
In Patient Case Record

MRD No. ..................................................iathdj.k ’kqYd #- 
uxn izkIr fd;k

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

eksgj g0             ç kIrdrkZ

Receipt No. ..........................Date......./......./.......
Sub. I/C Physician 

Name ...................................Sign. ....................

Name ...................................Sign. ....................

Name ...................................Sign. ....................

Date / Time of Admission :

IPD No. Dept./Ward : Bed No. : MLC : Yes         No

Date / Time of Discharge :

Patient Name :

Age :

Address :

Admitting Doctor :

Treating Doctor :

Diagnosis :

Allergic to / Risk Factors :

Gender : M / F / Trans ICD Code (by MRD Staff) :

S/D/W/o :



IPD No. Name : Bed No.

GENERAL CONSENT FORM
lkekU; lgefr i=k

I, ....................................................................................do hereby agree and give my full consent/authorization as an act of my own

free will for my ........................................................... (relationship of patient) ...................................................................... (name of

patient) admission to ................................................................................................................................ I am giving my consent and

authorize the hospital, the physicians, medical, nursing & housekeeping staff to provide relevant care and to conduct all necessary

Diagnostic, Radiological/Therapeutic procedures including withdrawal of blood for investigations and references as the attending

Doctors may necessary. I am also giving my consent to administer necessary drugs, medications, intravenous fluids and any non

invasive procedure etc. if necessary.

     I hereby release the Hospital, its attending Doctors, Anesthetists, Pathologists, Radiologists and its staff and all other person

participating in my care from any liability whatsoever for any untoward or unfavourable consequences or results that may arise out

of or in the course of my treatment (including surgery and anesthesia) at this Hospital. I further say that I have informed the Doctor

of all my previous illnesses, allergies, drug reactions, surgical procedures and all others facts relevant to my treatment. I shall not

hold the Hospital or the Doctor responsible for the consequences, which may arise due to any non-disclosure of any information

that might be relevant in providing treatment.

     I am further giving consent and agree to the disposal by the Hospital Authority for transfer in / Referral to any other Hospital as

considered fit by my Doctor during any time of the treatment, if my Doctors feel that it is essential for any recovery. I have fully

understood that rules & regulatrions of the Hospital and I agree to abide by the same. 

     The above has been explained in the language known to me and I have fully understood the same and I am signing this consent

by my own free will and in a fully alert state of mind.

     eSa  mez@vk;q o"kZ iq=k@iq=kh@ifr@iRuh ,rn~ }kjk lgefr
çnku djrk@djrh gw¡ fd eSa ................................... fpfdRlky; esa dk;Zjr~ fpfdRld] uflZax ,oa lQkbZ deZpkjh dks rdZlaxr mipkj
,oa lHkh vko’;d uSnkfud] jsfM;ksykWftdy] jDr ijh{k.k ,oa mipkj çfØ;k gsrq lgefr nsrk gw¡ ,oa vf/kd‘r djrk gw¡A blds vykok
vko’;drkuqlkj vkS"kf/k] vkbZ0oh0 QY;wM] ukWu buoSflo çfØ;k;sa gsrq lgefr nsrk gw¡ ,oa vf/kd‘r djrk gw¡A 

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

     
esa Hkkxhnkj gSa dks fdlh Hkh rjg dh ns;rk ls eqDr djrk gw¡A

eSa fpfdRlky; esa dk;Zjr~ fpfdRld] fu’psrd] iSFkksykWftLV] jsfM;ksykWftLV] deZpkfj;ksa ,oa mu lHkh O;fä;ksa dks tks esjs mipkj

     
çfØ;k ds vfrfjDr vFkok mlls vyx tks visf{kd le>rs gSa] çkf/kr djrk gw¡A

eq>s vkWijs’ku@çfØ;k vkdfLed fLFkfr mRiUu vFkok izdV gksus ij izkjafHkd mipkj esa le; vko’;d ’kY;d vkSj vU; vkikr

     eSa ;g Hkh Li"V gw¡ fd eSa fdlh Hkh izdkj dh ,ythZ vFkok nokbZ ds çHkko ls ihfM+r ugha gw¡A
     
ds tksf[ke rFkk tfVyrkvksa dh laHkkO;rk rFkk esjh fLFkfr@funku ds vuq:i mipkj ds ckjs esa eq>s iwjh rjg ls Li"V dj fn;k x;k gSA
mDr ifjfLFkfr;ksa esa mipkj ds ckjs esa eq>s tkudkjh gSA

vkWijs’ku ds izdkj vkSj iz;kstu@vFkok çfØ;kvksa dh vfuok;Zrk laHkkfor oSdfYid i)fr;ksa mipkj iwokZuqeku tk¡p çfØ;k@tk¡p

     eSa Lohdkj djrk gw¡ fd fdlh Hkh çfØ;k@mipkj ls lacaf/kr ifj.kke ds fy, eq>s dksbZ xkjaVh vFkok opu ugha fn;k x;k gSA
    
QksVksxzkfQax rFkk Vsfyfotfuax djus dh lgefr çnku djrk gw¡ c’krsZ fd fp=k vFkok mlls o.kZukRed fo"k;ksa }kjk esjh igpku mn~?kkfVr
u gksA

eSa vkWijs’ku vFkok çfØ;k ds fuLiknu ds fy, vius ’kjhj ds mi;qDr vax dh fpfdRlk oSKkfud vFkok ’kSf{kd mn~ns’; ds fy,

eSa çekf.kr djrk gw¡ fd mi;qZDr lgefr i=k esa fooj.k eSaus iwjh rjg i< fy;k+ gS ;k eq>s ekr‘Hkk"kk esa i<+dj lquk fn;k x;k gS rFkk eSa
mi;qZDr+ lgefr ds ykHk vkSj gkfu ls HkyhHkk¡fr ifjfpr gw¡A

Name  uke

Signature and
thumb impression 
gLrk{kj ,oa vaxwBs dk

fu’kku

Date

fnukad
Time

le;

Patient or Patient’s Relative

ejht vFkok fj’rsnkj dk uke

Admission Staff 

HkrhZ djus okyk LVkQ
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IPD No. Name : Bed No.

INITIAL ASSESSMENT (INDOOR PATIENT)

Chief

complaint(s) :

Per Abdomen :
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H/o of

present

illness :

Past History :

Family

History :

Personal

History :

Occupational
History :

History of

previous

treatment :

History of

Drug allergy

Any other

allergy :

General 

physical

Examination

Systemic

Examination 

Distension : present/absent

CVS :

Pulse                         /min

RR                            /min

oTemp                         F

BP                       mm Hg

Pulse                         /min Pallor:

                  present / absent

Oedema:

                  present / absent

Icterus:

                  present / absent

Dehydration :

              Mild / Mod./Severe

Guarding : present /absent

Resp :

Tenderness : present /

absent

Region

Spleen :

palpable/not

palpable

Kidney :

palpable/not

palpable

Liver :

palpable/not

palpable

Gall Bladder :

palpable/not

palpable

Bowel sound :

present/absent



IPD No. Name : Bed No.

Mental Status :

Neck Rigidity :

Shifting Dullness/Ascities :
present / absent

Lump :
present / absent

Any Other :

Any Other :

Preventive 

aspects

(Drug Allergy,

Restraints,

Diet, Smoking

Habits, etc.)
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CNS

PR / PV / PS /

Proctoscopy/

Others

Any Other 
Examination

Provisional 

Diagnosis

Investigations

Plan of

Treatment

Sensory Pain :     present/absent Gait :        normal/abnormal



IPD No. Name : Bed No.

Signature :

Name :

Seal : 

                                               (Admitting Doctor)                                                            (Consultant)
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Extra Details



IPD No. Name : Bed No.IPD No.

ADMISSION DATE :
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NURSING ASSESSMENT
(TO BE DONE ON ASMISSION IN WARDS)

Name :

IPD No. :

Date/Time of arrival :

Patient accompanied by : Family/Friend/Police/Other

Age/Sex :

Unit :

Admitted by    Stretcher/W-chair/by walking/................................

Contact Person ............................... Relation ............................. Phone No. ..................................

Reason for coming to hospital :

Past Medical History : DM/Hypertension/CAD/Kidney disease/others .........................................

Temperature :
oF

Pulse
/min

BP mm            HG Respiration 
/min

Height
cm

Weight          Kg

BODY / SAFETY SEARCH

No

Contusion 

Laceration

Rashes

Scars

Bruises

Pain 

Others

Yes Location

Details if Known

Medication / Drugs  

Blood Transfusion

Food

Yes          No       Not Known

Yes          No       Not Known

Yes          No       Not Known

Tick (As Applicable)Related to

ABILITY TO PERFORM ACTIVITIES OF DAILY LIFE

Activity

Bathing

Eating

Dressing

Toilet Use

Independently

ALLERGIES/ADVERSE REACTIONS (Known or suspected allergies to) :

Assisted Dependent

FUNCTIONAL ASSESSMENT

Activity

Bed Activities

Sitting

Standing

Ambulation

Stair Climbing

Disability

Independently Assisted Dependent



IPD No. Name : Bed No.IPD No.
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GRAPHIC (T.P.R.) CHART

NB : Pulse, Day of disease, post - op days to be marked in red link only.

Date

Day of disease

BP

Stools

Urine

Weight

Bath

Days Post - OP

Time

Pulse
210

0C
41.1

0F
106

1062 1062 1062 1062 1062 1062 1062 1062 1062 1062 1062 1062 1062 1062

200

190

180

170

160

150

140

130

120

110

100

90

80

70

60

50

40

40.6

40.0

39.4

38.9

38.3

37.8

37.2

36.7

36.1

35.6

35.0

60

50

40

30

20

10

105

104

103

102

101

100

99

98

97

96

95
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IPD No. Name : Bed No.IPD No.
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NUTRITIONAL ASSESSMENT FORM
(To be done by dietician)

Assessment Date :

Ptient’s Name :

Age :                        Sex : M/F/Trans

Date of Admission :

Ward / Bed :

Diagnosis :

Assessment Time :

ID No. :

 

Consultant :

 

Wt :

BMI :
Current nutritional status :      Normal     Under weight     Over weight     Obeset

PATIENT DIET HISTORY :

1.  Physical activity :       a) Sedentary,      b) Moderate                    c) Heavy

2.  Exercise :                    a) Routinely,       b) Occasionally,             c) None

3.  Smoking :                    a) Yes,                 b) No

4.  Alcohol :                      a) Yes,                 b) No

5.  Food allergy :              a) Yes,                 b) No

If yes please mention ...............................................

6.  Weight reduction within two months :                a) Yes,      b) No                  If yes please mention ............. Kg 

7.  GI Function disorder : a) Nausea, b) Vomiting, c) Constipation, d) Loose stools, e) Other

8.  Mode of diet :               a) Vegetarian,     b) Non-vegetarian,     c) Ova--vegetarian

DIETARY MANAGEMENT :

DATE DIET TYPE CALORIE
CARBO

HYDRATE
DIETICIAN’S

NOTEPROTEIN FAT SIGN.



IPD No. Name : Bed No.IPD No.
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MEDICATION ORDER AND ADMINISTRATION SHEET

Time of
Administration

(To be filled by Nurse)

N
ig

h
t

Signature
of staff
Nurse

Signature
of 

Doctor
Date

Name of Medicine Prescribed
by Doctor

E
v
e
.

M
o

rn
.T
im

e

D
o

s
e

F
re

q
.

R
o

u
te



IPD No. Name : Bed No.IPD No.
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CONTINUATION SHEET
(To be used by Doctor)

SignatureProgress & TreatmentDate Time



IPD No. Name : Bed No.IPD No.
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Laboratory Test Report Form

Unit Normal Range Date & Report Date & Report Date & Report

Haematology 

[    ] Hb

[    ] CBS

[    ] ESR

[    ] BT & CT

[    ] Platelets Count

[    ] Malerial parasite

[    ] Microfileria

[    ] HBS Ag

[    ] HIV

[    ] Urine routine

[    ] Pregnancy Test

[    ] Routine 

Bio Chemistry

[    ] Blood Sugar

       F/PP/PG/Random

[    ] GTT

[    ] Billirubin 

[    ] SGOT

[    ] SGPT

[    ] Alk. Phosphate

[    ] Serum Protein

[    ] Serum Albumin

[    ] Serum Cholesterol

[    ] Serum Triglycerides 

[    ] HDL

[    ] Blood Urea

[    ] Serum Createnine

X-ray

USG

Other Investigations

[    ] Blood Group & Rh
        factor

Urine Examination

Stool Examination



fpfdRld dk uke

ejht@fj’rsnkj dk uke gLrk{kj

gLrk{kj

Qksu ua0

eqgj

IPD No.

Unit ............................... Date ..........................          IPD No. .........................

vkbZ0ih0Mh0 ua0 ;wfuV fnukad ................................................................  ..........................  

Name : Bed No.

INFORMED CONSENT FOR BLOOD TRANSFUSION

I, ...........................................hereby give my consent for whole blood transfer / blood components as part of treatment

to myself / my patient (Name of Patient) ................................................... while being admitted at hospital. I have been

explained all the known risks of transfusion reactions, I have also been explained that the donor blood has been

screened for HIV antibodies, Hepatitis B surface antigen, Hepatitis antibodies, Malaria and syphilis. I have also been

explained that transfusion transmitted infections can very rarely occur even with screened blood, especially if it is in

the “window Period” and also due to various other infections which have not been screened for.

All the above-mentioned risks have been explained to me by the doctor treating me / my patient in the language that

I fully understand and I accept the same and give my consent for the whole blood / component transfusion to me / my

Patient named ...............................................................................................................................

     eSa  ¼Lohd‘frnkrk dk uke½ ,rn~ }kjk 

viuh vksj ls .................................................................... ds bykt ds fgLls ds rkSj ij lEiw.kZ jDr@jDr vo;o

LFkkukUrj.k dh Lohd‘fr iznku djrk gw¡A eq>s jDr 

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

¼Lohd‘frnkrk dk uke½ 

LFkkukUrj.k çfØ;k ds Kkr tks[keksa ds lEcU/k esa Hkyh izdkj ls Li"V dj fn;k x;k gSA

     eq>s ;g Hkh le>k fn; x;k gS fd jDrnkrk ds jDr@jDr vo;o dh ,p0vkbZ0oh0] gsikVkbfVl&ch] eysfj;k ,oa flQfyl dh tk¡p

dh tk pqdh gS] gkykafd jDr p<+kus ds nkSjku fdUgha nqyZHk ifjfLFkfr;ksa esa fdUgha vU; dkj.kksa ls laØe.k gks ldrk gSA

     mijksDr lHkh [krjs ds lEcU/k esa esjs fpfdRld Mk0 ------------------------------------------- }kjk eq>s@esjs ejht dks esjs }kjk le>h tkus

okyh ekr‘Hkk"kk esa le>k;k tk pqdk gSA

vr% eSa @ esjh ejhtksa ds jDr @ jDr vo;o p<+kus gsrq lgefr iznku djrk gw¡A
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jDr@jDr vo;o LFkkukUrj.k gsrq Lohd‘fr izi=k

DOCTOR’S NAME

PATIENT’S/RELATIVES NAME SIGNATURE

SIGNATURE

PHONE NO.

SEAL



IPD No. Name : Bed No.IPD No.
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LAMA (LEFT AGAINST MEDICAL ADVICE) DECLARATION

Date :                                   Patient Name :                                                               D/S/W of :

Age / Sex :                                                OPD / IPD No. :

Address :

Bed No. :

I declare that

             I, ............................. Spouse/Guardian of patient, Mr. / Ms.  ............................................... Age/Sex................

hereby affirms that, I am taking the patient, Being treated in the hospital, with IP No. ........... Against medical advice

I was explained clearly by the hospital authorities :

a.  That the patient is admitted under Medico Legal category

b.  It is a police case

c.  That the patient’s condition is very critical and the condition may deteriorate any time.

a.  I take the responsibility of getting the patient discharged against the medical advice of doctors.

b.  fully responsible for any loss that may happen to the patient which may include death.

c.

  I am

  I am fully satisfied with the treatment given to the patient by this hospital.

d.  In case the patient dies, I will hand over the body to the police.

e.  I am fully aware that if I fail to hand over the body to the police, I am Liable for severe punishment and

     prosecution.

f.  I am fully aware that the hospital will not give any records, certificates and medical briefing of the patient.

g.  I am fully aware that the legal heirs may get into problems due to non-availability of certificates in future.

              I am taking the patient with me in spite of knowing clearly about his/her serious medical condition. I am fully

aware of the consequences of taking the patient at this condition against the Medical Advice of the doctors. I declare

that I am fully responsible and liable for the consequence of taking the patient against medical advice.

              I am fully aware, and agree whole heartedly that no one in the hospital is responsible for may act. I also

declare that Nobody including me or the legal heirs of the patient shall hold the institution or the treating doctors

responsible any time pertaining to the patient or the records of the patient.

              All the above information has been explained to me by the hospital authorities in a language, which I know.

Patient relatives Signature : ......................... Left Thumb impression ............

Relationship ...............................

Witness Name :                                                                             Left thumb impression and sign.

1.

2.



IPD No. Name : Bed No.

DISCHARGE SUMMARY (PATIENT COPY)

Date / Time
of Admission :

Date / Time
of discharge : IPD No.
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Brief history and Clinical Notes :

ALLERGIC TO :

Diagnosis :

Follow-up medication :

Dept/Ward :

Patient Name :

Age / Sex :

Address :

Treating Doctor :

Bed No. :

ICD Code (by MRD Staff) :

S/D/W/o :

MLC :        Yes              No

Investigations done :

Treatment / Surgery / Procedure done during hospitalization :

Name Dose Repetition/day Route Duration

Follow-up advice :

In case of emergency please contact Dr. ................................................................. Phone No. .......................................



IPD No. Name : Bed No.IPD No.
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PATIENT TRANSFER

Sending by
(Staff)

Received
by (Staff)

Receiving
Time 

& Date

Status
Stable/Serious/Critical

Purpose
of the

movement

Patient
moved to

Location/Bed

Sending
Time &
Date

No Current
Location/Bed

Sl.
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