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d5/Female MHI2004855 .
Patient Name _ usm9/20;4221202;::;;:5 D.O.A._S_lﬂ_ﬁl,‘_ T!me—ujzg—“ iy
IP No. l""-“-M'SHANKAu
— I
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Surgeon Dy - Tisbonlioes Jc | StatTime © /275 —
| Asst. Surgeon - End Time ry.
Il Asst. Surgeon : Dis. Pack !
lll Asst. Surgeon : Diathermy
Anaesthetist | C-Arm
OT Nurse Rl Prilag Arthroscopy :
Name of Surgery: * .y Laproscopy :
/ Sevoflurane / Isoflurane :
Inj. Fentanyl : 2ml 10ml/inj. monphi:
Others
MONITOR INFUSION PUMP
Date Start Date Disconnect Date Start Date Disconnect
OXYGEN SYRINGE PUMP
Date Start Date Disconnect Date Start Date Disconnect
ALPHA BED SCD PUMP VENTILATOR
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KK Nagar Chennal, TN (ESIC Model Hosp.)

P T e ek L 'LT‘ Referral Letter
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i Un iDnugInuu = . i EIETR
L o j
Refes-al No 1 Tamil2024044535 Insurance No/Staf¥/ pensioner Card 1 5132553924
Mame of the Patent s Ms. Vasukd . Age/Gender @ 45 Years [Female UHID : HKKN.0000267956
UAN of IP :
Address/ Contact No
Identification marks (If any) 3
1P/ Beneficiary /Staff 1 Benefioary
Relationship with IP/Staff : Dependant mother
Entitled for Specialty RX t YES
Entitied Super Specialty Rx 1YES
Uiagnosis - 100 - Athersscerotic heart disease - 125.1 Remarks : | ¢
CGHS {Hame and Code)* 1 601 - Coronary angicgraphy - Cardiovascular and Cardiac Surgery Procedures / :\w’
Tresument / Investigations - No OF Sersions Allowed - 1 - Validity Upto - . RS ey
08-5ep-2024 L
Remarks Additional Clinical !nfnmaﬂonf?rwedureﬂmm &'\
Ay W
Reasons / Purpose for Referral Investigations/Rx/Procedure : CAG S . o &
Name of the empanelied hospital whereto refer Hospital MEDWAY HOSPITALS P
Department Cardiology . ’fl
A 7o L 5
s
Name and Designation of the Referring Dactor
e > of Ref 3 -Aug- 140: M 7 a0
Date & Time of Referral 29Au92024}04028:’~\ ngl SHMI S - A iate Prof 2
N . N” 45T .
O, Agreeing to / contradiching the above, [ voluntarity choose 1 ¥, L 405 VA Hospital for treatment of self or
— o | (;elal;iorlship).
g s = w Mt o
DeteiAhl. THOEL.. “""‘“‘"*’**‘"‘"‘“*Y' Signature/Thumb Impression of 1P/Beneficiary/Staff
Referred to _ . Depariment of - Hospital/Diagnostic
Contra fof . oo oo o {Resson/purpose for refersal). )
F o
; A\ 5 Tl
a - L) mha LA 1
e Wi A e e TERIEE ss? i, i ).,H :t- - ..27...}1.!«:. o
T ERIFERA BN TLED FOR (AUTHORISCDSSIGNATORY WITH STAP) . - -
(Sormtyfn IR MNDOTS’ | (sgnature, Name BDesgnaban) © **
Datefe Time: ﬁmerne L on ‘i}—“m-?ﬂ
o 5|0IIIII§II . T

The anélﬁ pal id biso be verified through 1P FPortal at WWW,eSICin. peferral shall  be
gc:’r.ed by the rules and administrative  Instr jesued from time to tine.Referred  Hospital s instructed to perform

onl those procedure/trestment for which the patient has been referred to. In case any additionai  procedure /
treatmunt—finvasigation=-- s~ esseiEny” Teqred  to M caried out, permission for the same S mandatorily required from
the approving authonity of the referring hosgital. The validity of this referral is upto 7 days from the date of issuance or
asperuiemnﬂ'adwh{dmeristmmﬁissub}edtofulﬁhneﬂtofudmftemumdwndiﬁmsudeﬁnedinﬂm
contract/ wgreement.
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