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Patient Consent :  hereby authorized Mol.Q Laboratory to use and share with affiliates my personal information including but not limited to any condition / disease information
elc. as may be necessary to perform the test or services etc. Medical records/information to the extent of the applicable by laws and regulations, will be kept confidential and will
not be made publicity availaple fusther, | authorized the use of the leftover specimens for immediate research and in future research of any kind and at any time in the future. The
samples will be coded to maintain confidentiality and will be discarded as per rules and regulations specified as applicable by law. In the event of any publication by MolLQ
taboratory, patient’s icentity will remain confidential, | agree to the access of my medical records and specimen for diagnostic and research purpose.
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MOLQ Laboratory, all associated Logos and all associaled MOLQ Laboratory marks are the trademarks of Molecular Quest Healthcare Put. Ltd. Copyright@2012. All rights are reserved.
For any query reach us at contact@mol.in: Customer care 9899 778 778; Laboratory 0124-4307906 o For more info Log on 1o ; www.molg.in
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atient's Name : _~ S
. _ Patient's Name i \o no MR/21/004136 (IPD No. 7715 )
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e LT A L Department : __ ge/_Se.x 5YRS/Female  DOA: 13-Mar-21
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ENERAL EXAMINATION

H.R. : General condition

B.P. : ‘ “Pallor S Cyanosis:
 Resp. Rate: ! icterus ) Clubbing -
. SPO, -: - Lymphédenopathy Oedema feet :
T Temp : Bed Sores/ Deformity: -

| Any other significapt finding -

. PAIN ASSESSMENT: Location | Pain Character Pain Score | Frequeficy Duration

Height and weight of patient (BMI if patient is Obese):

Oral cavity: Pentation :

Oral hygiene :




PAST HISTORY

s

/0 Any Co-morbidities:

HTN Asthma CVA (Stroke)

Diabetes Mellitus Jaundice ™ ‘

Ischemic Heart Disease Epilep;y Leprosy
“Valvular Heart Disease Hyper/Hypo Thyroidism | Malignaney

: :11}'-_His_torymeredity:

I Any Bleeding Disorder ;. TR
i ' -

Menstrual History :

Personal & Occupational History:

H/O Addictions:

Bowel / Bladder Complaints - -
"~ |« H/O Constipation . ‘
- Retention of Urine . .
« H/O Haematuria ‘

. H/O Catheterization [ YES 0 NO

& difficulties during catheterization

if Yes No. of Foleys Catheter used

H/O Medication
R

-Other Relevant History .




PLAN OF CARE -
[} Under Observation [} Surgery Plan

] Conservative'Treatment™

stigations Advit_:e :

utritional Screening : [} Solid [] Semi Sofid Normal [ Liquid ~ E3WPO
[T} Hypertension [ Diabetic [ Renal ] Other

Preventive Aspects ( Special Instructions )

Remarks
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We have counselled the patient/attenbants about the progress / out come of the treatment.
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NOTE ’
E 1. Initial Assessment of patient can be performed by Medical Officer or by Treating Doctor.
! 2. Plan of care based on Initial Assessment will be docurnented by Treating doctor or the member of his team. TR
: 3.Counter sign of Treating Dotor on initail Assesment and Pian of care within 24 Hrs is mendatory as per Hospatal Poltcy SR




