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In Patient Case Record

LIV G 2 1o MRD NO. ...t
T I_’I at e Sub. I/C Physician
Receipt No. .....ccceeeiiiiiiinen. Date....... l....... l....... N
= 1 1 1 = Sign. .o,
= i Name ......ccceoireiiieciincees Sign. .o,
eXT oF Name ... 57 s | o TR
Date / Time of Admission : Date / Time of Discharge :
IPD No. Dept./Ward : Bed No. : MLC : Yes No
Patient Name : S/D/Wi/o :
Age: Gender : M/ F / Trans ICD Code (by MRD Staff) :
Address :

Admitting Doctor :

Treating Doctor :

Diagnosis :

Allergic to / Risk Factors :




IPD No. Name : Bed No.

GENERAL CONSENT FORM
A ghiag 3

Ly et e e e e do hereby agree and give my full consent/authorization as an act of my own
free Will For my ..., (relationship of patient) ... (name of
[SF 11T 019 = Te [0 0 £ (o] o TN (o RSP | 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. | am also giving my consent to administer necessary drugs, medications, intravenous fluids and any non
invasive procedure etc. if necessary.

| 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. | further say that | have informed the Doctor
of all my previous illnesses, allergies, drug reactions, surgical procedures and all others facts relevant to my treatment. | 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.

| 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. | have fully
understood that rules & regulatrions of the Hospital and | agree to abide by the same.

The above has been explained in the language known to me and | have fully understood the same and | am signing this consent
by my own free will and in a fully alert state of mind.

T e S /... a3 T /TR /TR/TE s Tagg R gAfd
YSTE AT/ BIE_J B oo afssem & ’i|fl aféss,7 R 99 vEe d9kte 1 dErsS gErR
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#H+ milere '@ et fa e 12 ga 4 a0s W, |
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Signature and
thumb impression Date Time

Named 1 TRIERT T31 R¥F 1 i —
fAema

Patient or Patient’s Relative

o131 oarf XeaeRe M ™

Admission Staff
Ydfee ¥d To% TP

IN PATIENT CASE RECORD / Autonomous State Medical College, Fatehpur Page 2



IPD No.

Name :

Bed No.

INITIAL ASSESSMENT (INDOOR PATIENT)

Chief

complaint(s) :

H/o of
present
iliness :

Past History :

Family
History :

Personal
History :

Occupational
History :

History of
previous
treatment :

History of
Drug allergy
Any other
allergy :

General
physical
Examination

Pulse /min

Pallor:
present / absent

Pulse /min

Temp °F

Icterus:
present / absent

RR Imin

Oedema:
present / absent

BP mm Hg

Dehydration :
Mild / Mod./Severe

Systemic
Examination

CVS:

Resp :

Per Abdomen :

Distension : present/absent

Guarding : present /absent

Tenderness : present/
absent

Region
Spleen : Kidney : Liver : Gall Bladder : | Bowel sound :
palpable/not palpable/not palpable/not palpable/not present/absent
palpable palpable palpable palpable
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Name :

Shifting Dullness/Ascities : Lump :

present / absent present / absent Any Other :

Mental Status : Sensory Pain: present/absent Gait : normal/abnormal

Neck Rigidity : Any Other :

PR/PV/PS/
Proctoscopy/
Others

Any Other
Examination

Provisional
Diagnosis

Investigations

Plan of
Treatment

Preventive
aspects

(Drug Allergy,
Restraints,
Diet, Smoking
Habits, etc.)
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IPD No. Name : Bed No.

Extra Details

Signature :

Name :

Seal :

(Admitting Doctor) (Consultant)
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IPD No. Name :

Bed No.

NURSING ASSESSMENT
(TO BE DONE ON ASMISSION IN WARDS)

ADMISSION DATE :

Name : Age/Sex :

IPD No. : Unit :

Date/Time of arrival : Admitted by

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

Patient accompanied by : Family/Friend/Police/Other

Contact Person .......cccccvvveccnneennnnn. Relation .......cccccoverviiiicnnns Phone No. .....cccoiiriiiicccerreennes
Reason for coming to hospital :

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

Temperature : Pulse BP mm HG

°F /min

Respiration
/min

Weight Kg

BODY / SAFETY SEARCH

Yes No Location

Contusion

Laceration

Rashes

Scars

Bruises

Pain

Others

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

Related to Tick (As Applicable) Details if Known

Medication / Drugs | Yes No  Not Known

Blood Transfusion Yes No Not Known

Food Yes No Not Known

ABILITY TO PERFORM ACTIVITIES OF DAILY LIFE

Activity Independently Assisted Dependent

Bathing

Eating

Dressing

Toilet Use

FUNCTIONAL ASSESSMENT

Activity Independently Assisted

Dependent

Bed Activities

Sitting

Standing

Ambulation

Stair Climbing

Disability
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IPD No. Name : Bed No.
GRAPHIC (T.P.R.) CHART
(Date h
Day of disease
Days Post - OP
Time 1012]6 [10 10{2(6[10]2|6[10]2]|6[10]2]6[10{2]6[10]2]|6]10]2]6]10]2]6[10]2]6 0 10{2(6 [10
Pulse c’ F
210 41.1 106
200 40.6 105
190 40.0 104
180 394 103
170 38.9 102
160 38.3 101
150 37.8 100
140 37.2 99
130 36.7 98
120 36.1 97
110 35.6 96
100 35.0 95
90 60
80 50
70 40
60 30
50 20
L 40 10
(BpP N
Stools
Urine
Weight
Bath
\ J

NB : Pulse, Day of disease, post - op days to be marked in red link only.
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IPD No. Name : Bed No.

NUTRITIONAL ASSESSMENT FORM
(To be done by dietician)

Assessment Date : Assessment Time :
Ptient’s Name : ID No. :

Age : Sex : M/F/Trans

Date of Admission : Consultant :

Ward / Bed :

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

CARBO DIETICIAN'S
DATE | DIETTYPE | CALORIE | 4vprate | PROTEIN |  FAT
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Bed No.

IPD No. Name :
MEDICATION ORDER AND ADMINISTRATION SHEET
Time of
- . o Signat Administration Signat
pate | NameofMediciePrescribed | S | 8 | g | g | P9 (10 be filled by Nurse)| of staft
y 2 a L = Doctor S S = Nurse
o > 2
= L =
Page 10
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IPD No. Name : Bed No.
CONTINUATION SHEET
(To be used by Doctor)
Date Time Progress & Treatment Signature
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IPD No. Name : Bed No.

Laboratory Test Report Form

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

Haematology

1Hb

1CBS

1ESR

] Blood Group & Rh
factor

1BT&CT

] Platelets Count

1 Malerial parasite

1 Microfileria

1HBS Ag

1 HIV

r— | ——

= | r— | r————

Urine Examination

[ 1Urine routine

[ 1Pregnancy Test

Stool Examination

[ ]1Routine

Bio Chemistry

[ 1Blood Sugar
F/PP/PG/Random

1GTT

1 Billirubin

1SGOT

1SGPT

] Alk. Phosphate

] Serum Protein

1 Serum Albumin

] Serum Cholesterol

] Serum Triglycerides

]HDL

1 Blood Urea

1 Serum Createnine

X-ray

USG

Other Investigations

| | e e —— e — | ——
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IPD No. Name : Bed No.
INFORMED CONSENT FOR BLOOD TRANSFUSION

UNit oo Date ...ocoeveeerecereeenn IPD NO. ooeeeeeeeeeeeeeeee

Ly e hereby give my consent for whole blood transfer / blood components as part of treatment
to myself / my patient (Name of Patient) ..........ccccoiiiiii, while being admitted at hospital. | have been
explained all the known risks of transfusion reactions, | have also been explained that the donor blood has been
screened for HIV antibodies, Hepatitis B surface antigen, Hepatitis antibodies, Malaria and syphilis. | 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
| fully understand and | accept the same and give my consent for the whole blood / component transfusion to me / my
Patient NAMEA ...

DOCTOR’S NAME SIGNATURE SEAL

PATIENT’S/RELATIVES NAME SIGNATURE PHONE NO.

A /I3 TIEAR ATHRRUE g3 Ap . 9

1 L (1G] (K R L s A QAT oo
T e ( FRBIAGTAID T TH)....ooo s TIgE R
STTTIT TR o (FMeRETe M ™) ©3 a9 | e @d d ’RU [ YUR 39,/ a99

RIFTRUG T& AR, I e[, 3R T MR e & |6 ’wie 9 W=+ ol $IRE ¢ I I <ar arE - |
7 39 7 T wenl g O e Foeme ¥ a6/I9931 999% ¢ dosngodio, 7 Urersfew-d, 9 ARy af wwferws o1 Ta
DIl ¥, DI 8 TR &4 eMd & Rl Peie_owy RRafai T aier = Ruii| ¥ H90E 9 &are |

I WRId W RS 9 T A WA EREBS 10, e & RM_3/74W A9 M 3F RN =509 =
AT TJHIETH | WSS 19, BTE |

@A/ WM AWid T ®/ ¥ T 9999 gHE g eI TS TR |

ffecaes 9 ™ TRIER &R

™ol /RederRe M ™ THIER B9 o
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IPD No. Name : Bed No.

LAMA (LEFT AGAINST MEDICAL ADVICE) DECLARATION

Date : Patient Name : D/S/W of :
Age / Sex : OPD / IPD No. :
Address :
Bed No. :
[ e, Spouse/Guardian of patient, Mr. / MS. ...........oooviiiiiiiiiiiiiiiiiiiiia, Age/SeX.......couu.
hereby affirms that, | am taking the patient, Being treated in the hospital, with IP No. ........... Against medical advice

| was explained clearly by the hospital authorities :

a. That the patient is admitted under Medico Legal category

b. Itis a police case

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

| declare that

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

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

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

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

. I 'am fully aware that if | fail to hand over the body to the police, | am Liable for severe punishment and
prosecution.
| am fully aware that the hospital will not give any records, certificates and medical briefing of the patient.

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

® QO O T

«Q

| am taking the patient with me in spite of knowing clearly about his/her serious medical condition. | am fully
aware of the consequences of taking the patient at this condition against the Medical Advice of the doctors. | declare
that | 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. | 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 | know.

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

Relationship .......ccccccciiiiiiine.

Witness Name : Left thumb impression and sign.
1.

2.
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IPD No. Name : Bed No.

XaRAT I ffdcan dAsiidacta, bdayR

DISCHARGE SUMMARY (PATIENT COPY)

Date / Time Date / Time IPD N

of Admission : of discharge : o.

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

Patient Name : S/D/W/o :

Age / Sex : ICD Code (by MRD Staff) :

Address :

Treating Doctor :

Brief history and Clinical Notes :

ALLERGIC TO :

Investigations done :

Diagnosis :

Treatment / Surgery / Procedure done during hospitalization :

Follow-up medication :

Name Dose Repetition/day | Route | Duration

Follow-up advice :
In case of emergency please contact DI. ..........cccevviieieriiccinien e Phone No. ......cccccccrrrreee e
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IPD No. Name : Bed No.
PATIENT TRANSFER
Sending Patient Purpose . Receiving ;
SL{ | Seafion/pag | Tme & | movedto | ofhe Se(nsdtlgf% Y| Time bRye ?gp;?f()j Stablo/Senue/Criial
Date |Location/Bed| movement & Date
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