
1 | P a g e  
 

 

 

 

 

 

 

 

 

 

Invitation of quotation 

for 

Printing of IPD Documents 

for  

AIIMS Deoghar 

 

 

 

 

 

 

Reference No.: AIIMS/Deoghar/ IPD form/ 2023-24/01 

Date of Issue: 13th March, 2023 

Last Date of Submission: 21st March, 2023 at 05:00 PM. 

 

 

 

 

All India Institute of Medical Sciences, Deoghar 

P.T.I. campus, Daburgram, Jasidih, Deoghar: 814142, Jharkhand 

Email: procurement@aiimsdeoghar.edu.in  

ALL INDIA INSTITUTE OF MEDICAL SCIENCES, DEOGHAR 
                           ,       

INSTITUTE OF NATIONAL IMPORTANCE UNDER MINISTRY OF HEALTH AND FAMILY WELFARE 

 (    औ                                                  )  

P.T.I., Daburgram, Jasidih, Deoghar, (Jharkhand) - 814142 

  .  .आई . ,         ,        ,       ,  (      )  -  ८१४१४२  

 

 



2 | P a g e  
 

Reference no: AIIMS/Deoghar/ IPD form/ 2023-24/01   

Invitation of quotation for printing of IPD Documents for AIIMS Deoghar 

Sealed Quotations are invited on behalf of AIIMS, Deoghar for printing of IPD 

Documents (Annexure-I) required for the Institute as per terms & conditions mentioned 

below. The filled quotations along with the entire required document must reach in the office 

of the undersigned on or before 21.03.2023 at 05:00 PM. The Envelope containing the 

quotation must be sealed and super scribed as under:- 

“QUOTATION FOR PRINTING OF IPD DOCUMENTS AT AIIMS DEOGHAR REFENRENCE NO.: 

DEOGHAR/ IPD FORM/ 2023-24/01, DUE ON 21.03.2023 AT 05.00 PM” 

The Quotation should be send to the address:- 

Assistant Procurement Officer 

AIIMS Deoghar, PTI Campus,  

Daburgram, Jasidih,  

Deoghar, Jharkhand -814142. 
 

1. Terms & Conditions: 

a) The quotations received after this deadline or unsealed shall not be entertained 

under any circumstances whatsoever. In case of postal delay this Institute will not be 

responsible. The offer submitted by Fax / email shall not be considered and no 

correspondence will be entertained in this matter. 

b) Quotations must be in the enclosed prescribed Performa (Annexure -2) on the 

letter head of the firm duly signed by the Proprietor/ Partner/ Director or their 

authorized representative, In case of signing of quotation by the authorized 

representative letter of authorization must be attached with the quotation. 

c) The work should be executed as per direction of the nominated person.  

d) The printing should be done as per the Performa attached at the end of 

document. 

e) Final printing should be done after proofreading and approval of the draft by the 

concerned department. 

f) The supplier should print and supply all the mentioned items. 

g) Rates must be quoted in Indian rupees. 

h) Rates must be inclusive of all charges (including Freight charges, Insurance, 

installation, taxes etc.). 

i) No overwriting or cutting is permitted in the rate. If found, the quotation shall be 

summarily rejected. 

j) The rates quoted must be valid for 120 days minimum from the date of opening 

of the quotation and silence of any tendered on this issue shall be treated as agreed 

with this condition. 

k) Total cost/amount will be taken in consideration for L1. Becoming L1 will not be 

the criteria for awarding of purchase order unless the rates are reasonable & justified. 

l) Quotations qualified by such vague and indefinite expressions such as “subject to prior 

confirmation”, “subject to immediate acceptance” etc. will be treated as vague offers 
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and it will be rejected accordingly. Any conditional quotation shall be rejected 

summarily.  

m) Delivery Period – within 20 days from the issue of work order. 

n) Liquidated Damage: - If the supplier fails to deliver the material on or before the 

stipulated date, then a penalty at the rate of 0.5 % per week of the total order value 

shall be levied subject to maximum of 10% of the total order value. 

o) Payment Terms: Payment will be only after satisfactorily delivery / commissioning of 

material and after inspection by the AIIMS Deoghar. 

p) The firm / agency may satisfy the following conditions and attach self-attested copy 

of the same with the quotation: 

- The firm shall have valid GST / Other taxes and IT PAN. 

- Registration of firm. 

- The firm should not be black listed by any Government agency/Department. 

- Similar work order of any government institute. 

q) Quotations qualified by such vague and indefinite expressions such as “subject to prior 

confirmation”, “subject to immediate acceptance” etc. will be treated as vague offers 

and It will be rejected accordingly. Any conditional quotation shall be rejected 

summarily. 

r) Disputes: -In the event of any dispute or disagreement arising between the 

contractors and any other department of AIIMS Deoghar with regards to the 

interpretation of “Terms & Conditions” of this inquiry, the same shall be referred to 

arbitrator appointed by The Executive Director, AIIMS, Deoghar, whose decision will 

be final and binding upon the contractor. 

s) AIIMS Deoghar reserve the right to accept or reject any or all quotations without 

assigning any reason there of and also does not bind itself to accepted the lowest 

quotation.  

t) No quotation will be accepted if received after due date. The envelope containing 

quotation should be sealed with WAX/TAPE on both sides. 

u) Procurement will be as per rule GFR-155 of Government of India. 

 

 

 

 

        

Encl.: Annexure 1 (Specification)     

           Annexure 2 (Format of price bid) 
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(Annexure - 1) 

Reference no: AIIMS/Deoghar/ IPD form/ 2023-24/01 

Sn. No. Name of  form Specification  Qty. 
(copy) 

1.  Doctor’s Order sheet (Both side)  A4 Paper 
 70 GSM single side 

black print & 100 pages 
pad with pasting  

10000 

2.  Nurses Notes (Both side)  10000 

3.  Investigation Record (single side)  3000 

4.  In-take Output Records (single side)  10000 

5.  ADL Chart (single side)  3000 

6.  Admission Discharge Record (Both side)  3000 

7.  Initial assessment (7 pages both side in 1 
booklet) 

3000 

8.  Discharge summary (5 pages both side  in 1 
booklet) 

3000 

9.  Discharge order (single side)  3000 

10.  Medication treatment record  (Both side)  3000 

11.  Graphic sheet (T. P. R) (single side)  3000 

12.  Vital signs chart (single side)  10000 

13.  Consent for surgery (English) (Both side)  3000 

14.  General anesthesia consent (Both side)  3000 

15.  Informed consent for Peripheral Nerve 
Block (Both side)  

3000 

16.  Informed consent for Spinal /Epidural 
Anesthesia (Both side)  

3000 

17.  Surgical safety checklist (single side)  3000 

18.  Pre-Operative checklist (Both side)  3000 

19.  Diet List (single side)  3000 

20.  Referral Form (single side)  3000 

21.  Census Index (single side)  3000 

22.  Consent form for the Transfusion of 
blood/blood components (single side)  

3000 

23.  Case summary Record (single side) 3000 

24.  Insulin Therapy & Blood Glucose 
Monitoring chart (single side) 

3000 

25.  Operation Notes (Both side)  3000 

26.  Anesthesia Record (Preanaesthesia 
evaluation Intraoperative Notes, Post 

Operative Progress) (4 pages single side 
boolket) 

3000 



5 | P a g e  
 

(Annexure - 2) 

Reference no: AIIMS/Deoghar/ IPD form/ 2023-24/01     Date: 

[Letter head of firm] 
PRICE BID FORM 

To, 
Assistant Procurement Officer,  
AIIMS, Deoghar. 
Jharkhand 
 
Dear Sir,  

I/We ….................................. am/are submitting the quotation for reference “QUOTATION FOR 

PRINTING OF IPD DOCUMENTS AT AIIMS DEOGHAR REFENRENCE NO.: AIIMS/Deoghar/ IPD 

FORM/ 2023-24/01, DUE ON 21.03.2023 AT 05.00 PM” at AIIMS Deoghar.  

1. I/We have thoroughly examined, understood and accepted terms & conditions given in 

the enquiry document, failing which my quotation will be rejected out rightly.  

2. I/We hereby offer to supply at the following rates: 

S. 
no. 

Name of Item with 
specification 

Unit 
Price 

GST 
% 

Unit price 
With GST  

Total 
Qty 

Total 
cost 

1       

       

  Total cost/ amount  

 Total cost/amount (in words) 

Note:- 

 The bidder must quoted their quotation only in above said format on the letter of firm 

otherwise quotation will be REJECTED. 

 Attached all the relevant documents asked. 
 Should attach samples. 

 

Date:  

(Name): 

Place: 

Name of Firm/Company/Agency: 

GSTIN No.:  

Phone No: 

Email: 

(Signature of Authorized Person) ________________ 

Seal: ________________________________________ 
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Doctor Order Sheet
Date: ..

Pt.'s Name Age/Sex Ward/Bed No .

!I) fJo CR No .

Doctor's Name .

! Date
I&
I .
TH,'"

Progress Notes Name &
Signature



'.J;:te Progress Notes N;[ &
"--·~ i~;nature



tnvesrteanan Record
I P:i. cnt Narne: HBV:_____ Diagnosis:
Ag",'~~x HC.V:_____ Tumor
UHID Number: HIV.· 1r-:------in:;;;------------1~§===='---~Vi~-a~r:!!k~e~r~s:~------------
' . . rD_at_e_

1
__1__11__r---.---.------r-----.-----·-' nvestrgations

- ~·------~ ..--

Sign

Name:

-----·--- ...-.... -- ------t---------·--------
Sign

Name:

····- ---~--------~~..-·-----· --~·"··--~-· ·-·---~------~---· ----- ---~-



! \ l I I l[ \ l. ·- l l . I l '-- O I :\ I f I) 1 r I '·, < I
.. 1!i<1d ·~:1-•,(1,.1 ·,ll'-ll··l 1!-, ':1!·'·11 i I

I "F'l-P-Tf rT.c"" i::rn <:j I (.~-tj-,~'~ -A·~ ,:f> R -~ >.r<;.ft .=r ~n;r T r~
t \ \ 111 ~i.rit1inn ,,t '·..,,11~nn ·,l l1npr>1·Lt11•"f• nn<i1•t· :'\li1i\ r t-v 1d 1-4, .,h; •" f 1 •·1

·l-fT~rl-?-·l-<'•5hl'( (";..,,~111n1,-:- ·:~ ,.f 1 ,, ,1

Patient's Name.

IPD No.

Doctor's Name ...

' Delle &
rime

... Age/Sex ...

. rn No ..

. Ward/Bed No ..

. Diagnosis

NURSES NOTE Sign,1ture

I



~----

!Pl) I\Jc ....

f")()('t

... Age/Sex.

. rn No .

. Ward/Bed '\lo ..

. ... Diagnosis ...

NURSES I\JOTE



Intake-Output Record
All 1.V Fluid orders to be written Daj_ly, Dated L 1:im~_and Slgned _by_Doctor

, Patient Name:
/\gc/Sex:
CR No:

Urinary cath. DOI:
IV Cannula DOI:
I.V riuid Orders:

(Doctor's Signature)
Time Intake

Oral

!'-LI I:',DL\ L'\'- nrri E Of \.lIDli _\ L .... ,: [r.'.'· ,_ E'-. 11£( \( Hu

~ifm::1 :m:rtB -'i!I'lEL, 1 1..'.1 J'.JT'::fFT ,t~ ;:i: {
l~$v-J~ ¢ (t'l.j I 01 tj 5,' I 1:11..J. '1-JT«f ft~cf>R$,:,. <lT'1 xTTftu~rq q= ~ l

r Au . .1 rin.i..»: of. ;aic,n:il Impo rtn nr e uu dor \lmi·,n·., of tlP.1lr1 ,\: J. ,nil' \ t ;.,1 t

'J..j( ~ ct +ix cf51x Go\ ,·rn!llfllt of lndi ..,

Enteral Parentral/
Intravenous

I·

Date:
Central Line DOI:
Previous Day Intake:
Previous Day Output:
Previous Day ls,.ilancc,:

N 0/S.N.O Signal urc
I

M

Urine Gastric
Losses

Output

1 f3owcls

N

Drains

Total 1ntake: i Total Output: Balance:



Ni\Mf ...

CH NO ...

.\LI I 1)1\l\'>'ll'"T'll ,,'.· !.DIC.\! VII' <·.·:-,IHOCll\H
~~l~ 31'f"~~~-A ~citR

<W~''-lT ·rf<f T.ITT'7.fTx cr, <,qror 1t~1. 'l-fl«r "fRcf>T~ $Jf£.lt;,· ~~~ cfff~!.fr.-f i
\ \B lt,qitution oi' :\:1tional Impo rra nce 1111drr \lini~ln of l l ca lt] ,,:; h1milY \'I ,_,,,·a,.,•)

i-rRci~H<f>T{/ (vov crruncnt of lndi.1

···············"········ ··••·····················"·'''''''''''''''''""''''''''''''''

................................. Ward.

Doctor's name ..

FUliCTION
, Bathing

Checklist of Activities of Daily Living (ADL)

Dressing

. ·1 -- - - ---
- _ ~_!_l'IIDEPENDENT

. ... Service/Unit

NEEDS HELP

........ /\GI-/SEX

DEPENDENT

........... Bed l\lo .

DOES NOT DO



I C.R
i NO.
I I I I I I I I I I I I
NAME·
AGF/SFX:
SON/IJ/\UGHTER/\/1/IFE OF:
IVlARTI,,I STATUS:
ADIJRESS:
STATE:

I NATIONJ\LITY:
1 /\JC., IViE DECLARED
I{<,

Nl\,\~I :

Unit:

Adv. Sc . Deposit Rs:

1 Dote ot fHim1~sion

!-\LL L'•DL-\. L'\STJ1TTE Of \IFJHi \J ~-(ff'\'([:-, DF1>(,U If<
:::-rf:!/ri"-1 :n:::,i}t},-1 ::!.Elnf ~11:1 fff',-n~: ~:.::E-_i ~

<~ 'C:'q 'CfRcITT' cf5<R.J 101 .im. 'l-fRc! fl<! cf5 I-< m-3r<Jt;:, ~~~ "cf>l ~TlfR
( \~j r ~:ti111ti\11} f,r,· 1ti1111;,i'In11H1f't.1n-.1-• llt1cli•''',-H1i ,r, "; H-·'. i{f:; .·~ f .1·11ih

~rrr~'< ,-1 , \,., .1 o ., , f 1,. it,.

ADMISSION AND DISCHARGE RECORD (AT ADMISSION)

Signature:
l hurnb Impression:

GEN/PVT.BED NO:

Receipt No:

I I I I I I I ~~~i!s~~N I I I I I I I I I I I

Name of HOD/Consultant:

(At Admission)
Dated:

l 1• Time I\M/PM Date of
I I Discharge/Death

FIN/\L DIAGNOSI., COMPULSOl{Y arronr DIS11/\TCHING REC:0I:W TO Mrrn

\''J.<JSC: den'\ us« Abbreviation's .ind Mention in capital letters)

TEL/MOB NO.:

......... (in wo, rls only)

Sig. Of MRC

I I I I I I I Tirne
I

/\M/PIV

IU) CODI NlJM!ll I<

, ,T,11111t ,u·1Ior,1Ii= ANY:
<;lJRGIC,\! PROCEDURES:

1 ,\J1,·,,, ,,: the Surgeon Date of Operation
'Nl1 Ii J:;,~ chc outcome of Admission? (Please Encircle)
REC,.)\IER.ED, iMPROVED, UNCHANGED, LAMA, ABSCOND, WORSE, DIED:(< 48Hrs > 48Hrs)
(1\USI OI· Direct.. Autopsy No.

C·~;\ P·i Underlying .. Parti<1I/C:0111plete
h1111or SigrI. Sign ..

:';..-.!:h'.

1 CO:\!\Li, r 'I '1 Name:

Senior

Rcsid,:nl
HOD Name:

I (Ill l)i,rn irgc)

[)/\ l"'

N,1mc ......

FOi~ OFFIC USE (MRD)
SIGN/ITU;\! OF HECL:iPl MRI/ClU{I(
tff' ():;:) (1\/li C/DFr1Ti '\ {'I 1ck !\~;irk)



GENERAL CONSENT FORM

r.onscnt is hereby given for Lhe performance of anv diagnostic i:xamin;!Lio11. treatment recommended,

u.opsv, transfusion operation/procedure under anaesthesia. local or gr'11t·, al that may be dcr-rncd

11( ,.,'S'>,HY i11 tile prope: 11icdiccJl/su1·giccJI care or my patient. I lowovcr .. I uno crstand that before doing anv

u,1,·n1w•·n'.,onal trccilnwr•t., specific informed consent would be taken Iror» me.

iNamc of .hc Patient)
Whi!r' ti,' u.iucnt is in !1ospit;1\.

Signature of l'alienl/Rel,.1livc

N,rnw (C.1pit,1I Letters) With Address

Rel, tionship

Witness Sign,1turc

Nanw (Capita: Letters) With Address

LAMA CONSENT

: h1, 1s to certify that I. am getting discharge ,l'.\<1in,t

t'w ,•r:vicc of the' attending physician/acknowledge that I have been informed of the risk» involved ,1n,i
'1, ·1 "'Jy release the attending physician and the hospital from all rcsponx.bi'itv lor any conscqucocr-s

J ' frln'y' l(::·,1il1 lrorn such discharge.

flalicnl 01· Guardian's Signature

lhurnb Impression

Witness
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~~rfcrd '1nd1-,'l ?;rprf}rSTFT {H:c,l1-i ""F;•J"~n
(fqp:n:r~ tITTcm..;;~,rrr-~~. ;URR +i-~"cb l ~ --~~ -'-~~--~ r 0Y 1, ITT,wer

.\,, ln,,it\ ri,,11 ,-,r :-;.,tiou1! J ltpol't,>:.l'e llllli••l' \I,,,... - .f Ii~;, ii,,\., 'l lll
'l-{HcH-!~¢1~ c~ .. ,, 11111. r , Ii.,11.

Initial Assessment

Chief Complaints:

l Iisturv of Present Illness:



Initial Assessment

1\,\1 lliston (D:V!, IIT~. TB, Alll'rgy, Drug Reactions, Surgery or any ;;l1ll'r):

F·11 iii~ h ixtur v :

i'uw11al h isturv:

H(!1\ cl.,.\. Hlu d dcr habits:

liil' /. ut ritio nn! Srrecni11g:

\d ti('lil!ll ,, ith Duration:

l l1 ·•~ Alil-1 gics:

·1 rt'.ttni,,.11 l listory:
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"f<TTB[f~ tfRcrr-/cB~;q 'j~l ~~TT'f:1~.mia-' .t/~ ctJ Ix ~ ~{~?\7 m_Ttrr 1'.f"3"
\.1 1'1 'it ·tin.: .,J. ·;,,i, r .il 11,lp It 1·•e 1111( ,: '\f · ;. , .. , · II . 1:' "l

'l.JI ,1 a ,i:ix;;pr{ r; ,, ,•1 ,,;11'11! .:,r 1i ,n

Ccncral Physical Examination

Consciousness:

Built: Weight:

Temperature: Pulse: Respiration: B.P:

E. ~s (pallor/Ictcr us):

Lips:

Oral cavitv:

'Jail<.::

Lymph nodes·

Systemic Examination

Abdomen

Inspection

Pa I p,1111,n:

Percussion:

vuxculta tion:



,.. l nspcct iou or Poricorrlium:

,- l':dpalion:

r l't rcussiou:

,- ,\t1~1.·ultatio11:

R!''IJ}iratory System:

,- l nspcction of Prcrurdium:

,.- I'a lp.n iou:

,.. I'urvussion:

,.. .vuscultution:



J\I.! I"-Dl'-.l"-··,l!rl"!FOl"\!FllI< \.I. (f < I ·I <I•
·LP•! Z'f 1 I_[ ,d}'l -:-11 '.t~-i c:[TH_ ,p ,_, 1- C: 'l.

fi:i I~.ll iZo~ cf5 f-1-!I U I i;i::,. I a:q. 'l--fT«l" "W'<f;"R ~ tlt;
I.\ 11 ·•t i r (J't ~ f' ,tin 11' fH}fi(•l·t;lllC•·' l 11d,,r \Jn 1 l.• f J-1,, \I c..

·1.jf-Hi fl~ q,f~ (;,,, ,.,• 1111,:-nr d : , ,
1,11/ll>Jl~•n•; l((PI

Nervous System:

, lligh('r Mental functions:

r iVlcnin:.!cal Sii2.11s:

r Fundus:

r Cranial Nerves:

,,.. Motor Examination:

,- Scnson System:

,,. Reflex (Deep/Superficial):

r (;CS: (l•:: V: M: _



~ndocrine System:

Lo_gtllOther System Examination:



Pain Assessment:

!\ U. r-:nrA !',),Tl',l'TE OF',[[,[\(( \I :--•. [F,< r-, ,r ()( I \.

;-•_1t-r.:i c1 •lT{'i'f]<-1 ;,;r PJf fm-1 ·:rre'·-!T'T 7 1, I r

7',rR-~.i:r-r::-: qf~q'ITT:l,1-"<TITfJ:flTI'ftT . 'l.ff·t,'f¥.,TTT{ :;, :,i, --f ~. , ,., ·'
.\. ft r 1 ! t , 1:11,1 1 1 i11,(~1·r., .1. >. t' r;, , ~. \1 u ·. , ,. ! 1 !1 i

I •• t "

PAIN ASSESS1\t1ENT TOC)L
0 1 2 3 4 5 6 7 8 9 10-,
,11 P,;1it1 \ lild \lo<kr:1[L' Sc,t·n: \ .L'I ~ '.')(._•\ "..'IT

\\ or•-! Pain
p.,,,lhk

1-'00'· (63')
,-----. 6f)co-(,\ ~\ J~ '~:,) \.~ ~-:/ ~- / '----

0 1-3 4-6 7-9 -10

VAS Score:

Pain Relieving Measures:

Clinical Impression/Diagnosis:

Clinical Care Plan:

J.R/S.R Signature: Consultant ln-chargu/HOf) Signaturr•

Name: arne:

Date & Tirne: Date & Time:



Pa..:te -1

l LLi'\.])L\l'-',I"lT,. tl:.OF\1.t.HH.\.L".--( lE'-tL'- I'(,; l\f,

-i,1f1@ ?=rr,_11-<1 ::'i\:Jfit:1~. :t~::~n~r s:>1 · , ."
:Pi~; . ® 1:rftcn~ t:r"-FQTC-P:.r=:.ra,:r. ~:«, .;µ-< ::t5 t:.! $-",-nfr.:r xi ~TTT .r:re;-;--ci- 7:ITT ,....,-t-'
l.~ ?A l,l Ji .t ion (,i .,~ ,~,-~•.t. { LHp(•l'f:lU("{' u u.Le r \lini':0! ·- l l-lt:'<llril "" r;11;. .. !1'- ~ t:•l"'' !~ ..~I

'l--ITT;_;:r;crz-~ c~o, .,,·11-u,•1-I "r I1«lt,1

--- ------------------ ------------------------------·--

DISCHARGE SUMMARY

. A----------------------- ge _ Sex

CR No IPD No, Doctor's Name

Dic1,.::10sis

DOA _____DOD

1'lssociated Diseases

Allergic co: _

-------------------------- ---- ------- - -- --- .

r _ sr, Sumrnarv:



INVESTIGATIONS

Investigation

lib%
1LC
DlC
Platelet
1 ;1vc,~P
t',\ood Sugar•

Ure,.i
CrecJtininc)

Serum Uric /\cid

Sodium

Potassium

Calcium
1)hmphale
I oral Protein
Albumin
l otal t3ilirulJin
D,r,'cl i)ilirubin

' mdircct Gilirubin:
; SCOT//\S r
S(;Pl/ALf
S;W
I) I /!NI<
/\I' l !

I Bl/Cl
I HIV Serology
HCV
Hbs1\g

Date Date Date Date Date Date Date I Date

../

"
I

Date Date I
I
'
I

• I
!
'

Ot riers



PCl~-3

Microbiology:

PathologY..'.

Radiol_ogy:

,,- X-ray:-

,,- USG:-

r CT Scan:-

r MRI:-

r Others:-



Treatment Given

Medicine Dosage No. Of Days

Advice on Discharg_e

Rx:



Follow-up:

Note:
f)lc,isc do not wail for appointment date and lime during Emergency. You are requested to rqirn t ;o
Al!MS at room no____ During OPD hours.
In Emergency contact phone no _

Name & Sign of Resident



!u L --,;·,-. r ·sTrrr rF ur sJEuk.·'d ,c 11..,, r 1 ,·,, 1 · .
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t.-\.r I1 tH"l'_, ! t '-.:.1ti·,n .. l Irnpor r.r n c e lU.1.dt;•1 \[i1n<:'fl ". ,.{ J.l-.:•.1trl ..\.. .t n tr.i-, \\ o:

'l-,~~ C;,,,·c•!"ll 'll, )I • f f• ) .

----·---·-·--

DISCHARGE ORDER

D-1tc .

IP No ..

.. Age/Scx Ward/Bcd No .

. CR No ..

- ---··-----··------------ --·- - ---· -- .

Ar,t,·,_ .,~ ---·--- -----

: ; n, : Pooni or Ward Red Service

/\ttcno111g Doc:101 --···-- _
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Medication Treatment Record

Patient Name:
Age/Sex:
CR Number:

Height:
Weight:
BMI:

Diagnosis:
Drug
Allergies:

Q)

List of drugs prescribed E
f-

Dr's Drug:
Sign

DJte: (t)ose/Houtc/Freq ucncy)

Dr's Drug:
Sip,n

Date: ( Dosc/Houte/Frcqucn cy) '
Dr·' - Drug:
s:gn

Date. (Dose/Haute/Frequency)

Dr'· Drug.
:,jgr I

i Date: ( Dose /Routu/Prequcncv)

Dr's Drug:
S1g1,

Date: { Doso/Routn/Frcq ucncy)

Dr's Orug:
Sign

Date: (Dose/Route/Freq ucncy)

Dr'~ Drug:
Sign

Date: I Dose/Route/Freq ucncy)
Dr'<; Drug:
5;~n

t)ate: ( Dosc/f!oute/Frcq uency)

Date

NR NR NR NR NR NR NR NR NR NH NR



Dr Drug:

Sit:'

Date· (Dose/Route/Freq ucncy)

Dr'• f'rug:
Sig,,

!Jedi:: ( D,,sc/Ro utc/rrcqucncy)
Ur's Drug ;

Sign

Dote: ( Dosc/l!o utc/Frcqucncy)
Dr Dru'.'.'.
5!E!i

L.dl fl ( Dose/Ho ute/Frr:quc,ncy)
1)1 1)rug:
Sip,.

IJ;>tf'. ( Dosi•/Ro utc/Fr .iquc ncv]
Dr'·, Drug:
51p,11

i}:rd~: [llGsc:/Houtc /Frequency)
f'i I 5 rJ ru f1 •

Si «

Datp: (lhm'/Routc/Frequcncyj

D, Medication Dose Route Dr's Signature Time
Given

N.O 'S.1\!.0:: ign

Note: All the Medication Orders to be written in "Capital Letters" & to b<', signed by the concerned Doctor. The

ad1ninistration day details nf ;,ii Antibiotics and High-alert dru ,s need to be marked with Red Pen. Tht: Not

Available (N//\); Not Given (N/G) and Withhold (W/H) Medication Details need to be info: med to the r,-,spcctivc

Doc1ors wnncdiately. All telephonic orders to be documented at the earliest by the concerned Doctors.
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~ql"f'X r~·q 'qn"qR"W<ct!TUT tl-;i I <1 U ~, TR cf>',: ~,~
I..\. l Ir. ~il"'1 i-1 n of\ .irio n 111up1)I"Lt1H't' undt'.J' .\Ei:i t,

1-l H d fl~ cf'>I ~ (,(,•.-~rnm~l t of I1u:..

GRAPHIC SHEET(T.P.R}

Name . /\gc/Sex . C.f~ No ..

Doctor's N;c1me .
DATE

I DAYS IN

I HOSP

DAYS
P.O.

TIME

co Fo
I 41.] 106°

i 40.6 105° i

C.0.0 1U4°

39.4 103°

J8.9 102°

)8.3 101 °

37.8 100°

3 I 2 990

l6/ 930

36.1 97°

lS.6 960

:is o 95°

l
I

1 Respiration
Stool

Intake/Output

Neight

Ward/iscci No.

! PULSE
I ' ' '

160

150

140

130

VO

110

100

90

80

7()

60

so

'
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.-\; In·-rit1·1i,,1 -;;f '\" ,ri,. ,.ii Impr J'f,1!1• i-' l!lldte! \li111· t rv •n H,·. l • f
.;.,~"ZcfiR' Gon,n1rnP11 l Iurli.

Vital Signs Chart

PJtient Name: CR Number:

! Ar,c/Sex:
Diagnosis:

Date
I •
j Tirne I Temp(F') Pulse

(bpm)

1.
!

Respiration
(bpm)

Ward/Bed No:
Date of
Surgery
B.P (mm of
hg)

SP02% 02 I Pain Rating
Flow(Lt/mi
n)

N.0/5 N.
0 Sign

· 1

i
Note: Any deviation_ in Vital Signs needs to be documented bv using Red Pen.
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( :\11 la lt1ll1ioil o f _'-.~.,11011.-d lnl:pt_n r .i n c» n:n<l,·1· -:\li.n1o;;rr:•• td T-J,,, 1'1 ..: !. .uud" \"\ :· r •

'l.fT~mrx· c;,,y,.,._lilh-IH (d I'u d i.,

CONSENT FOR SURGERY/OPERATION PROCEDURE(S)

Patient Name: Date:

Department: Doctor's name:

CR No: Age/Sex:

Address:

1. I authorize the performance of (Name of Operation)

______By or under the direction of Dr. _

2. My Doctor has fully explained to me the condition requiring treatment and the nature. purpose. risk
and benefits of the Operation(s)/ procedure(s), possible alternative methods of treatment, including
non-treatment, and the possibility of complications in my own language. I was given the opportunity to

ask questions and any such questions were answered to my satisfaction. No guarantee or assurance has
been given by anyone as to the results that may be obtained. I am aware that the practice of medicine
and surgery is not an exact science.

?,. My consent is given with the understanding that any operation or procedure, including anesthesia,

involves risks and hazards The more common risks include; but arc not limited to: infection, bleeding
requiring blood transfusion(s), nerve injury, blood clots, heart attack, stroke, allergic reaction(s), dar-iage
to teeth and pneumonia. These risks can be serious and possibly fatal & in post-operative period, I mav
require re look operation & prolonged hospitalization.

4. I give my consent to the performance of operations or other procedures in addition to or dilfereut

Irorn those now contemplated whether or not arising from presently unforeseen conditions, including
the implantation of medical devices, which the above named Doctor or his/her associatets) or
assistantts) mav consider necessary or advisable in the course of the operation.

5. I understand the risks, benefits, and alternatives to the type and method of anesthesia or '...t:rJ;.1t1on
recommended, and I consent to the administration of such anesthesia as may be considered r.ccessarv

or advisable by the Doctor for this surgery/procedure.

6. I give my consent to the photo graphing or video taping of the surgery or proccdurets) to be
performed, including appropriate portions of my body for medical, scientific, 01· educational or research
purposes, provided that my identity is not revealed by the pictures or by descriptive texts accompanying
them.

"l. I give rny consent Io the presence of observer sing the operating room, such as students, mr-dir c-11

residents, medical equipment representatives, or other appropriate parties approved by ,11y ,'ouo··



·. I give my consent to the disposal of any human tissue or body part which mav here move during t hc

surgery/1; rnccd u rc(s)

9. i ;, 111c been advised that there is a possibility of damage to teeth during surgery and adrrunistration ol
, ncsthcsia, particulartv if the teeth are weak, loose, decayed or artificial, and I waive any claim for

damage to teeth as a result thereof.

10. ! L1>1cJ0r,;tand that if I am pregnant or if there is the possibility that I n.avbe pi-cenant, 1 must infon;,
inc doctor immediately since the scheduled surgery/procedure(s) could cause harm to my (unbor;7)
··h:l'i or me.

1.:.. '11gh !fol< if any:

t:;ign, ture ot Patient: Signature of witness:

Thurnb Impression:

Sig,1T.•w: u• Operating ~)(1cto~
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( \n lusututinu nf Nntiounl Importance under /\linislry of lfl·allli ,'· F;rnii/_\' \Velfon·)

'lfRrRTZ<fif{/ (;111·ernmcn! of Iudin

Department of /\rwesthesioiogy

~~~IT~ (GENERAL ANAESTHESIA) qj f~ 1lffffl t/6%1
Gl·NrR/\l /\NJ\ES1 I !ES!/\ ,1\ fi~I.: 11~ ~1i;rrl\l .tc11/,hn i/, !0n1c1; 1fifid, ffPJ. :i),' G/1·1 11~1 ,110J) rf>'f.:' {l

:·' ;' 'i ,1 I 1\1 11! t:l,),ijl /1 ':til ,PIJl,'ld qf~i)JJIII ;i,h{ ,11)',t,pr <nl ,111:;11rr i:, 1111 f,), ,1),1 (~ rr1 ?[rl'.
J, ·1\' .•, .. · lt\~ l:

,; _i5rii ·.•h
7
cJR/'1<:f"1t:/'!:;f?rxhr,:; -1'1 /mz.t ,1i) ;J)-i:rr{t/(,l<:<1 ~)71 m__~I ~fr ~,;;11 W(il'.r <ftq1f1 ,1 cf1f.•;,1 ~/ ri~<1

·:•' t. /~<'llvj 71,, ,i,T ,;'./;;f,JTGf Cf{ ,,·.fl · ( t:

"t- .,,. .... "------------ ~--- '11fr-fH 1r1-r 1/;1-1~1:n)
__________ </, f~ri.; 1'1ir ·He1rrc'r 0rtf\ -,:,1; 1 ((ilfihrir ,f>l 011~1)/ c-i''I -rt,

(~-:<IT <hf ·ll<i/'f<·I ,fl)
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·\.1,L I 'dJ I·\ I,";> l I I \. I t·. I J.l• ;\ I l~ tJJI,., \_ I "C 11' .. , \ I'." lJ I I 11, 11 \ I<

(~~~mcll~ <'h <.'YI Of 1{;IT~, 'l-ITTci "ffT<:'FR$0fiJT;r~~ cFT W~R 1

1 \n Jn'1illlti,rn of '.\:lli<,nnl lmpnrtnlll'C under Ministry ofllt>illth ,\ l•:1mil\ W(•lhre,
·iinc'H=PchTTI (;(J\.('rlllTlf.:'ll( or India

Department of Anaesthesiology

Informed Consent for GENERAL ANAESTHfSlA----·-
· f G I A I · ll1e ·111cJ·1cat·1·011s, bericfrts ·01·1cJ risk of whiri: hc1ve :H'i'fl 1,•;e/:I 1· vs: my consent or er.era naest 1es1il, , u~ n

rxrlc1ined to me.

1 uncti>r,tancl the po'>stble consequences and risks associated with above said procedure which include
hut Mr' not 1111,1\ed to the list given b low:

'.Pc.,~nperat1~\:' '.!_il_l!~t~il a~ vorruung --------: Transient Con~1si~-·o, mem-ory ,-;;~s --
'lt~ie thr o.n -Dif~~lty~s~i7ig ~rin-; -- ---·

.J2.'.z~nf'._':? ~n~ t~~ling faint Breathing difficulty, ~h-~;ti-~fe~tio~-
'. Shiv~rin~ _ D h 1 ----------- ···--- __ __ _ amage to tee~ , _(22.__and t9:7g~e __
1 ltchinf
~ ;~ h~s, /like headache, backache)l cir ur:s ,HC ·11wrted
; , -i,;:p;11e1H fc1ilur( ----·-- Nerve damage
Cardiac - complications ---1,k~---- mvocardiac Existing medical conditions getting worse

~~~. em~/infarct1or1, arrvthrnlas
Permanent Oa0nar,;e r, nerve-,-in_t_h_e-spi~-~·-- -

---i
Awareness

and pain when 10;;.;,c1ge to-the -;y~

Respirator·y f;iilut e requiring rnec ,,ni, ,11

_ _ _ --· __ _ ventilation
L De"t_h(_<l%L _ _ _ , Serious allergv to drugs Anaphvlaxis)

also give my consent for any other proce durc/ ··ch~n-ge-of plan / rcquir .rnent of ICU
, pe rat.velv as de erne d ne ce ssarv during the course of treatment.

'___ )
I

rMP pot

I further give my consent for the admirustratlon of required drugv, infusions, blooo/bloori products, .iiJY

other treatme ot/proce dure deemed necessary.

state that am suffering/ not suffering

rea~:.ons .
from any known ,1/ler1?,y r; c tt,r;

.. (Name of d1 ug / allergen arplicaltlE·)

I also state that I arn suffering/ Not suffering from hypertension/ diabetes/ thyroic: di:1:asr·/ respr ator ,r

illnes<;/ heart disease or (any other major illness) and! am on treatment / ·,•Jr on trr:atmc·nt
.. . . .. (llr·t,,ils of tr,·,· h·n')

do not give my consent for _ (Name of prccedur e t/ l·Jnt appi1 !ble.

Discussion on any query by patient/rel,_,rive:

r,.

i

l

\

j

Wit'iess 1. S1j1ature/Name
Signature /Name of patient/r0lat1Jc'

Wit.-,ess 2 Signature/Name Date & Time



I I ' n iv ( f I , k .· • d11c h h.rvc bcP,, wPll
11•,, n, f,'1 PC'ripl1c-r,1! Nr•l\lf' Block, thP ;11dir,1l1on,, br-ne 1\5' al'< rt· "' V· ·'

! H I J1:

\! ,,, t ,, 1 • • ,., 1111'111 P\ :rnd r1<;k, il'i\or111ted with ,1lWVP said p1ou:dur1: ', .hict inciude

I'

,11 •1,, 11. c11n,, ,,·, ',\''' \.1, to another
;ii', ' ' !(' t\ , 5.,1

... ,- f t::: 1 _ _;_ '-'~y

Nerve uijurv tempcrav •r v,~ry rarelv
permanent (ranging lrorr O.C13% for sup.-ac.l:iv,r.1Ji;:i1 '

1 blocks to 0.3% for frm'.ir,il 'rloc.ks to up 'o 1/ !cir-1 interscalene blocks)

- .. - ------- ---
! • ,.'.": Sl','l for <111v nt11 'I' p1 cedure/ change of pt.in / requirement if ,::u care post

, '"·: ·, i, lr,,rned neccs,c1ry during the cour,e of treatment

11 • \~ r:1. cc·1s,,11t f.)1 !,e administration ?f required drugs, infusions, L·-k,,;d/bloocf products, anv

• e nt n need 1•c c.u med necessarv.

t" -n·. suffer 1;g/ not suffering from any known allergy or drug
(Name of drug/ allergen applicab'e:

' ,, .. 1'. ,,1He1inr;/ Not suffering from hypertension/ diabetes/ thv.-0•6 disease/ respiratory

.... (any other major i\ln .ssJ and I am on ~rhitr .ent / not on treatment

iClet:iil, of treatment)

-,., ................... (Name of procedure}/ ~J t applicable.

on 111· querv by patient/relative:

i
I_

-i
I

I

D:11 · & Time:
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'l-fRfH-l~c/ilx/ GOVCf'llfll('II( (1f l11t.li:1

Department of Auacsthesiology

fl Pc riphc ral Nerve Hl oc k ~ ).fl ,wriitr {~dT ~... fV'TXfili ~TrTi'fl, TTrY- ~~rr~ f:!f:'r ..,,;'( dfll ~!ii ,{ n) (p·· It '-, ~!f, r: l

t I 9 """' q,") 111 "fiPn ·1'r "0 'TT'TTn'l"'rl 11HtrfPl1 31'\, ,il'tf0q "ifil ~ ~ ",}l1 f;); -:im f.l r1{ xJi11 ifiJ, ,\1-fri,1 ,r,fl r

•,11i'ii\,;i ~rr<1·. ·,,,;rie,.j ,.,: ,>r...,, ,m-i7 IF
~vrrr''

"1<i· ,.; T '1'~ 1f) -TT '· \; i ~ ,- t ; II 1 (·J (1.0

'.:,,liq~, i~t·Ff, ~,fi,i-- Qi fc:p_z O o_,% 111''-l)~r-f 011.r, J; fi<il!
, ~ ,<n<ell0! ,;-i'ho <B' ~ 3 TT<f>)
L _
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'1 .3'::<; "{.:;~ l"!t_\ io/2:fF-Tf.zr"..s ~/'fITT{ qfl <!'r'11fl/f>C71 <'PT Ill---- (i)TT.fl ,ft Y•T.j r.r:r•·<J ,:wrf; TI ,.n:·,:,1

~/ i:fl~ -if.I l;'/$cw-1 m, \'ITT ~/"~ q, -:,t] ~ ('3t!~ <ITT fir<R'"I)

_______________ ;i; ~ irfl xTi:,1," l'n -:,t, i;rn 1 !qf.,;·ar ,.r,1 'i''l/ 1 ,·fT'i • ·1
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\1,1.11 'l)r/ ii\'",T!Tl!Tl~OF J\IEJ)l(',\l.~CrnNCF:-, 111,:o(;fJ,\lt
(~,T~xi rcj·~·~ITT~q, 'l-{T«=f ~lNRW-3f'i.f~I ·,m,q lf'~((j' ~)1 f{R.fF'fJ

l .( t' f ''·11'1,111·1l l1111)()!'(•11HT 1111d1•1· ;\li11i,lr\' ot l!(•pi!l1 & l',llllli\' \.vt'll.11 ('\( ,\11 !ISi I II 11>/1 Cl ,~. • ' • • ·
1-IT,m:l,f<:BT{/ (;1JVel'ililll'ill ur [ndi:1

Department of Anucsthcsiology

lnfo_rrn~..9 Consent for SPINAL/ EPIDURAL AN_4_!:j_THESl.f\

, ·u 1 cnn,r.nt {or Spillal/ Ep id ural Anaesthesia, the indications. bcnefi!s and risk of which h.ivr- hPrn

, • ·, :1~t,1,,d the possible consequences and risks associated wit11 above s;1i(I procedure wluch include
1 ,: ,,re not hrniter: to the 11st given below:

n1 •r
1
t\ 111 ,~~:1ng L!}II;", unnarv rc_'.~1~t1_<_J_r:iJ --1-l~I11~i: -~=--=- - _ ·

'
1th i!t,,' and~:_i Hy )Ot~(:11111il .. _ ---- _ ~ausea anJ von~1t_1_n~_ ..
!'11 ,'.,i,._·,e Low blood pressure

·~·11,,; n1~d_1_L,1l_(".~1d1t:.~__r1:, Ll~~1g w_o~e_ Soren~~ a~_Je:,::t1!1n s1£._t2
NCI'.,' ~!ur-,· 10} .£::.' 1~_()00) l_~J:<-~OXIC'.~-----·--- ~··-
,,\l,,., ,-,,_· 11.·1e11_111~itis (0.3-_9 6_per 10000) Haematoma (0.06 to (ll per· J0OO0)
1,c«· .. S~rio_l:l~~~~&.YJ.O~rugsj_,~~1aph~x~~) __

n •· ,, •.:nt for anv ~ther procedure/ change of plan / requirement of ICU care post

c·; Jt, 1, .i5 kerned necessary during the course of treatment

- --· 7

.. I

I ·: '.'1c01 L:1ve r'W consent fur ll,e administration of required drugs, infusions, blood/blood products, any

othe r tre aunen-. procedure deemed necessary.

s' ·" ·!-, ,t ! m suff P.rine./ not suffering from any known ;illergy or drug

r,-,, ,, J. . (Name of drug/allergen applicable)

aiso state that I am suffering/ Not suffering from hypertension/ diabetes/ thyroid disease/ respir atorv

.lln ,..,s/ heart disease or (any other major· illness) and I am on treatment / not 011 treatment
............................. (Details of treatment)

; do r,ct give my cons<cnl for [Name of procedure}/ Not applicable.

Discusston on any query by patu -t/relanve:

I
L - -------

Witness I: Signaturc/l lame Sign aiurc/Namc or paticnt/relai i vc

Wi r'C'3) 2: Signature/Name Date c' Time:



Drpa rr mcn t of Anacslhc·siology

~pinal or Fpid11rill ,\t1:lf'fhc-,ir1·\nrdgtsi,t {1)J) ·nr1tf?l" (h,T ( t:,:H,h HiJ~{! 1.Jt-1 lt,, Pf -cr;t ,Jr)~I
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SURGICAL SAFETY CHECKLIST

Before induction of anaesth e sia »>»>»>

□

Before skin incision>>>>>>>>>>>>>>>>>>>>>>>>>>

Date: _

Before patient leaves operating room

I s,GN lN TIME OUT
PATIENT HAS CONFIRMED □

" IDENT!TY

• SITE

o PROCEDUR~

., CONSENT

CONF!RIVI TEAM MEMBERS HAVE INTRODUCED

INTRODUCED THEMSELEVES BY NAME 1\ND ROLE

-] I SIGN OUT

NURSE VERBALLY CONFIRMS WITH THE TEAM:

□ THE NAME OF THE PROCEDURE RECORDED

□
□ SITE MARKED/NOT APPLICABLE

□ ANAESTHESIA SAFETY CHECf( COMPLETED

SURGEON, ANAESTHESIA PROFESSIONAL MJD NURSE
VERBI\LLY CON Fi RM

PATIENT
SITE
PROCEDURE

r-,
L__.

□nc__
□

□ THAT INSTRUMENT, SPONGE AND NEEDLE COU
NTS ARE CORRECT (OR NOT APPLIC.I\BLE)

□ HOW THE SPECIMEN IS LABELLED
(INCLUDlr•jG PATIENT NAME)

□ WHETHER THERE ARE ANY EQUIPMENT
PULSE OXlMETER Of\J PATIENT AND FUCNTIONiNG ANTICIPATED CRITICAL EVENTS PROBLEMS TO BE ADDRESSED

DOES PATIENT HAVE A: □ SURGEON REVIEWS WHAT ARE THE CRITICAL OR □ SURGEON, ANAESTHESIA PROFESSIONAL
KNOWN ALLERGY? UNEXPECTED CRITICAL OR UNEXPECTED STEPS, OPERATIVE AND NURSE REVIEW THE KEY CONCERNS
NO DURATION, ANTI- Cl PATED BLOOD LOSS? FOR RECOVERY AND MANAGEMENT
YES OF THIS PATIENT
DIFFICULT AIRWAY/ASPIRATION RISK? □ ANAESTHESIA TEAM REVIEWS: AR.E Tf-1ERE ANY PATIENT-

1\10 SPECIPIC CONCERNS?

\
\9-
~~

~

□ YES, AND EQUIPMENT/ASSSISTANCE AVAILABLE
RISI< OF >5G0fv1L BLOOD LOSS (7ML/l<G IN

CHILDREN)?

LJ
I

NO
YES AND ADEQUATE INTRAVENOUS
ACCESS AND FLUIDS PLANNED

\
NURSING TEAM REVIEWS: HAS STERILITY (INCLUDiNG 1NJICATOR

RESULTS) BEEN CONFIRMED? ARE TH'.:RE EQL.ilPMEW 1SSUi:S OR

Ai'.JY CONCERI\JS1

HAS ANTIBIOTIC PROPHYLAXIS BEEN GIVEN WITHIN THE LAST 60
MINUTES?

1,--, YES ~!OT Af'?LICABc.E

r--
'----'

IS ESSENT!AL iMAG,NG DISPLAYED?
YES ~ i'IOT f\Pr'LIC,'\B~E

Dilt·e:1tS ''rlMe· ___Age/Sex __ CR No. _ ·-··--··-- __ \'Varc1/8eri No._
)

,J2ctu s Name: _ Name of 11e p1 ocecure: _ 1-..~111P ..; .. th., Cir cularorv i\Jurse with Sign _
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'l-fT«f ~ ./ cB 1./ if' ,3f£lt-,~ ~cq ct>,m-""<.f9)
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':1-!T«f' fl~cf,I~/ Government of India

PRE-OPERATIVE CHECKLIST

Patient's Name:

CR Number:

Date:

Height/Weight:

Age/Gender: Ward/Unit: Doctor's name:

Procedure Name:

I • '! Sr. No Item Yes/No
I

l1 Identification Tag Y/N

l2 Vital assessment Y/N

P/\C done

I
i Consent taken

I

I
· 1· r:.J

I
:6
I

! 7

1) Surgerv

2) Anesthesia

, Nil per Oral
I
I
1 Skin/Part Preparation
I
I
I

, Bowel wash/enema given

I

18

9

Nail polish removed

Jewellery & belongings removed
I

and handed over to relatives

10 Dentures/ contact lens removed

Y/N

Y/N

Y/N

Y/N

Y/N

Y/N

Y/N

Y/N

Y/N

Remarks

Temp Pulse ·..

Respi ration :. BP SPO;_.

From .

Specify area .

Specify .

Specify .



J l
1
/\ny Medical Implant Y/N

·12 Bladder- emptied Y/N

i
Iv cannula, Urinarv Catheter, Ryles Y/NJ3

Tube inserted as per order

4 f, 0 r gown Given Y/NJI

1 :, 1 Significanl past history of illness Y/N

I 1u Any Allergy Y/N

1 / Blood Grouping/ cross matching Y/N

, (_.; IJJood arranged Y/NH,

]9 /\ny infr,ction (Hl'v HCV, HBsAg) Y/N

, 70 ' Pre- Operative Medication Y/N

,'' Number of tnvostigation Film Y/N

Specify .

Specify .

Specify .

Specify.

Specify ....

!
1 Any other

No. of Un.t.. .

Specify.

MRI. CT XR/\Y .

ECG Any Other .

Handed 011er By: Nursing Officer's Name Sign with date ..

lcilr'.n Q, .!r By. Nursing Officer's Name Sign with date .
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DIET LIST

Weird Name Date .

Bed Patient Name IIJormal Soft Diet Liquid Optional Sign. of

No. Diet Diet Dietician
Veg Non- Veg Non- Veg Non

Veg Veg Veg
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(An Institution of National Importance under Ministry of H_•al1l. & Fnr rilv 'S,,lfr11·1

'l-llTd ~~/Government of India

-----------------·------- -·-·

I >at ie,;t-~-, ,-H-n_e_:__ ·----·-

I .\ 2.l'/S('\;
UJUD:

Department:

I

1 l't r. · ,ioll:il Di.·gnosi.~: -----
'.;1.-·:,anmenr:

r·;/;;: <>f R.-f,mice: Emergency/I. rgent/Routine

~:·frndl l-or: )pinion/Co·- manazement/Transfer. e __j

Sii:watun.> of Junior IS -uio ·

Resident

~ame. ot JR/SR:

·------- ---·· ·- •·--------------------r,o+e: Re:;ponsc. time fc, ··~ 1, rencc cornplel!un. Emergency referrals nee ct to be ilddr12,s;;-j7,.::,~edi2 l(' i,-;'.'
Urg(•nt re+errals to be completed Within 4-6 h,<: Rc11tine rek,~·cils t" be (i,-i11e with,. -1 1-: .
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\. l i!.o. r i r vr r i . l; ,,J ..... 'l"ir.....:-l ..1..1! l-:1'._p,·,r t tr i c l . 1 \J1:., i· t•·~~ •f .f-lt.:.. .;dt J-· ... ::;. r· . .ll.J;it~ '' (·l.f.\r~
'l.. ..rr:;~~:;:--·epr--:r •:-1•7)·11t:'1.~1 <.·! Ir1,·{j;;:,

(
J•ri.•'"t .. aq_ =~•-...,, ~-t-r•4:

CENSUS !NDEX

WARD- DATE-

SI.
No.

~-ime
New Admission-----

Name IP No. Bed
No.

Transfer in
S!.
No.

Time Name IP No. From Bed
No.

Discharge/Death/LAMA/Absconded Transfer out

'
SI. Time
No.

Name IP No. Bed
No.

SI. Time
No.

Name IP No. To Bed
No.

~
MIDNIGHT CENSUS

Previous
Patient

S;
\0

\

New Transfer
Admission In

Transfer
Out

Discharge Death Abscond LAMA Total Bed-

Adult
Child

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

Total
Patient Occupied Vacant

Totai No. of Patients-

Name & Sign. Of NO-

Note: - Kindly m3ir.tain index in every shift and census at midnight. (12 AM)
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Consent Form for the Transfusion of Blood/ Blood Components

P;1tient Name .. ......................... CR Number . ..Ward l\lo ..

Ulood transfusion is ,1 life: saving medical procedure 131ood can be given ;is 'whole blood' or as cornponc-r-ts '.,tich as

red cells, Plalclds, Plasma and Cryoprecipitale.

1. I/My patient have been intormed of the transfusion options available ,111d expected benefits of

transfusion of blood and/ or components.

'.~. I/My patient agree lo the administration of blood and/or components in the interest of proper medical

3. I/My patient understand that blood, blood component Lo be administrated have been prepared and
tested in accordance with rules established by national regulation. However, there is still a vc'ry ,m,111

chance th,1t in adverse reaction can occur such as fever with or without chills and rigor, itching and hive's
which ,;re treatable. Harcly an unprcdiciab!c life threatening event c;111 also occur

4. 1/IViy ,i;1licnl helve been informed that despite mandatory screening for blood born infections such as I IIV,

Hcpautis l.l, Hepatitis C, Syphilis and Malaria, the risk of acquiring this infection is not totally eliminated.
'i. !/My patient have had the opportunity Lo ask questions about transfusion, alternative Lo transtusion. ,·i~I< ·

c,I not transfusing, the procedure to the be used and relative risks and hazards involved.

(,. 1;:v111 o.iucni believe th;1t I havo been sufficiently informed lo make ;; decision to give consent for

tr:i11sfusrrn1 of blood/blood components.

·;. 1/IVly patient have been informed and explained the above in language that I/My patient undcrst.in.J.

Authoriz ation f3Y P/\TlbNT

SigniJLu,c/ 1 hurnb impassion

Name of the patient...
DiJ ti)

Signature/ .

Signature of Doctor

Designation ....

AUTHORIZATION BY PATIENTS ATTENDANT/NEXT OF l<IN

1·nr, patient 1s unable LtJ gjvc consent because ..
f\,1d I.. . (name/ relationship lo patient), therefore consent Ior thc-
paucr.t I acknowledge that I have had an opportunity Lo discuss this procedure, ;1, SL<''('d ;1bo11(', with nw

phy'.>ici,rn, physician dc,ignec and lwreby consent lo this procedure.

Sign;it.urr,/Thurnb impn,ssion .

Nr1111c ..

Sign;1turc/Thumb impression ..

!\Janw of Witness.
h,'!olion with P;1ti1'nl..

Dal,:.

Signature of Doclcr
Designation

·----..
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Case Summary R€cords

Department .

Date of .Admission: . Time of Admission: .....

r,J/\fV1l.

...... .. Admission No: .

.... .. . . AGE/SEX. . ... Weight.

f 1\ l !-E WS N1'\1Vll

IVIU rHEW.5 NAMl: .

Af)DHESS ···············--··········•········

I l'H('NI NO
L_

Time of Discharge/Death: .

C .:\·lPLiCATIONS IF ANY.

SURGI A_ PROCEDURES:

WARD .

UNIT .

BCD NO .

AYUSHM/\/\N 1311/\1~/\l U\HI)

NO. ··········--·········•··············

Others ..

Date of Discharge/ Dea h: _ ········--· .

I ICD CODE:

YE. /NO

Date of Opcratiru..

UUTCO!VIE 0/' ADMISSION: (Encircle) Recovered/ Improved/ Unchanged/ Worse/ Died (<48 Hrs. />48 Hrs.)
IVIOOE OF ·JSCHARGE: Discharge/ Discharge on Request/ Leaving Against Medical Advice/ Abscond

C/\U',l Jf" OE.1\111:

i-rimarv/tmrnco« tr ---•·--- --· - --·--·---- ------- --•--- - --
Antccc cnt/Undcrlying _ -·-------- _

,-;~~-~FFICE USE;~~-~~- --
1

Date:

1Jnc.to,'·') 1'r1r11e & _ ignacur ~
Discus vVith MRD

Signature of MB'Jl ,:1t .-:,.

"'-'cord: ML(_/ Jc2th
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Insulin Therapy & Blood Glucose Monitoring Chan

~

sulin 51idirig _sea IP __ ·,:_s~n {R) Do e

100 IVlg/d:
- - - ---- ------- -----

00 to 150 Me;dl
---1------- -

Patient I\Jame :
-...,

!

Age/SeK

·--------

_, ... "" --- -~===-1
----------..-----+--------- ---- ----- ----- -------

HbA1C

UHID Number:

ABG

2· :·: co 250 fllgidi
I - ---- --- -- --12•,1 tu 300 Md ,l

!2', I to 300 f\~g/dl
i--------..----- -··· -----------[:o~~o 3~_0:1g/dl
I - -
J> .351 IV!g/dl
! .. __., .L..---- j
,0, 'lo ln-iul: ,:: P,-t!·;cribed --------·-r1D_u_t_c ----- --

i L
f(' ;----- -----------------1· ----~---. ·F--:~r-- -
j'.: ~ -

l~;±
1-- ---------
1uc,ctor's Daily Signatun.:

lo,~t~-- (nrnc jBlood ...,u~ar (rn;_;/c::)
I_ . ! :I ------+-!---------- -

!

--------- --·-
Urine i<(~toncs-: --

In case of rilood sugm--i,;;; than lOOmg/d!-(orJ rn
than 250 mg/di [or) ;:iny ot ner '~sue, plp;i,;, ·nfo1

. --- ---· Dr. I

l- - -· --- --- . •i
!

--r-•-----!

I

-t--------------· ······· ------

LtJ

i - --
-1-----. ----------------------- -..--

i '',_
I
I- -

!
-!

·1

i
I- 1-

J --- -- --·- -
i
I '

-- --- t --· --- !· ....
-+-----1------· ~ 1 __

- ·---- -----------1-----l-

Insulin Dose

I
_j__

I

I

-·i;.. ··-· - -- !
l ::i!t~ -~ tt l f't;

t_

-1----
1
-1---
.l



All India Institute of Medical Sciences, Deoghar
ANAESTHESIA RECORD
PREANAESTHESIA EVALUATION

Name: Age I Sex: Date: Diagnosis:

Registration no.: Ward/ Bed no.: Dept:

CNS:
Procedure:

Cardiovascular:
ASA Status: 1 2 3 4 5 E

Respiratory: METS: <4 / > 4 Preg:
BHT: Drugs:

>- Endocrine: Tobacco: Y / N Alcohol: Y / N0:::
0
I-
!:!? Renal/ GI/ Hepatic/ MSK/ Hemat.: Smoking: Y / N Allergies:::c
..J< Previous Surgeries: Anaesthesia Complications: Yes/No(.)

c Patient/ Family
w
:E Indices: (RCRI, APFEL, ST0PBANG)Medicines

others (Obs.(LMP), Paedia., etc): General physical exam: P/ let/ Cy/ Cl/ 0ed
Gait: Nutrition:

w Physical: vn.: kg Ht: BMI: SPO2: % CNS:
0. Spine:
(!) Vitals: BP:__/__ PR:-- T:-- RR:-- Neck movement: Adeq / lnadeq

:E
Mouth opening Adeq./ lnadeq. Lungs Heart

<( MPG: 1 2 3 4
>< Teeth:w TM distance:

Cl)
Date: Date: Date:

z Hb/ Hct: Bid sugar (F/ PP): Other Investigations :
0 TLC: BUN /Cr.:
i= DLC: S. Electro.(Na•/ K•):<(
(!) .. LFT:
i=
Cl) PLTs:w> PT/aPTT: CXR:
z INR: ECG:
Preanaesthesia Instructions Remark/ References / Review PAC L Premedications -
(~~)- ,

• ~'ff 2 tit ~ {!'q;"_ mGT qr;ft
m~ -i6'r ftr<fi'~ 1ft ~ t I

• ~ 'ff 8 m ~ {!'q;", ~
amITT'R~t°I

• mt ~ -.m. Tfl 'PT <i-~ 311-cRw-t ~
4 ~ ~ {!'q;" cT 3Rr fltRfi '1ft 1T<f>R
<ITT <i-q 311-cRlA 'ff 6 ~ ~ o<P ~
~ti

• ~ 'ff QlRif ~ ~a. <f>J<l -i6'J
~- aihif ct~q'c -a~, ffl q
~'R llT~I f.l<t>lcli-11~ t I

• 311~ i5 ~ .mo: GTI,ff/ "llufi-1'
~~ t· I

• 311~ <6'r ~ 'Qx lRl'vf I
~i5~ITT~ t,

·c Get writ1en informed consen1 signed)

~~

dicalions

~
~~

Date: Name: Signature:



-
Date: Diagnosis: PAC (Day of surgery)
OT No: Procedure: ASA: 1 2 3 4 5 E

Time Anaesthetist(s): NPO Status: Y / N

Enter OT sumeonts): Informed Consent : Y / N

Leave OT Anaesthesia Technique : GA - Regional - IV Sedation - L/MAC Review History/drug: Y/N

Duration Vitals: BP: I mm Hg PR: /min Sp02: T: Heart & Lungs:

Drugs within last 24 hrs: Post op ICU care: Y/N
If ves,

Preoperative Remarks: Handover time: Incision time:

Premedications: Glycopyrolate Midazolam Dexamethasone Lignocaine

Body position: Supine/ Prone / Lateral (R/L) / Lithotomy I Sitting / Knee Elbow / Trendelenburg / other

ANAESTHESIA RECORD
INTRAOPERATIVE NOTES

TIME 30min 60min 90min 2 hr 2.5 hr 3 hr 3.5 hr 4 hr 4.5 hr 5 hr 5.5 hr
t:(.;G

"' ::ipU2
ct::
0 t:I\jU2

!:: CVP
z 11::MI-'0
~

260

BP
SYST. v 240
MEAN X
DIAST A

220

PULSE+ 200

Sp02 180

0

"'
160

z
0 140en
...J
<( 120
I-> 100

80

60

40

20

0

0
...J
LL Urine (ml)

l idal Volume (ml)
I- t-<eso. Kate Umin)z
LU r-eax r-r.tcrn H2UJ
> 1-'t:t:I-' (cm H2U)

~ \...
"'E " ..

CV
it:

~
ci.
0

~
e...r::- ...



ANAESTHESIA RECORD
INTRAOPERATIVE NOTES

Total
INDUCTION AND INTRAOPERATIVE DRUGS (DOSAGES AND TIME) Dose

Oxygen (L/min)
N2O /Air (L/min)
Sevo/lso/Des/Ha I
Induction Agent
Opioids
NMBD (mg)

MONITORS & EQUIPMENT GENERAL ANAESTHESIA REGIONAL ANAESTHESIA
□ Continuous ECG • Elective/ Rapid sequence induction
□ Pulse Oximeter • Pre-Oxygenation • Spinal / Epidural / Block
□ Noninvasive BP: Left/ Right • Induction - IV/ Inhalation/ IM/ Rectal • Block Type

□ lntraarterial B.P (Art Line____) • Intubation/ LMA / Mask • Position

□ Stethoscope: Precord. /Esoph. • Site

□ End Tidal CO2
AIRWAY MANAGEMENT • Technique
• INTUBATION • Needle Attempts

□ Gas Analyzer
0 Oral / Nasal • Drug(s) with dose

□ Temp 0 PVC / Armoured / DLT / RAE
□ NMT 0 Cuffed I Uncuffed
□ BIS 0 Under Vision/ Intubation Aids
□ Airway Humidifier 0 Tube Size Secured at__cm

□ Fluid warmer 0 Blade Attempts

□ NG/OG Tube 0 Breath Sounds • Catheter: Y/N
• AIRWAY: Oral / Nasal

□ Foley Catheter • CIRCUIT: Closed/ Coaxial/ Non
□ IV(s) Rebreathing Onset of Analgesia•
□ eve • DIFFICULTY: Mask Ventilation/ • Complications and Remarks :

Intubation/None
• CL Grade:
• VENTILATION: Spont./ Manual/ Mech .

FLUID CHARTING
FLUID/BLOOD INFUSED FLUID LOSS

Name of Fluid Amount (ml) Type of Fluid Amount (ml)
Blood suction
Drapes

Total
GIT- Bowel/NEG
Urine
Insensible

Total

Ondansetron
Time/Dose I

Reversal
Time
Neostigmine
Glycopyrolate
Extubation
Time

ANAESTHESIA RECOVERY

• Consciousness : Fully awake/ sleepy/ drowsy A~ r--e yv'
• Response to pain : Adequate I Poor/ Under systemic analgesia ( VAS Score - ____JY'V - ~
• Airway Reflexes : Adequate / Inadequate
• NM Recovery: Head lift Tongue Protrusion Power Grade _
• Vitals : PR - BP - SpO2 - RR-____ CVP -
• Respiration :

o Spontaneous/ Assit. I IPPV
o Pattern - Regular/ Irregular TV - Adequate I Satisfactory/ Inadequate



ANAESTHESIA RECORD
POST OPERATIVE PROGRESS

NOTES IN RECOVERY ROOM

Arrival Time :

Condition:

• Mental Status:
• Vitals: PR - _

•

BP- _

Oxygen : 0 Not required 0 Nasal

RR- _

0 Mask 0 T piece

TEMP- _ Sp02- _

0 CPAP O Vent Setting

General instructions:
• Position:
• Airway:
• Suction every Oropharyangeal /Endotracheal
• Vital charting every for .
• Intake output charting every for .
• Oxygen Therapy :

• Investigations required :

• Treatment:

• I . V. Fluids:

• Analgesics (Systemic/ Epidural) :

• Special Measures

Pain control acceptable Yes/ No

Agitation Yes/ No

Nausea & Vomiting Yes/ No

Shivering Yes/ No

Hypothermia Yes/ No

Respiratory complications (Airway Yes/ No
Obstruction, Hypoventilation,
Hypoxemia)
Circulatory Complications Yes/ No
(Hypotension, Hypertension
Arrhythmias)

Name: Signature: -----------+

Shifting Notes:

SURGEONS TO NOTE
Following to be included in Discharge summary

• Discharge Score: (Modified Aldrette):-
• Condition -
• Vitals - PR - _ BP- _

• Shifted to _

Signature:

RR- TEMP- _ Sp02- _

Date & Time:

NOTES IN WARD/ ICU (By receiving nursing staff)

• Arrival Time :
• Condition:
• Vitals: PR- _ BP- _ RR- TEMP- _

• Oxygen: o Not required O Nasal O Mask o T piece OCPAP

Sp02- _

o Vent Setting

• Name & Siqnature: Date & Time:
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OPERATION NOTES
Patient Name:

Department:

Age:

UHID:

Gender: M/F

Diagnosis:

Pre-operative:

Post-operative:

Surgery: Anaesthesia: GA/Local /Spinal

Surgeon:

Assistant:

Assisting Nursing officer:

Anaesthetist:

Assistant:

Operative Notes:

J.R/S.R Signature: Consultant Incharge:

Name: Name:

Date & Time: Date & Time:



OPERATION NOTES
Post-operative Orders:

Material for warded to laboratory (If any):

J.R/S.R Signature:

Name:

Date & Time:

Consultant Incharge:

Name:

Date & Time:


