p Lethargi.clSleep~,_,l op Stu11ourous 
(- ;·- - {'_ '/'Jo II n/-1! ,,} . 

, QRGHCnPD/Fnn/SONer0.1 

-----~-----~---~ ----



Skin,lntegri~: dntact f8-Non'intact" __ . 

a) orbssing ,_I ____ ~--~I,___ Dry _____________ Soaked~',:~~-.:-::·. 
,·. • .,; ~ 1 lsdsJ lns'.!s'l -=' ' ' ~ .. ~ •·· 

Bed Sore:-~ '-EJ No d Yes Site Degree ._.. ·• '' • :·.:.~-;~-

Intake --'-';t""'~b"'Q ...... rr}_,_,,_ ___ 
1 output_~-~l-~h-~-<k:o:-~rf)-.,,..---:1.:::;--_~~--=~- <.,' 

,- . , r 

Handover Details :- - ---------'~ - ~.' ~ T _: 

-
Diagnostic Re.port Handed Over (Total no) i \ \? . _ _ _ . •: ·"·' 
1. Lfri rf~~~\q. ,-B-lood ~ OP'j h 1 

... " 'ft(/.!~./f 00URJ 
· · - :·.~r · •·. :•!•':_.r;-.. ,,; r.:~;~ - . ... ~ .:,~..) • ( ; ,- fl,,~·v ... ·\~ 2.0ldreports: ___________________________________ _ 

-@ 
7 

3. Radiological films: CT /MRl/USG/X-RA Y /Doppler Studies/Othe~s :c':f?: .. .I.! (r'.,s;l:;i..,')'A_y_.,.._r·,i~:+---~ X_.-::."' f'~ n• 1'1
1
1_,.(i,c<Jb'_) ___ · '_· "_-(._•_r_· r: . 

Pending Medication/ Investigation reports: 

' /?Cho ~CD 
I 

~-- - --

·Valuables (if any) 

< 

. . J\ '\ 7\\ 7-'h .r;. '-· 
Uj IC.('"~ UJ --~ 

, (Clothes/Dentures/Glasses/ others ________ _,l : Handed ove~.to --------------: 

'Invasive lines I drains I tub s(Mention type/site/day) , A · J 
h. ........Ow:.O.,.....tffJ.c..::;4.__-"-"'lkl'"--"·....<..JH......,tk,._,11=/!.'-• -------i 

Receiving Nurse Name & ID No. 

: Name of the Receiving Healthcare-Organization _. __ · _·-_· _-_-_-_-_-_-______ -_-_-_-_-_-_-_._-_-_. _._._-_-_-_·-----
:nc ;~.: lh. - flC>""I qu ·.-~ J!ii1 \ z!:., 't:.."!:n 'f ;:l iljq 

, ... ,\.}\ 
I Patient Condition During Transfer:----------------"---------------

I .. 

1...,1--0 ~ ' .. :11.J'~ 
.•• i 

Transferring Doctor's Name & Sig"nature 
1 .-)1 \'-\),2;11, ~--'l• •'' . C\ \ ':l\) m.-1·T I I ;, - ~.J~t;:..QXJ7·rt.J.f'~-·-, - '-C .. "-# •• - '"I • 

. Date I Time : C\ 

-----~--~----~--~-· ---~----------~--
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~'\G MEDICARE LTD. ·.·,:.'.· C~RG 
.····~~ .. 
···.i~:.··· .. 
:·,. :;·."" Health City ''-i: · .. 

.4sement-02, Block-A, Plot No - 01, Sector 
16,Faridabad-121002 Haryana. 

IP No 

Patient Name 
UHlO 

Sponsor 
Mobile No 

Remarks 

Indent No 

33-19/237 

Mr. Rakesh Verma 

100055633 

IN PATIENT ISSUE SUP 

FAMILY HEALTH PLAN LTD. -Credit 

77892 

Batch 

Issue No 
Date/Time 

Ward/Bed No 
location 

Doctor Name 

Status 

Indent Date 

PAN No. : AAACQ2238D 

GST 1'~: 06AAACQ2238D1ZW 

DL No . 4150.0B,4150,8,4149-X . 
HR-770700.0W/H 
HR-770700-W/H 

H01~8619/78SS9 

08/01/2019 7:00PM 

CCU{CCU007 

IP Pharmacy Healthcity (A004) 

Dr. Rakesh Sapra/ Dr 5uraj Singh (QRG MEDICARE LTD.) 

Post 

08/01/2019 6:S6~M 

Gross Cone. 
Sno Item Name HSN Code No MFG Expiry MRP Req. Qty Issue.Qty Amt. Amt. 

l FOLEY CATHETER 14 2WAY (RUSCH) (SUB OF : 90183990 Pt8V02 RUSCH 30/06/2023 114.0 l 114.00 0.00 
FOLLY CATHETER l 4NO{TRUCATH))·(NOS) 0 

2 UROMETER (P0LYMED)-(NOS) 9018 1314673M 30/10/2023 440.0 l l 440.00 o.oo 
0 

3 LOX 20fo JELLY (SUB OF :· XYLOCAINE JELLY(LOX))· 30049099 U2180 NEON 30/09/2020 33.90 l 33.90 0.00 
(NOS) 

Sub Total: 5~ Disc Amount : 0.00 Net Bill Amount : 57 

Prepared By : Dh\\Kumu 
, Dh~jKumar Acknowledge By : 

Net 
Amt. 

114.00 

440.00 

33.90 

1 of 1 
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QRG MEDICARE LTD. 

Plot No - 01, Sector 16,Faridabad-121002 
Haryana-

. '' 

Receipt no 

UHID 

Patient Name 

Tel :91-129-4330000 

E-mail :info@qrgmedicare.com 
Website:www.qrghealthcity.com 

Advance Deposit Receipt 

: QHA-19/26033 Receipt Date 

: 100055633 IP No. 

: Mr. Rakesh Verma 

PAN No. : AAACQ2238D 

GST No. : 06AAACQ2238D1ZW 

m ~1111~ ~II~ I~ I ~ml~ I~ 
• 1 o o a s s 6 3 3 • 

07/01/2019 1:57PM 

33-19/237 

Admission Date : 07/01/2019 
Gender/Age 

Contact No 

: Male/ 56 Yr 

: 9990976447 
Payer. FAMILY HEAL TH PLAN LTD. 

Address : H NO. 440IST FLOOR' SECTOR-16 - 121002; FARIDABAD, Haryana, INDIA 

Particulars Amount 

IPD Collection 15000.00 

Total Amount (Rs.): 15000.00 

Remarks: 

By Credit card: Rs. 15000.00/- xxxx-xxxx-xxxx-9008 

Received with thanks from Mr. Rakesh Verma an amount of /Rs.I fifteen Thousand only. 

A·~~"'d Signatory 
(T~~aChaprana) 

* Online payment option is also available in our website www.qrghealthcity.com 

Printed By: 28771 Prepared By: 28771 Print Date & Time: 07/01/2019 PM 



QRG MEDICARE LTD. 

Plot No - 01, Sector 16,Faridabad-121002 Haryana 

' Telephone: 91-129-4330000, fax: 0129-4330033 

Counsellng Detall 

Counseling No : 18-19/4841 Counseling Date : 07/01/2019 

Registration No : 100055633 Patient Name : Rakesh Verma 

Gender I Age : Male/24/09/1962 Mobile No: 9990976447 

Expected Date Of Admission :07/01/2019 Doctor: Dr. Rakesh 5apra/ Dr Suraj Singh 

Company: FAMILY HEAL TH PLAN L TO. -
Credit 

Address: H NO. 4401ST FLOOR, 

About Councellng : CONSERVATIVE 

Remarks: 

Service Remarks : ESTIMATE FOR 1 DAY 

'~~EADNAME SERVICE NAME CCU 

' ADMIN CHARGE Admin Charge 700.00 
' 
i INVESTIGATION 15000.00 - -
' 
I ROOM CHARGE 7000.00 

VISIT FEE 2400.00 

I MEDICINE& 20000.00 
CONSUMABLE 

I CHARGES 

MISC CHARGES 0.00 

I Total 45100.00 

~. 

c 

This is just an estimate and the final charges may vary depending upon the medical condition, 
treatment plan, actual drugs and consumables used, extra investigation/Doctor visit or the prolonged 
stay of the patient. 

Draft/ corporate cheques should be in the name of "QRG MEDICARE LTD." 

I hereby state that i take the full reapoaibility of setting the hospital bill before leaving the 
hospital at the patient discharge. 

Patient'S I Attendant Slngnature & Name With Contact Number I I 

Name Of The Counselor With Employee Id Code II Tamanna Chaprana (28771) I 
\../' p ao e No· f 1 . 1 0 t P.i Tim Print Dae e. 07/0112019 01:3R PM 
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A PRESCRIPTION /ADMISSION REQUEST 

B TIME AND DATE 

C REGISTRATION FORM (IF NON -REGISTERED) 

Q 
D 

E TPA DOCUMENT 

F COUNSELLING 

G PENDING DOCUMENTS (IF ANY) 

Q 
H PASSES (ATTD./VISITOR) 
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CORONARY ANGIOPLASTY R~PO~:; 

Name: Mr. Rakesh Verma 

Cath Doctor: Dr. Rakesh Ral Sapra 

INDICATION I DIAGNOSIS: -

Unstable Angina 
CAD~ Triple Vessel Disease 

Age/ Sex: 56/M 

Date: 07/01/2019 

PROCEDURAL DETAILS:- (Right Radial Artery) 

PTCA + stent to PDA 

6F JR 3.5 
Whisper ES 0.014 x 190cm 

-

IPD NO: 
i 

PTCA N 
-· 

GUIDING CATHETER 
GUIDE WIRE 

BALLOON 

STENT 

,. Across HP 2.0 x 1 Omm. Sapphire 2.25 x 8mm 

ABLUMINUS 2.25 X 12MM 

DETAILS OF PROCEDURE~-

LMCA hooked with 6F JR 3.5 guiding catheter. PDA Lesion crossed with Whispe; E:S O.C. · "' 

. x 190cm 9uide wire. Pre dilatation done with balloon Across HP 2.0 x · ::;;,.r.~ : · · 
aimospheric pressure. Stenting done with stent ABLUMINUS 2.25 X 12MM depioy2d :,~ .0 ~, 

at 10-12 atmospheric pressure. Post dilatation done with balloon Sapphire 2.25 x 8~ -- ::·· 
12-20 atmospheric pressure with good end result TIMI Ill flow achieved. 

PROCEDURAL DETAILS:- (Right Radial Artery) 
PTCA + stent to LAD 

GUIDING CATHETER : 
GUIDE WIRE 

BALLOON 
STENT 

DETAILS OF PROCEDURE:-

6F EBU 3.0 

Whisper ES 0.014 x 190cm 
Across HP 2.0 x 1 Omm, Sapphire NC 2.25 x 8mm 
EVERMINE 2.25 X 16MM 

LMCA h<?oked with 6F EBU 3.0 guiding catheter. LAD Lesion crossed with Whisper cS '~-~. 
x 190cm guide wire. Pre dilatation done with balloon Across HP 2.0 x 1 Or:1T: ~ .· 

atmospheric pressure. Stenting done with stent EVERMINE 2.25 X 16MM depioyeo ir' -""~ 

at 10 atmospheric pressure. Post dilatation done with balloon Sapphire NC 2.2.'.J x fc"' ·· 
20 atmospheric pressure with good end result TIMI Ill flow achi~ved. 

QRG Medicare Ltd. 
Plot No. 1, Sector -16, Faridabad -121002, Haryana, Ph.: 0129-4330000, Toll Free: 18001802210, Website: www.qrgmedicore.<· · • 

Regd. Office: 904, g9 Floor, Surya .Kfran Building, KG Marg, Connaught Place, New Delhi - 110001, !NOIA. GIN: U74999Dl2010PLC::.'Cl' I'• 
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Name: Mr. Rakesh Verma Age/ Sex: 56/M 

Cath Doctor: Dr. Rakesh Roi Sapra Date: 07/01/2019 

1 
ANGIOPLASTY RESULTS:-

!. Post procedure. ,. 
! TIMI 3 Flow. 

Successful. good end results. 

0 

Q 

POST PTCA RECOVERY:
Uneventful. 
Uncomplicated local puncture site. 

FOLLOW UP PLAN:· 

A. Diet 
B. Activity 
C. Medication · 
D. Followup 

] As advised in discharge summary. 

DR. RA~~APRA 
MD Med in:J~ (Cardiology) 
Sr. Consu tant lntervenlional Cardiologist 
& Director of Cardiology · 

QRG Medicare Ltd. 

IPD N0:3:S-:; ·-

Plot No. 1, Sector -16, Faridabad - 121002, Haryana, Ph.: 0129-4330000, Toll Free: 18001802210, Website: www.qc~mcL. 
Regd. Oflice: 904, 9" ~. SUJya Kirnn Building.KG Malg, Connaught Place. New Delhi- 110001, INDIA. CIN: U74999DL2Q·,~c•c:.; '":. 
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' 
· Name: Mr. Rakesh Verma · Age/ Sex: 56/M l . ... .. ' 

i lf'D Ne: ,::.~- · 

t 
i 

Cath Doctor: Dr. Rakesh Roi Sapra Date: 07 /01 /2019 I Angio ~.;c .. _~--~ · 

Provisional Diagnosis Unstable Angina 

BP 120/80mmHg 

Hardware Tiger SF 

Route Right Rodia! A'1t7•Y 

Contrast Omnipaque 

() L V Angiogram Noidone 

Dominant RCA 

QRG Medicare Ltd. 
Plot No. 1, Sector -16, Faridabad - 121002, Haryana, Ph.: 0129-4330000, Toll Free: 18001802210, Website: wwv1.qr~rid ,., .. 

Regd. Office: 904. 9 .. Floor, Surya Kiran Suikling, KG Marg, Connaught Place, Nevi Delhi - 110001. tNDIA. CJN: U74999Dl20iOPL "::o:,;1") 
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~--------------------------.---------- --

Name: Mr. Rakesh Verma 

Cath Doctor: Dr. Rakesh Rai Sapra 

Left Main 

Left Anterior Descending 

Diagonal 1 

Diagonal 2 

Age/ Sex: 56/M !PD Ne: 

Date: 07 /01 /2019 I Angie ~.;o .. :::-. .. 
' 

Normal 

Type Ill vessel. 803 stenosis in a.s;:::.. : .o. · 

Normal 

Small vessel. 953 sienosis in r;;.: ·' 

Q 
I 

Left Circumflex Artery 

OMl 

OM2 

Patent stent in proximal to mid : '::x. 

Normal. 

I 

Q 

Right Coronary Artery 

PDA 

PLV_ 

Impression 

Advice 

DR. ~E~I SAPRA . 

MO ~i~i~;»;.~ OM (Caidiology) 

Sr. Consultant lnterventional Cardiologist 
. & Director of Cardiology 

Normal 

Dominant vessel, Patent stehi~ ... --:. ·· --

Normal. 

Normal 

Triple Vessel Disease 

PTCA + stent to PDA/lAD. 

QRG Medicare Ltd. 
Plot No. 1, Sector -16, Faridabad -121002, Haryana, Ph.: 0129-4330000, Toll Free: 18001802210, Website: www.qrgm>c"; · 

Regd. Office: 904, 9• Floor, Surya Klran Bulldlng, KG Marg, Connaught Place, New Delhi-110001, !NOIA, CIN: U74998Dt20~'Jr-"~ ( .~n,. t· 
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UHID: 100055633 

DOA ; 07/01/201913:43 
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0 g 1/8/2r/i) 05:37:52 

Rate 79 

PR lSO 
QRSD BB 
QT 36B 
Q'l'c 422 

--AXIS--
p 36 
QRS -lB 
'l' -28 

Aqe not entered, asswned to be SO years old ~or purpose of BCO interpretation 
Sinus rhythm .........•••............................ normal P azis, V-rate SO- 99 
Abnormal R-wave progression, early transition .................... QRS area><> in V2 
Inferior infarct, age indete=inate ................. · .... Q>35mS, 'l' neg, II III aVP 

- ABNORMAL BCO -

12 Lead; Standard Placement unconfirmed Diagnosis 

.................. 
'. 

lPNo 33-19/237 
Mr. Rakesh Verma · lJHID : 100055633 

OOA : 0110112019 13:43 
·56 Y/M CCU/CCU007 

°'· Rakesh .. , Saora 
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MEOICAF 

. TRANSTHORACIC ECHO REPORT 

Patient Name Mr. Rakesh Verma Age/Sex 56Years/ M OPD/IPD IPD 
Lab No. 9726 UHID. No. 100055633. Date 09.01.20: 
Indication: . CAD post PTCA Referred by· Dr Rakesh Ral Sapra 

·-·-·· -··· 
' 

Q MEASUREMENTS OBSERVED VALUE NORMAL REFERENCE LIMITS 

Aortic Root Diameter 2.9 2.0-3.7 cm <2.2cm/m 2 

Aortic Valve Opening 1.5-2.6 cm 

Left Atrial Dimension 4.0 1.9-4.0 cm<2.2 cm/m2 

RV Dimensions ED 0.7-2.6 cm 

LEFT VENTRICULAR STUDY 

LV ED Dimension 4.3 3.7-5.6 cm<3.2 cm/m2 

LV ES Dimension 2.2-4.5 cm 

IVS Thickness ED 1.2 ES 0.6-1.2 cm 

LVPW Thickness ED 0.9 ES 0.5-1.1 cm 

LV Ejection Fraction 50% 60+/6% 

MITRAL VALVE 

0 E Velocity= 86 cm/sec A Velocity=44 cm/sec E' = 7.4 

Max.PG= mm Hg Mean PG= mmHg 
Mitral regurgitation = Nil 
Mitral Stenosis = Nil 

AORTIC VALVE 

Max Velocity= 128 cm/sec Mean Velocity= cm/sec 
Max.PG= mmHg Mean PG= mmHg 
Aortic regurgitation= Nil 
Aortic Stenosis =Nil , 

QRG Medicare Ltd. 
Plot No. 1, Sector -1s;.Faridabad • 121002, Haryana, Ph.: 0129-4330000, Toll Free: 1800180221 O, Website: www.qrgmedicare.com 

Regd. Office; 904, 9., Floor, Surya Kirai:i Building, K G Marg, Connaught Place, New Delhi - 110001, IN01A, CIN: U7 4999Dl201 OPLC205776 

.. 
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TRICUSPID VALVE 

Max. Velocity.= cm/sec Max.PG= mmHg TAPSE : 18mmHg 

'---" 

'--"' 

Tricuspid Regurgitation = Mild 
Tricuspid Stenosis = Nii 

·-..,, 

PULMONARY VALVE 

Max. Velocity= 71 cm/sec 
Pulmonary Regurgitation : Nil 
Pulmonary Stenosis : Nil 

· Impression: 

PASP = 43 mmHg 

Max.PG= mmHg 
. PAEDP = mmHg 

1. 

2. 
Inferior, posterior wall scarred and hypokinetic, LVEF : 50% 

Borderline high LA. 

3. 
4. 

5. 
6. 

7. 

RA, RV normal in size. Good RV systolic function. 

Mitral Inflow Pattern - Normal, E/E' is less than 14. 

Mild TR (PASP : 43mmHg ) 

IVC normal in size more than 50% respiratory variation. 

No pericardia! effusion/ thrombus/ intracardiac clot seen. 

Dr. Samlr Bahl 

Senior cOnsultant & HOD 

Non Invasive Cardiology 

QRG Medicare Ltd. 

, 

; 
MEDiCAA 

Plot No. 1. Sector-16, Fanqabad -121002, Haryana, Ph.: 0129-4330000, Toll Free. 18001802210, Website. www.qrgmedlcare.com 
· Regd. Office: 904, 9• Floor, Surya Klran Building, KG Marg, Connaught Place, New 'oeihi - 110001, iNDIA, CiN: U7499901.2010PLC205776 • I 
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QRG MEDICAREJ.!Q 

Basement-02, Block-A, Plot No - 01, sector 
16,Faridabad-121002 Haryana 

IN PATIENT ISSUE SUP 

PAN No. : AAACQ2238D Q 
GST No. : D6AAACQ2238D•ZW 

DL No . 4150-08,4150-B,4149-X 
HR-770700-0WIH 
HR·770700·WIH 

---------------····--·--··------------------·-····-·--·---------
IP No 

Patient Name 

UHID 
Sponsor 
Mobile No 

Remarks 

Indent No 

~3-19/237 

Mr. Rakesh Verma 

100055633 

FAMILY HEALTH Pt.AN LTD. -Credit 

Issue No 

oate/Time 

H0138619/78152 

07/01/2019 8:10PM 

Ward/Bed No ·: CQJ/COJ007 
Location 

Doctor Name 

Status 

Indent Date 

IP Pharmacy Healthcity (AOO<I) 

Dr. Rakesh Sapra/ Dr Suraj Singh (QRG MEDICARE LTD.) 

Post 

07/01/2019 8:07PM 

Batch Gross Cone. Net 
HSN Code No MFG Expiry MRP 

30049099 2184121 CLARI 30/08/2021 7.'1::?~ 

s 
OTSUK 
A PVT. 
LTD. 

DIA DRIP SET (POLYMED) (SUB OF:- PEDIA DRIP 90189099 1814799N 30/11/2023 194.0 
0 SET)~NOS) 

Sub Total: 491.04 Oise Arnount : 0.00 Net Bill Amount 

Prepared By : 

Acknowledge By : Satlsh Kumar 

Printed By: SatishKumar Printed Date: 07/01/2019 20:10 PM 

Amt. Amt. Amt. 

297.C4 0.00 297.04 

194.00 0.00 194.00 

491.04 

1 of l 
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QRG ME"!lCARE LTD • 

Base~,fi~z, Block·A, Plot No • 01, sector 
16,Fr ~ad-1~1002 Haryana 

\, . IN PATIENT ISSUE SUP 

IP No 33-19/237 Issue No 

Patient Name Mr. Rakesh Verma Date/Tlme 

UHID 100055633 Ward/Bed No 
Sponsor It -Location 
Mobile No 

PAN No. : AAACQ2238D 

GST No. ~0.6Ai f\Q2238D1ZW . 
--~ ...... 

DL No . 4150'""-· •• 50·B,4149·X 
HR-770700-0W/H 
HR·770700·WIH 

HD138619/78490 

08/01/2019 5:17PM 

COJ/CO.J007 

IP Pharmacy Healthcity (A004) 

Remarks · Doctor Name Dr. Rakesh Sapra/ Dr Suraj Singh {QRG MEDICARE LTD.) 

Indent No 77825 Status Post 

Indent Date 08/01/2019 4:57PM 

Batch Gross Cone. Net 
Sno Item Name HSN Code No MFG Expiry MRP Req. Qty Issue.Qty Amt. Amt. Amt. 

1 ~-f6MGTAB IXIS·(lSN) 30049099 RBIB8016 ABBOT 30/07/2021 13."17 15 202.05 0.00 202.05 

,V 
T 
HEALT 
HCARE 

Sub Total : 202.05 Oise Amount : 0.00 Net Bill Amount 202.05 

Pr:parect By : 

Acknowledge By : 

Printed By: DheerajKumar Printed Date: 08/01/2019 17:16 PM 1of1 



..... PAN No. : AAACQ2238D ... , ... ,. AG · .. ; .. •1".,•"r.Q .... l"i;.·· 
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QRG MEDICAR.E LTD . 

'""' Basement-02, &9i<-A, Plot No - 01, sector 
16,Faridabad-{.. i02 Haryana 

IN ~- "IIENT ISSUE SUP 

GST No. : 06AAACQ2238D1ZW 
. ..-.-""' 

DL No . 4150-0B,41:.1'.:.:149.x 
HR-770700-ri...JI 
HR-770700-\.v11i· 

IP No 

Patient Name 
UHIO 
Sponsor 
Mobile No 

Remarks 

Indent No 

~ ~ ·~t.;-: 

33-19/237 

Mr. Rakesh Verma 

100055633 

FAMILY HEAL TH PLAN LTD. -Credit 

77425 

--.L -- • Baich 

Issuf:! No 

Date} Time 

Want/Bed No 
Location 

H0138619/78096 

07/01/2019 6:09PM 

CCU/CCU007 

IP P:1armacy Healthcity (A004) 

Doctor Name · Dr Rakesh Sapr4 Dr Suraj Singh (QRG MEDICARE LTD)· :7 Status : Post 

Ind~nt Date ; 07/01/2019 6:04PM 

- Cone. Net ' Sno Item Name - ~t's; i Code· ~o ._, ·~ ~F._G·~ ... Expiry MRP . R!!CI; Qty Issue.Qty %~ t . Amt. Amt. 

I EMESET 4Ml INJ-(NOS) v; 30049035 L680112 OPlt.:. "ill/06/2020 •23.79 
. .. ,, 

I / ~· 
0.00 23.79 

LTD. 
. 

2 PANSEC IV-(NOS) (ff" 30049039 AFM8116 CJPt.A·- 30/08/2020 46.80 I ' 46.80 0.00 46.80 
/ LTD. 

' 
<: 

3 NS SOOML FLEXIDRIP·(NOS) v/' 30049099 2164121 CLARI 30iOB/2021 74.26 2 21/148.52 0.00 148.52 
s ' / 
OTSLJK ;/ A PVL 
LTD. 

4 Pressure Monitoring Kit· Siagle--(NOS) 90189099 18124030 BL 30/11/2021 1851. I ~ ~1851.00 ~ 1851.00 
UFESC / 00 
IENCI;,, 

/ 
/ 

s VENFLON 20 CANULA B.D.-(NOS) / 90183930 18H2441. \lfC'ro 30/07/2023 132.0 I I IJ"100 0.00 132.00 

I/?. v N 0 
DJCl(J / NSClN ------

)¥.m•v: Checked Salish Kumar 

Prin~&7 Acknowledge &y: Satfsh KU'!•llt 

Printed Date : C7/01/2019 18:08 PM 1 of J -
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QRG MED~CA{l·.ro. . 
~ . ' ' Ba$ement-021 l. _}ck-A, Plot No - 01, Sector 

16,Faridabad-121002 Haryana 

IN PATIENT ISSUE SUP 

IP No 33-19/237 ISSU'? No 

Patient Name Mr. Rakesh Verma Oate/Ttme 

UHJD 100055633 \Vant/Bed No 
Sponsor FAMJLY HEALTH Pl.AN LTD. -Credit Location 
Mobite No 

PAN No. : AAACQ2238D 
,;:--.. ,,..,_ 

GST No. : 06AAAC'.i:fSD1ZW 

DL No . 4150~0,41;;..fl,4149-X 
HR-770700..CW/H 
HR-770700.W/H 

H0138619/78737 

09/01/2019 1°'5lAM 

CCU/CCU007 

: .. fP Pharmacy Healthdty (A004} 

Remarks Doctor Name Or. Rak.esh Sapra/ Or Suraj Singh (QRG MEDICARE lTO.} 
/ 

< 
Indent No 78063 Status Post 

Indent Date 09/01(2019 10:23AM 

Batch Gross Cone. Net 
Sno Item Name HSN Code No MFG Expiry - MRP Req. Qty Issue.Qty Amt. Amt. ·Amt. 

1 PANSEC IV-(NOS) 300<l9039 AFMSll2 CIPlA 30/08/202,j· 46.80 l I 46.80 0.00 46.80 

I LTD. 

2 NS SOOML FlEXfORJP-~NOS) .l 30049099 2164121 CLARI 30/08/2021 7'1.26 2 2 148.52 0.00 1'18.52 
s 
OTSUK 
A PVT, 
lTD. 

3 S!LOFAST SMG TAB-(lSN) 30049099 BC180903 CIPlA 30/08/2020. 26.00 15 15 39().00 0.00 390.00 
3 LTD. 

' LOOZ 200 ML SYRUP.r(NOS) 3ooq9099 X3'l194 INTAS 30/09/2020 216.3 l I 216.30 0.00 216.30 
0 

5 SYRINGE DISPOSABLE ZML {8.D)-{NOS) 90183100 18J0781 30/08/2023 10.00 5 5 50.00 0.00 50.00 

6 SYRINGE DJSPOSABLE SML (B.D)-(NOS) 90183100 l8J0881 30/0812023 ts.so 5 5 77.50 0.00 77.SO 

L 
Checked Bv: Prepared By : Rajcsh m., 

Acknowledge Sy: Rajesh Kumar 

Printed By: RajeshKumar Printed Date: 09/01/2019 10:50 AM l of 2 



\~.:::. C'RG ·~ ... v 
"/::-. :." Health City 

. QRG MEDICARE LTI~. -~ 
Basement-02, Blo~t\'-A, ·?_10.:'No - 01, sector 
16,Faridabad-121002 Haryana 

PAN No. : AAACQ22380 

GST No.: 06AAACQ2238D<::zr.:.,, 
J ~J( 

. OL No . 4150-08,4150-8,~.~:x 
HR-770700-0WIH 
HR-770700-W/H 

... 

IP No 33·19/237 

Mr. Rakesh Verma 

100055633 

IN PATIENT ISSUE SUP 

FAMILY HEALTH PLAN LTD. -Credit 

Issue No 
Date/Time 

Ward/Bed No 
Location 

H0138619/78737 

. 09/01/2019 IO:S!AM 

CCU/CCU007 

IP Pharmacy Healthcity (A004) 

Patient Name 
UHID 
Sponsor 

Mobile No 

Remarks 

Indent No 78063 

l>Octor Name 

Status 

Dr. Rakesh Sapra/ Dr SUraj Singh (QRG MEDICARE LTD.) 

Post 

Indent Date 09/01/2019 10"23AM 

7 ECG ELECTRODS-(NOS) 90181100 37518SSM MEDIC 31/03/2021 18.00 s s 90.00 0.00 
LS •o 

ELECT 
RODE 

8 LEVOMAC 500 MG (SUB OF :· LEVOFLOX SOOMG}- 30049069 KLB706A 30/09/2020 6.82 10 68.20 0.00 
(OSN) 

Sub Total: 1087.32 Disc Amount : 0.00 Net Bill Amount 1087.32 

Prepared By : 

Acknowledge By : Rajesh Kumar 

90.00 

68.20 

Printed By: RajeshKumar Printed Date : 09/01/2019 10:50 AM 2 or 2 



--·-·--· 
IP No 

Patient Name 

UHID 
Sponsor 
Mobile No 

QRG MEDir~RE LTD. 

Basement.~0--·ock-A, Plot No - 01, sector 
l6,Faridabaid-ri1002 Haryana 

IN PATIENT ISSUE SUP 

33·19/237 Issue No 

Mr. Rakesh Verma Date/Time 

100055633 Ward/Bed No 
FAMILY HEAL TH PlAN LTD. -Oedit Location 

PAN No. : AAACQ2238D 

GST No. : 06AAACl"?.38D1ZW 

DL No . 4150.(;QSO·B,4149-X 
HR-77i .U-OW/H 
HR-770700-WIH 

H0138619/78302 

08/01/2019 10:58AM 

COJ/CQJ007 

IP Pharmacy Healthdty (AOCM) 

-·---·----

Remarks Doctor Name Dr. Rakesh Sapra/ Or Suraj Singh (QRG MEDICARE LTD.) 

Indent No 77637 Status Post 

Indent Oatll!! 08/01/2019 10:46AM 

Batch Gross Cone. Net 
Sno Item Name HSN Code No MFG Expiry MRP Req.Qty Issue.Qty Amt. Amt. Amt. 

l NS SOOML(ClJ\RlS)·(NOS) 30049099 1184397 CLARI 30/07/2021 29.44 3 3 88.32 0.00 88.32 
s 
OTSUK 
A PVL 
LTD. 

2 EMESET 4ML JNJ-(NOS) 30049035 L680112 OPLA 30/06/2020 23.79 2 2 47.58 0.00 47.58 
LTD. 

3 Insulin Syringe U 40 lml·(NOS) 90183100 849011AG HMD 30/11/2023 7.50 5 5 37.50 0.00 37.50 

• VENFLON CANNULA NO. 22 (BD)-(NOS) 90183930 8306563 BECTO 30/10/2023 145.0 1 1 145.00 0.00 145.00 
N 0 
DICKI 
NSON 

5 Smart Site Triple-extension(BD) (SUB OF :· K·SITE 3 9018 16076526 30/07/2021 650.0 1 650.00 0.00 650.00 
WAY EXT.){NOS) 0 

6 PEDIA DRIP SET (POLYMED) (SUB OF:- PEDIA DRIP 90189099 1814799N 30/11/2023 194.0 1 194.00 0.00 194.00 
SET)~NOS) 0 

Checked By: Prepared By: Naveen Kaushik 

Acknowledge By : Naveen Kaushlk 

Printed By: NaveenKaushik Printed Date: 08/01/2019 10:57 AM 1 of 2 
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9 

·.··~··· "·''·OR .;,;,i~E':: G 
"_.1f':•:." Health City 

QRG MEDICARE LTD. 

Basementq.·11,lock-A, Plot No - 01, Sector 
16,Faridabau· ... :l.1002 Haryana 

IN PATIENT ISSUE SUP 

IP No 33·19/237 Issue No 

Patient Name Mr. Rakesh Verma Date/Tlme 

UHID 100055633 Ward/Bed No 
Sponsor FAMILY HEALTH PLAN LTD. -Oedit Location 
Mobile No 

PAN No. : AAACQ2238D 

GST No. : 06AAAC02238D1ZW 

DL No . 41so.c011so-B,4149-X 
HR-771 .O-OW/H 
HR-770700-W/H 

H0138619/78302 

08/01/2019 10:58AM 

COJ/COJ007 

IP Pharmacy Healthcity (A004) 

Remarks 

Indent No 77637 

Doctor Name 

Status 

Or. Rakesh Sapra/ Dr Suraj Singh (QRG MEDICARE LTD.) 

Post 

Indent Date 08/01/2019 10'46AM 

SYRINGE DISPOSABLE lML (B.D) (SUB OF :- 90183100 8211176 30/07/2023 14.50 3 43.50 0.00 
015POVAN !Ml SYRINGE)-(NOS) 

SYRINGE DISPOSABLE tOML (B.O) (SUB OF:- 90183100 18K0181 30/09/2023 21.00 5 105.00 0.00 
OISPOVAN SYRINGE lOMLHNOS) 

GLOVES &{NOS) 40151100 18K3331V KANA 30/10/2023 65.00 1 1 65.DD 0.00 
M 
lATEX 

Sub Total: 1375.90 Disc Amount : 0.00 Net Bill Amount 1375.90 

Checked By: Prepared By : 

Acknowledge By : Naveen Kaushlk 

43.50 

105.00 

65.00 

Printed By: Printed Date: 08/01/2019 10:57 AM 2 of 2 



.·.;.::.· ORG .::.,'(§:::. 
··~'."iVJ..!:·· _,_,.,...., '· H Ith "ity . ..-:;··:· ea ,. 

QRG MEDICARQD. 

Basement-02, [ •. ..:>::k-A, Plot No - 01, Sector 
16,Faridabad-i~002 Haryana 

IN PATIENT ISSUE SUP 

IP No 33-19/192 Issue No 

Patient Name Mr. Prem Chand Kukreja Date/Time 

UHID 20008339<1 Ward/Bed No 
-Sponsor NATIONAL INDIA INSURANCE CO. LTD. Location 
Mobile No 

PAN No. : AAACQ2238D 

GST No.: D6AAACQ2;Qizw 

OL No . 4150..0B,41:i\J.S,4149-X 
HR-770700-0W/H 
HR-770700-W/H 

H0138619/78231 

08/01/2019 8:16AM 

EconoIT¥ I (1289)(((1289-001 

IP Pharmacy Heatthcity (A004) 

Remarks (_ (__ (} Doctor Name Dr. Rakesh Sapra/ Dr Suraj Singh (QRG MEDICARE LTD.) 

Indent No 77575 Status Post 

Indent Date 08/01/2019 8:14AM 

Batch Gross Cone. Net 
Sno Item Name HSN COde No MFG Expiry MRP Req. Qty Issue.Qty Amt. Amt. Amt. 

1 UROMmR (POLYMED) (SUB OF:- UROMITTR 9018 1814673M 30/10/2023 440.0 I 440.00 0.00 440.00 
(ROMSON))-(NOS) 0 

Sub Total : 440.00 Disc Amount : 0.00 Net Bill Amount 440.DO 

./ 

Prepared By : 

Acknowledge By : Naveen Kaushlk 

Printed By: NaveenKaushik Printed Date: 08/01/2019 08:16 AM 1of1 



"· : .. . -19 
..::ii"· :.- ·Q· RG ...• . ... 

··•\ .... 
.. ?/rt· Health City 

QRG MEDICARE.LTD. 

Basement-071.-~ck-A, Plot No - 01, Sector 
16,Faridabad·-~~002 Haryana 

IN PATIENT ISSUE SUP 

IP No 33·19/237 Issue No 

Patient Name Mr. Rakesh Verma Dnte/Tlme 

UHID 100055633 Ward/Bed No 
Sponsor FAMILY HEALTH Pl:AN LTD. -Oedit Location 
M:>blleNo 

PAN No. : AAACQ2238D 

GST No.: 06AAACQ223(01ZW 

DL No . 4150-0B~'.e,4149-X 
HR-77070U-OWIH 
HR-770700-WIH 

H0138619/78096 

07/01/2019 6:09PM 

CCU{CCU007 

IP Phamiacy Healthcity (A004) 

Remarks Doctor Name Dr. Rakesh Sapra/ Dr Suraj Singh (QRG MEDICARE LTD.) 

Status Post Indent No 77425 : 

/. / Indent Date : 07/01/2019 6:04PM 

6 TEGADERM 1633-(NOS) / 30051020 RlOlf>.090 3M 30/09/2021 123.0 I <: I 123.00 ~ 123.00 
/ < 0 

7 Smart Site Trlple-extension(BO) (SUB OF:-~ 3 9018 18076526 30/07/2021 650.0 ·r 0.00 650.00 
WAY EXT.HNOS) · ,,- 0 

8 SYRINGE DISPOSABLE SML (8.0) (SUB QV 
OISPOVAN SYRINGE SML)-(NOS) / 

90183100 18J0881 30/08/2023 15.SO ..J _:n,,,50 0.00 77.50 

----9 TRD CONJECT !NJ 2Ml (SUB OF :-~C !NJ)· 300<9099 M8097 30/05/2021 22.00 _.> ~o 0.00 22.00 
(NOS) 

10 ECG ELECTRCJDS..(NOS) 
~ 

90181100 37518SSM MEDIC 31/03/2021 18.00 10 -! 180.00 0.00 180.00 
LS 0 

/ 
ELECT 
RODE 

II ECOSPRIN lSOMG TAB·(l"IN) - / 30049099 52000659 usv 30/07/2020 0.59 14 ~/ 8.26 0.00 8.26 

12 CERtNIN 75MG (SUB OF :- CLOPITAB 75MG ~- 30049099 EST060SA SUN 30/06/2020 7.30 15 /109.50 0.00 109.50 
(!SN) PHAR I / MA 

13 PANSEC 40MG TAB (5/- PANTOCID 40MG 30049039 E780701 OP!A 30/08/2020. 11.86 .-fs 177.90 0.00 177.90 
TASH I SN) LTD. 

Ch~~~ Prepared By : Satish~ r 

Acknowledge By : Satish K 
-

Printed By: SatishKumar Printed Date: 07/0 /201 ,18:08 PM 2 of 3 



IP No 

QRG MEDICARE LTD. 
r. ~-· 

Basement-o7..dl:!1ck·A, Plot No - 01, sector 
16,Faridabad~1002 Haryana 

33-19/237 

Mr. Rakesh Verma 

100055633 

IN PATIENT ISSUE SUP 

FAMILY HEAL Tli Pt.AN l TD. -Oedit 

Issue No 

Dat-:/Time 

Ward/Bed No 
Location 

PAN No. : AAACQ2238D 

GST No. : 06AAACQ2231lD1ZW 
=-.A 

DL No . 4150-0B~J~B,4149-X 
HR-770700-0WiH 
HR-770700-W/H 

H0138619/78096 

07/01/2019 6:09PM 

COJ/COJ007 

u·1 Pharmacy Healthcity (A004) 

Patient Name 

UHID 
Sponsor 
Moblle No 

Remarks Doctor Name Dr. Rakesh Sapra/ Dr Suraj Singh'(QRG MEDICARE LTD.) 

Indent No 77425 

14 AZ.ERVA 40MG TAB (SUB OF :- TONACT 40 MG TAB)· 300"\ 
(ION) 

Sub Total : 3753.07 Disc Amount : o.oo 

Prepared By : 

Acknowledge By : 

Printed By: SatlshKumar 

Status Post 

/ Indent Date 07/01/2019 6:04PM 

KX2421 INTAS 30/08/2021 20.26 202.80 

Net Bill Amount 

Satise&, 

Satis~ 
Printed Date: 07/01/2019 18:08 PM 3 of3 



.. ;.;J~.··. OAG ... ,~·:: .. ... \~· 
<·~r-5'.'". Healtll City 

QRG MEDICARE LTD. 

easement-02, Block-A, Plot No - 01, Sector 
16,Faridabad-121002 Haryana 

IN PATIENT ISSUE SUP 

IP No 33-19/237 Issue No 

Patient Name Mr. Rakesh Verma Date/Time 

UHID 100055633 Ward/Bed No 
Sponsor FAMILY HEAL TH PLAN l TD. -0-edit Location 
Mobile No 

Remarks Doctor Name 

Indent No 77<125 Status 

. 

Batch 
Sno Item Name HSN Code No MFG Expiry 

PAN No. : AAACQ2238D 

GST No. : 06AAACQ2238D1ZW 

·oL.No . 4150-0B,4150-B,4149·X 
HR·770700-0W/H 
HR·770700·W/H 

H0138619/78114 

07/01/2019 6:27PM 

CCU/CQJ007 

: . IP Pharmacy Healthcity (A004.) 

1m~m~Dm~~ 
• , non '< '< " 

Dr. Rakesh Sapra/ Dr Suraj Singh (QRG MEDICARE LTD.) 

Post 

-
Gross 9'6<· Net 

MRP Req. Qty Issue.Qty Ami< Amt. Amt. 

I NIKORAN SMG TAB-{NOS} 30049099 2964E019 TORRE 30/03/2020 250.4 \._ I I ~0.<-0 o.oo 250.40 
NT 0 / 

\ 

Checked By(§) SatishK~ 
Satish~:y \ .,~y: 

Ac~nowlL-dge By : 
}t,' 
LP:' 

"-.... Printed By: SatishKumar Printed Date: 07/01/2019 18:26 PM I of 1 
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···.~~··~- h c· • ••• ·" ,. >alt 1ty • • • • ., •.J ... 

I Name' .... Rake•h v .. ma 

Cath Doctor: Dr. Rakesh Raf Sapra 

I 
I Age/ Sex: 56/M 

Date: 07 /01 /2019 

I 
I IPD N ~~ . ~ . -

0: ~.,S- I ; t ~.; 
i 

I Angio No.: .:!ii<, 
~~~~~~~~~~~~~~~~~-.1.~~~~~~~~-'-' 

Q Provisional Diagnosis Unstable Ang1r,::. 

BP 120/80mmi-ig 

Hardware Tiger SF 

Route Right Rodiai Ar:;...-. 

Contrast Omnipaque 

L V Angiogram Noidone 

Domina·nt RC,'\ 

QRG Medicare Ltd. 
Plot No. 1, Sector-16, Faridabad -121002, Haryana, Ph.: 0129-4330000, Toll Free: 18001802210. Website: v.wv1 '~' 

Regd. Office: 904, 9" Floor, S....rya Kiran Building, KG Marg, Connaught Place, New Delhi - 110001, INDIA, CIN: U749980L.2.01 U'·:...v. 



· 1 

I 
' 

I 
I 

I 

,.::.:. C'AG ····~ .... v 
.J ··.~-~"health City 

Q 

I Name: Mr. Rakesh Verma 

I Cath Doctor: Dr. Rakesh Roi Sapra 

Left Main 

Left Anterior Descending 

Diagonal l 

Diagonal 2 

Left Circumflex Artery 

OMl 

OM2 

Righi Coronary Artery 

PDA 

PLV 

Impression 

Advice 

DR. bi~I SAPRA . 
MD ~i~i~;»~~~ OM (Cardiology) 
Sr. Consultant lnterventional Cardiologist 

. & Director of Cardiology 

I 
Age/ Sex: 56/M I !PD No: 3:':--; : . :.· 

I 

' 

Date: 07 /01 /2019 f A nr;lc ,. ·· · 
I I 

0 

"" • - ~~· ...:_ ---

Normal 

Type Ill vessel. 80% stenosi: ':· c · 

Normal 

Small vessel, 9 53 sienosis .n ;:: :::: 

Patent stent in proximal io rr:6 _,.:_ -.. 

Normal. 

Normal 

Dominant vessel, Patent ste1•':-· -:, .,: 

Normal. 

Normal 

Triple Vessel Disease 

PTCA + stent to PD A/LAD. 

QRG Medicare Ltd. 
Plot No. 1, Sector -16, Faridabad - 121002, Hasyana, Ph.: 0129-:4330000, Toll Free: 18001802210, Website: www.q". ·"· • 

Regd. Office: 904, 9" Aoor, Surya Kiran Bulldlng, KG Marg, Connaught Place. New Delhi-110001, INDIA, CIN: U749'.'l9D....2o~; .. ~L.: - . 
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, . 
.. •· .· ~ ;.;· .. ".A-:-G .. 

:~-~:~Ith City •.• 

Pl~~~);~r"iS.Faiidablid.'Hary&n;. · \ • · 

IP No: 33-19/ll7 UH!O: !00055633 

DOA : 07/01/201913:43 I . ' 
I ' I 

~ 
\'::..C:C ,1 

56Y/M COJ/C0J007 

c .. .-........ 
1mm111m111alillill1DDll 

. ;Tel: 0::9 '. 4330000 Fax: 0129: ~. , , ' .. , .·. ' '', . _ . , . • . . . . 

• ' -iif9t#.ftfl1~@~~~~1:~~~~f'.t-\:< ... ·· -~- ~ .... 
. ' . . . .·. . . . .· .. . . 

... AngioN()u·4\~·.q2 .. ).'..;.;; IPD No ..... ~ .. ~J.¢ .. ,, ... , .. ;......... Date .. '?:}.:l.~J'.~ ........ . 

Natne~.~~~.:~~A .. • kJelSsx ....... ~/J;P:.t::,:: .... : .... -Dr .. t./? ... Sc:pi'.~ ........ .. 

I . . . . 

; .. ·o 

.•. · ·. .- . .. . . . 1'~~'.;::;,;~~·~r~tM~~-
·t:.~A· . ·.. . . 

. ' .. ~ fcj\. ~-
. LV . ·. ·. · · · .. . .· · 

~-....c. _ _- .•• ;"1-. ·. ~P .... Pf)_ k(<J\~ 
. . . .>LAO 

,, •. 

LAD 

LV 

Gi\~ 

20- )"., 
f::(, Q.i.,\0\1Nj 

I 

j 

·. ·-~ 
. EOV ....... , ..... : ....... ·: .. : ..... : .... : .... _.·. ESV ..................................... EF ...... :................. ... . . , 

> ~...;;;.;;.;;......._.;....;..._.;...· ........ • .... ,...·;;.;.-_____ ...... .;... _______ ,...;.. _________ , 
. :. .. ~ .... . . . . 

· CiRGIHC/CLIFnnl8~7N1.o.RIWOO. .. . 

. . · .. ·,_ 



. .-~=•·· C0'RG :::re:=-:: "' ··.~~·· Health City 

Q 

... 

CORONARY ANGIOPLASTY REPO~V 

Name: Mr. Rakesh Verma Age/ Sex: 56/M IPD N0:33- ~ ~ •. 
I 

I 
Cath Doctor: Dr. Rakesh Rai Sapra Date: 07 /01 /2019 I PTCA N'o: r.:.:::; .-

1 

INDICATION I DIAGNOSIS: -

Unstable Angina 
CAD~ Triple Vessel Disease 

PROCEDURAL DETAILS:- (Right Radial Artery) 

PTCA + stent to PDA 

GUIDING CATHETER : 
GU/DEWIRE 

BALLOON 

STENT 

DETAILS OF PROCEDURE:-

6F JR 3.5 
Whisper ES 0.014 x 190cm 

Across HP 2.0 x 1 Omm. Sapphire 2.25 x Smm 

ABLUMINUS 2.25 X 12MM 

LMCA hooked with 6F JR 3.5 guiding catheter. PDA Lesion crossed with w:-iispP.. c~ : ~ 

. x 190cm guide wire. Pre dilatation done with balloon Across HP 2.0 x : C;;-.~,-. ,-, 

atmospheric pressure. Stenting done with stent ABLUMINUS 2.25 X 12MM dep!C\'9::;. • - .: .. 

at 10-12 atmospheric pressure. Post dilatation done with balloon Sapphire 2.25 x s···· :: 
12-20 atmospheric pressure with good end result TIMI Ill flow achieved. 

PROCEDURAL DETAILS:- (Right Radial Artery) 
PTCA + stent to LAD 

GUIDING CATHETER : 

GUIDE WIRE 

BALLOON 
STENT 

DETAILS OF PROCEDURE:-

6F EBU 3.0 

Whisper ES 0.014 x 190cm 

Across HP 2.0 x 1 Omm, Sapphire NC 2.25 x 8mm 
EVERMINE 2.25 X 16MM 

LMCA h?oked with 6F EBU 3.0 guiding catheter. LAD Lesion crossed with Whisoc~ ;:::; ·:.: 
x 190cm guide wire. Pre dilatation done with balloon Accoss HP 2 .0 x ': o~- :·· .. 
atmospheric pressure. Stenting done with stent EVERMINE 2.25 X 16MM depioye:~ · 

at 1 O atmospheric pressure. Po.st dilatation done with balloon Sapphire NC 2.25 ·' :: 

20 atmospheric pressure with good end result TIMI Ill flow achi~ved. 

QRG Medicare Ltd. 
Plot No.1. Sector -16, Faridabad - 121002, Haryana, Ph.: 0129-4330000, Toll Free: 18001802210, Website: www.qrgnwii<:.1'"-' -,. 

Regd. Office: 904, 9" Floor, Surya Kiran Buildlng, KG Marg, Connaught Place, New De!hi-110001, INDIA. CIN: U74999CU010P. •_;20:... ~7 _, 
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I 
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1· 

::::··,:: .. £::<~AG 
·• .• : : .:·:· Health City 

·Name: Mr. Rakesh Verma Age/ Sex: 56/M I iPD N0:33~h;;.;_. 

Cath Doctor: Dr. Rakesh Rai Sapra Date: 07 /01/2019 1 PTCA !\Jc:.::._ 

ANGIOPLASTY RESULTS:-
Post procedure. 
TIMI 3Flow. 
Successful. good end results. 

POST PTCA RECOVERY:
Uneventful. 

IQ~· 
Uncomplicated local puncture site. 

Q 

FOLLOW UP PLAN:-

A. Diet 
B. Activity 
C. Medication· 
D·. Followup 

] As advised in discharge summary. 

DR. RA~~APRA · 
MD Med in:J~ (Cardiology} 
Si. Consu tant lnterventional Cardiologist 
& Director of Cardiology 

QRG Medicare Ltd. 
Plot No. 1, Sector-16, Faridabad -121002, Haryana, Ph.: 0129-4330000, Toll Free: 18001802210, Website: www.q.grne<iio,,·· 

Regd. Office: 904, 9" Floor, Surya Kimn Building, KG Marg, Connaught Place, New Delhi- 110001, INDIA. CIN: U74999DL2010PLUO.' ' 



.K 
\IJ 

. \i#J c~r.:i.G •· 

DATE: t (!') - I ~l 9 
TIME 
PERIOD 

7AM 
BAM 
9AM 
lOAM 
llAM 
12N 
lPM 
2PM 

3PM 
4PM 
SPM 
6PM 
7PM 
BPM 

9PM 

lOPM 
12AM 

2AM 
4AM 

6AM 
CHECKED BY: 

TIME OF 

STAFF INITIALS !ROUND 

( 0 1mm111D!l11!1111111 w 1111 u 

-------------------( - P No: 33-19/237 
M:. R.akesh Venna 

UHID: 100055633 

DOA : 07/01/201913:43 

HOURLY ROUND LOG 56 Y/!-1 Twin Sharing 4/TS1250 A 

Dr. Rakesh Ral Sapra 

··--·-----···-·----
Legends: Mark (Y) for Yes & (N) for Np 

PERSONAL 

PAIN POSITION POSSESSIONS I NEEDS lcoMMENTS 1• If patient Is sleeping) 

EVERY 1 HOUR ROUNDS (7AM - lOPM) 

N IL/ I to 
/\..J 11..J IN 
r.J N 

N 
N 

EVERY 2 HOUR ROUNDS (lOPM - 6AM) 

VERIFIED BY: 

ISTAFF NURSE NAME(MORNING): t<R.11 "1N*t 01::"/ ISIGN: ~4 OJ 
EMP 1.D.: U ":i-'J. / I ~ r'Vl 

NURSING INCHARGE (Name & Emp l.D.) 

~dJ !STAFF NURSE NAME(EVENING): !SIGN: 
EMPl.D.: 

!STAFF NURSE NAME(NIGHT): !SIGN: 
r~U,~ 

EMP 1.D.: 

QRGHC/Nurs/CKLT /03/Ver0.1 

'\ 



. . . 
• • • • • • • • • • .. ·~· . •1~~·· ... : • .... 

r-

(~RG CO RO NARY CARE UNIT CHART . .. ----.. , .. c:arn. .._..,_ -~ - -. 
QllG ..... Cll)' 
Plcll "° l &dilr • 14 F" s11 "d., ! n!I08 
T• 01l9 • C3:JOOG8 ···\..•:··· ............. 

•••• • • • ••• . . . Health City I OIET__r...V...LL:..My;--'-f\lJlb""'Ru..ML.:JUGlu..l _..t-0.c..Lu.G ...... I __ I 
cQ6cXo 

Total Output: __ d2_-=1_o_o ______ _ 
- -----

Balance· ____ -_Y)=Q""c.J,~------

Pt Name. Me. 1Rc»sfSH \/r:Rt=1A Injections 

IP No. o."'3.''i.. UHID No. §«3'3 

Age: !iG!L Sex: M 

DOA. ':l. b ll 2 Day- 03· 
01agnos1s. Q:lO , ( 158 
Procedure CQm t Pref) -/.JH) 1 VP 1} · 

Consultant Of?. f? · R · .'SQPRG 

VITAL MONITORING 

1. 

2 

3. 

4 

5 

6 

TIME HR/ MT RHYTHM ~ NBP RESP SPO, 02FlOW TEMP 

8AM "!~ ht.:j .)R. 
9AM 'I RI )1\ S12.. 
10AM '1(, Iv '.;{2 -
11Al.t s~ "1 .~-R 
12AM f)--1 ..,, S'- .... 
1PM l6{ ..... '~ -
2PM \et\u> !.~ -
3PM f,,, J,J 11'1 (D -. 
4PM 

SPM 

6PM 

7PM 

SPM 
9PM 
i<lf>M 

11PM 

12PM 

,AM 

2AM 

3At.4 

4AM 
SAM 

6AM 

7AM 

PLANNED PROCEDURE / 

INVESTIGATION._ 

· ,'2-c;t>/ I\ ) 
~ 

- c re'~·( ("'v " ·~ 

- 1·-1 <:) 'jo'°'ll / Ht 

1.~t !.. et.t 
~ fl\ .... , '~) ('tl ·-1 

/ ,hr II ( (~ L . J 

IJV,1 r/ ''"' I 

1-Wr1 /1 • l.<1 QG.7. 2r.i 1'1Y·lL 
11:1-1 Ch 

' .i; 
,.,.,, "'I -'·· 

-Ii#. 
CJ~ l'.' 

l~ht p ..... °'~"' D..11 
"'' y( i-

1'2., 1--1v Ii "' ")(7 () " o o.or 

l'Jo~ \&\W. Q t~ p~ 

\'l~'). ~\\J .. l>J A C. 

1'3o\~ ,. .. 1....1 '"~ "I\. 

L3q /:IQ fl. li rJ.:11, f?11 '1f .t() 

Blood RBS INSUUNE DOCTOR 

:\Cir<) 1~ ~ .. 
t). Vi 

1-iR f ""' 
\ ~\"!" 40~ tlJ ~ 

\ .. ..: \.- • \\\4. 

W.#-

CVP 

STAFF 

~.,.. 

f'IF NTG 
Al<: 

-;fo.,...1 

.8orn • 
1o~ 
30IWl ,. 
~o"'I 

'1.<0W\ \ 

!.oM \ 

':JA....J 

TIME 

HB% 

TlC 

Ol.C 

PlT 

Na 

K' 

U ACID 

UREA 

CREAT 

APTI 
PTIC 

INR 

HIV 

HllSAG 

Bl.000 GROUP 

Tablets Olhera·---------------

3. 
4. 
5 
6. 
7. 
8. 
9. 
10 

INTAKE OUTPUT 
OOPAMIN NORAD OOBATA l.ASIX - INSULIN HE'PARltl AN11BIOTIC KCl BlOOO CAAi. HOURLY TOTAL DRAIN URl,.E HOURLY TOTAl. NURSES REMARKS 

-
' o,,;.. n .,., ..., ~"In~ I Ofltr I OOl"i • 

i:v-.nv ~mt1 0 , ISO ,.,. 1 «~ri LI , 
v 

~()WI I Q.:fc>1' , ,O~h'\ 500h ., 
.--

'&~\ ...,.s-. ::;1,,.t' .., I °""'"" ~' - ~00 
~0""'\ '!8~ -1no1 f-1 J..>ot) ~ I I 

: ?~ -~ 
"' ~-.in,.q t:' I n~ ,,. ., - Q 'lf'V\ ...., 

'l~""' ......... , "-\<-\DWI\ I """""\ I 4 ""'"'I ' ........ l..,'I)·- -u. 
-~ft I ,()- ·~(>,.,-(") 

• 

' INVESTIGATIONS 

q It \le TIME 
• ARTERIAL BLOOD GAS OETAILS Of 114Rk>US C41 II • ~ ' VENTILATORY PARAMETERS 

TROP·I 

CPKUB 

PH 

Pa, 

I\~ $;Jt ~ ~ 
bo 

MOOE T.V FIO, RESP PEEP PESAM l'ISP ACT 51*1:1 s.- ~ Sa.I' 
e:.-.r-

()lOl PCO, ~· •• rt ~- .:!-~-~ I')~ ,'\o,..,- J 
LOI. 

HOl 

NCO, 

BE 
• A.-.:. .qt 

It 

.. l"RIGl..Y CERIOES So, ,._,....,. /: .. n ·: i.-.·-. ii. 
S i ll.I 

SGOT 
N .. 
I(" 

r~ "' I 
1 I.Ji SGPT Ct T.O. 

Al._K l'tlOS 

S PflOT l ·~t• 
S Al.SU/,llNE 

AM11.>.CE 

LYP 



f . . . 
• • • • • •••• • .............. 
··~ ... ···:11···· ···~ .... • •• <~RG .• • • •• • e. 
••••• .. . . . . Health City . . . 

IP No.. c{? '-f ?{ 

Age. ')'6 L/ 

DOk J b fl9 

UHID No. S:('G 3') 

Sell. M 
Day: f2? 

01agnOSI$'. cno I D f?TCfl 

Procedu1e roo T fnrA 

ConsuuanLOf( • 'f? · 'R · 5Qf?R8 

VITAL MONITORING 

Injections 

1 

2. 

3 

4. 

5 

6 

NSP RES? SPO, 02 FlOW TEMP. CVP 

~it. '\o)8<> \ t,U qa , 

~ ().-
. 

l°l..ll \".\~ d1·l...9 ,,.gt 
1PM 8">\-V ~R... - 130~ l~\..J C\ r 
2PM t~ - ht\'o '>CluJ. qe, 

,A /1 JPM - II. ., - I A,, /..;, ,J ,/. J. /,. <) .-. 

4PM qo\...9 s. e_ - ':!.o .9c> ? U\u) C\f, .J, 

!:.9- - 1?.4 l 1-6 '>1;?\ u.l a SJ 
6PM ~µ:- ~ .... . t><> IA<> 'M>fu.J q~, 

7PM 81{..t ~It. - .,., \':lo t'l.J.!.,..r <'I t,J 

8PM \ "1\-.\ ~ - \?'>~& =>•\..., q h . p(' 

5£... - P;\1 1 ;fl.! _<"),., L· a t:·I· 
,\0 

t-.-LJ [_q, ' \.,.., l q<'. ~ '~· . ., 11 

11PM Oj .L1 ,<'<& -
ll ~ ",\,/... r;tl 1,,J. Ct ":'t•f. 

1AM Q:i_ t... QA I 

--
SM1 oS/w ... /) 

- II !Jt/ II.• L I .... 

PLANNED PROCEDURE I 

N INVESTIGATIO 

PT<..~(\ P<>-\4 I'!.. 

?,,+. • . ~\~u~ ()' 

Blood 

~'110 

,~ ...... 

1 f'"" 

-

RBS INSUUNE 

~'t<l(J \Uf-;;.r 
q;i. 

\ (> " " f 

,_,c 
''"" ~ 
~~ 
~'-

" 

DOCTOR STAFF 

'1)9 ..U""t ~ >'~'\,-. 

4 
,,<· 

\i~ ~;~ 

: a 

( 
~ .................. ~i ........................... ; .. .. 

CORONARY CARE UNIT CHART 
,, ......... ,- . ......... -_....... . 
••m&T • ·--- .. 

I Total Output: ____ q_.(')...._.0..._ ____ _ 

Balance: _____ i _C(l-"'c ....... C1~d-'--'------
1i bl ts 

1 
2 
3. 
4. 
5. 
6 
7. 
8 
9. 
10 

INTAKE OUTPUT 
IVF NTG OOAAMIN NORAD 006ATA LASll< ~ INSULIN HEPARJN µm81QTIC KCl BlOOO ORAL HOlJRlY TOTAl DRAIN URINE HOURl.Y TOTA!. 

tJ < 
~Q~ IOOi.../ ISD"-( \JD..P 
5'e"'4 
ro~ . 

$l>.f) <tl.W\\ \.\ ()"""'' 
- n. ""'' \.\ ~'"" 

Sll-11 
... -

"'~"" 
,~ ..... , '>-"""'' 

-
Sb-.-..1 ~ ..... , ~., .... , 

"1Jro/ 
I -+.~ 
~-1 

~ ........ "\ ., 
':J.<>W\• 
'7-o ... 1 -
.. • J 

' :f ,.,,....J 
-:),,_, 

<J.. •• ·o 1nt') Irr. I{, c 0 

~~J ~. 11000 
:.\t ) ....J 

..... ' 
~o 

~\i.!)olo 
'.; -· I &Jl.f0 

t'"lr'-. I 0•) ' 1'• I bO 

*""' ~ 
;:Jo 

INVESTIGATIONS 

TIME TIME ARTERIAL BLOOD GAS VENTILATORY PARAMETERS 

HB% Ill· S TROP·l PH MOOf rv. F.O, RESP PEEP Fel~ INSP ACT S1'Mls Sile NM Sl&'f 

TLC CPKMB 1·24 Po, 
OLC CHOI. 111· () PCO, 
Pl.T LOL C~· O NCO, 
Na· HDL 'i'l · 0 BE 
t<' TRlGl Y C£RIOES 112 •8 So, 

U ACID s lltU N• " 
UREA SGOT K' 
CREAl l · lf4 SGPT 
APTT 1\1.l( PHOS 

Pl IC S PROT 

INR S AUlUM!NE 
~1rv AM'fl.ACE 
Hl>SAG lYP 

. OlOOOGROVP 

• • 

QlllG,...Qr 
Pict,., 1 S.:U·t5 r.,...,...., 1-'lloa& ·-= 17129 • 4330000 

NURSES REMARKS 

OETAJLSOFV~~ 

rvean.-.... :;..., :::.. ~ -~ I 

\'\.!\;-.., c!'n, f\' :} ... , I 
' I Ai v.. • 

I~· I 
" ! 
l[Tl'.bt 

--~~"---



I • • 
.·. =: . <~RG ••••• . ··=···:._.: •.. ···:•:··· ····- ... · ·.:·~:-..-=:: · Health City . . . I 01ET.__..D::....J..rv-+1-..1./-'-N~D_· __ _ 

CORONARY CARE UNIT CHART 
I Total Output:. ___________ _ 

Balance. -------------
Pt Name _N.;_:...!e.· _. _.i:£o.!&=~.1t!.!:.i--=-v~;;...=.;.,;;..._;.__' __ 
JP No 3 ~ -15 \2 l't UHID No $ ~b SJ 
Age <;b ,~ Sex _ _i:;_I ____ _ 

Injections 

1 

2 

Tabfetq 
1 . 

2 
3. 

DOA.. -:f / I /t 'j Day _____ _ 

0139nos.s C!l Q ( 'i'· r7ta 
Procedure (?rt. 19 ft> ll!O,f'1Jr 

Ccnsi. itant. I) \... • R.. g, .S 'fi ·~ . 

3 

4. 

5. 

6. 

4 

5 
6 
7. 
8. 
9. 
10 

VITAL MONITORING INTAKE 

ntJE ~ MT R>tYnil.I ASP NOP R£Sl' SPO, 02FL<YW TEMP CVP rvF 
0 t'"b'-

NTC OOPAMfN NORAD OOSATA LASll< ~ INSUUN HEPARIN mne:onc KCL BlOOO ORAl HOURLY TOTAi. OIWN 

. 
SAM 

9M1 

10AM 

11AM 

12AM De.I'".. •i...c_ l-1 ~ r? ('()0 C\f I '.?>0 1 '1 . 

1PM ~ 1 'I"\) t k - 1 :.011..: 1.>l..i! n<d ~'f OJ(( r... ~v-f ~...t ~ IV'i> 
2PM 'tun s "· - ll'.oluJ I ~ h °tW · R11 - n ~ ... 0 • ;)_,.,..., Lf v-.P 

JPM ql( (i. sr ... - l~ lto0 18fiv '1 ~Y' Dr. - ,;;h t'J . ~ 9 ;rli,l ':' IO~ to&. ~ 

4PM $\t lf{.U/ ~ (o.; ~I~ t ~ ~\<....-- ~~ 

~M <,(if 'A Q I i:f i-- ) gr /7 D .u/'t; .f.. - ' /~~v( (~- :ir~,.._ , .. , ... ., 
~ 

6PM 9.C. I )f s~ ti.ci ~~ - I t. t"' Gr · P.A. 
7PM ~'11' s ~ It{ ' 'g/ - C.dw '121 . Q .A-' - ~V' ,.. 

' . n 
.;> v ~ ~- -

8PM ~ \ S R 1 l(o I~ - le< <;a'· R.f\ '°I c, ' - 'o-..n....- ~ \1>>1 ~r ko 'u~ . 
9f>M ' ' I""' a~ I \ul?J 11.J.-1 q~/. /!Jil - c:-7 -'"' 
10PM ,C l ,.,.;J b~ k1J:n- - 11, j ,v-$ 4°1~ ep - "'°" ,....f f\r"'' ~'>oo ':( ef..rr--
11PM ? t' ,.._ .~ l'-\IL1:J - lq~·/ · RA - <"l')h.A .• 1'i "'~ qef-I-
12:PM ~ ~ 3 R . . . 

~ (X).J f<r.i %·6~ <orrJ ' · ~ , 
" " . I II. 0 10-,A ~ \\OG 

1AM ~ 1L ,q,R )lfO~f: - (}'it•/ RA - /f!t'Jrflj \l}A I• ,, -- ' r~ot: 
~J.U. ~ fl Ir,- ~I .. 1 

1r r 
2AM I ~ qi., Pn .c.-..-.J Q') .... e l~o;-c. 
3AM h( 1A .,s2.... • j" <. "l · 

I 
f)fo - !"'~ · ~. 

.. 
1'>- r.f. 

411.M 6'1. -.J. S(L 1"\< I':) J { ,\J ~ <..bf I r2a. 
,~o 

.-- ("""(") 

SAf,, t<, 11 ~.,.\ !>fl- nr ".)I r1 .J cf r /l/J 
fr"'! IV6 

A (" t'J 't'w'A 1cn I <tr.C.. 
6AM {i) r..(.- ~ (l.. I~ I'! I ' -:I Ill ( ~~ 12.JJ e1r-c1 (' 0 
7Af,1, "~ .... s {\- 1\1 IA1 IR ( -:r {JI'\ 

r'O ·~tl'6 
'- - SD ! (\W' " llhh I • -1.A~l ) 

PtAMNED PROCEDURE I 
INVESTIGATIONS 

INVESTIGATION Blood 

, ( At~ {~C, t----:-+-f).-~-s->-<+4---+---4-A----l 
I ( . I 

( ( I ( t..1. f 

RBS INSUllNE DOCTOR STAFF TIME 
1-:i l1l1 TIME , . 

HB'Jr. IL.< TROP-1 

Tt.C (..<} CPKMB 
DLC ~ ~h, :ilql 1 ~ 

ARTERIAL BLOOD GAS 

1'11 

Po, 

PCO, 

VENTILATORYPARAMETERS 

MOO! TV F.O, RESP PEEP 19<~ 

fhlr.. p-1r(: ' jt PLT ) } 9. LOl 

N3" l l').(, HOl 

K" IL , n TRlGI. Y C£RJOES 

NCO, 

BE 
So, 

U ACID s lllU Na. 

UREA SGOT I< 
CREAT I ~ 't SGPT 

APTT AlKl'HOS 

PT/C s rnor 
INR S AU!VW.NE 

HIV MIYlACE 

Hb SAO l YP 

DLOOO CROUP 

• 

...-------... . ,,. .... .. --161"4 o:uoa>M' 
ct ........ ._, 

-·--_., .. • • , 
D 

~ ..... Clly 
Plof t>0 ' Sedllt '~ F 1' ,_..,.. 1 :af.IOf! 
T.c; 0129 4330000 

Others .. _____________ _ 

-
OUTPUT 

URINE HOVRlY TC>°t'l NURSES REMARKS 

<Qro • LD ~ QV\,.., 0 

-v{ -

dOOr ~O()r H' . 

A - ~ .. ..,,,. 

D£TAILS OF llA."llQJS CA 1•• 111A£ l 
!:."SP ACT SNm s.. 

1~..::;._ 
~ ~ 

"\'~ 
1 s.:. I c..., ~ 

,J!,t- I Ck°("( i ,i;;;/. .,.,..,.. 
I " 

-C', P 1 
A.-;;11iit L~ 

~ 

RT 

£l ~ 

·~ ;:.. 

• • 


