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MHI/DP/2022/104
® . BILLING CARD . /N g
Medway Hospitals '\ / /  Institute
. Mrs. BHAVANI KUMAR(ESI) Fl It’Q !Z!f : MEQMETET !.....9‘ f
Patient Name 38/Female/MHI2012455794 D.O.A. Time / f
IP No. 18/09: 2024, 1P112024002193
Room No. 7 ORAN AV L Rent Per Da oL
— [Ny~ [FRANSFER DETAILS d
Date e riom To Nurse’s Signature
tefet/og | 10 ox £D . T2,
T r r l ¥ -
iulalat | 12° Jo CHH AL RL € oot
| ) OPERATION THEATRE
Date SIIAEY, OTNo. - [ pilthes-L
Surgeon : DT, b—fy)mmfy.w StartTime : []!¢p
| Asst. Surgeon End Time 210
Il Asst. Surgeon : Dis. Pack
Il Asst. Surgeon : Diathermy
Anaesthetist . C-Arm
OT Nurse ln. ba Arthroscopy :
Name of Surgery: '/ Y r ]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
Date Start Date Disconnect| . Date Start Date Disconnect




CONSULTANT NAME Date | Date | Date | Date | Date | Date | Dste
PHARMACY AMBULANCE
(
OT DRUGS REPLAGED _—
BILL CLEARED ; 6 /f QJ’/JL:L’; f(“’- \\ =] ¢
RETURNS CHECKED |4 (a

CROSS MATCHING :
RESERVATION PF BLOOD :
STéRILE TRAY USED :
TRANFUSION ( BLOOD )
ATTENDER’S HOLDING :

OTHER PROCDURES :

BT

Sister In-charge

Admission Officer : Q_Q)J&w\@ Ly
|



Employee's State insurance Corporation

Lelterhead of Reforring ES] Hospital/iDispensary
REFERRAL FORM(Pemmission Letier)
Region. RO - Tamilnadu

Relorret By: ESIS - Ayynavaram

Patient Registration

M e B e

Claim 1D. 6290160 . _ | RetermalNo.
Date of issua 16/08/2024 . | validity Upte
Patient & Baneficiary information

fhatlasl B Bl b bbb i g I S
Name of Patent | MRS, BHAVANE KUMAR oy S 5= I —
Gender Femaie ) o ) Wha_mﬂer_IP_lg.taﬂijEa_milyr gm§|l_f_
UHID NO | TND1.0010949143 . ~ lwewo. | 5131146653
Beneficiary Name MRS .BHAVANI KUMAR . E Relationship with . Seif

| | Beneficiary '

jcentfication Macks{if any) | NA - T e
Adrission ) | NO = L »
investgatioryRwProcedure | YES
{tor which patient is Deing
coferred (Reasons for
referral] — R
Consuttaonfor MO N —— —
Fackage Type _COHSPackage = .. g

Package Delails

601_Coronary angiography

Reason For Referral___ Procedure / Treatment - Unavallabllity of equipment with name

For Other Reasons MA
Refemral Comments ___
ReferedFor:- .
SECONOARY . _____._*.,__4. OUT- PATIENT CONSULTATION _
TERTIARY B | CARDIOVASCULAR SURGERY
Name of the empanelled MEDWAY HOSPITALS
hospial - i I -
Remarks APPROVAL ACCORDING TO CORONARY ANGIOGRAPHY

Place * {
LA
Dated - . \’_, ~
\{ o

Advised By GENERAL MEDICINE
Signature of Medical Office Grade Ul

However, agreemng to / contradicting the above, { voluntarily choose

j o -t a4 ) /
o 1 dv
Approved By: MEDICAL SUPERINTENDENT

Signature of Madical Officer with Stamp

(relanooship)

R e

Date & Time. 4 R Te= E
Signature/Thumb impression of IP/Benaficiary/Staff

Faot Note

Hospital for treatment of self or for my

’ Signature of Patient.

NB In case of emergency, signature of refernng dactor or Casuaity Medical Officer is neaded. Record to be maintained in the register. The form duly

fifleq should be sent after signature of the competent approviang authority.

1 Mandotory Instructions for the Hospital whaere the patigntis raferred..

2 Refarred haspital s nstructed to parform only the procedure/treatment far which the patient has been referrad 1o.

1. The entitlemagt eligibiity of the patient can also be verifiad at waw.esic.in |P Portal.
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