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PRE-ADMISSION RECORD MLC (Ploase tick): Yes[ ] No[_]
To be filled by the patient / attendant In capltal letter Please Tick - VEG /NON VEG :
1. Name of Patient ARIS\'\“&H&YOOM Age/Gender ....... 0.0, {1, /‘r :
Date of Birth ....__f) ..8.,..0.5.;.2.!3.9..‘:‘(: .......................... UHID e . AN 6
2. Patient's occy Religion ........, m&&lm ..........................................

Nationality ..., | |

- LD, Proof submitted on Admission (Yes/No), Please specify : Employée,

PAN Card No with Photocopy .................oo Aadhar Card No. with Photocopy..... Z.(\.’..ﬂ..;,tf.gé.’..ﬁzg 0
7. E-mail..

8. Room category opted / entitled (Please tick):

Qr’ﬁnw? 2608 3Ly
SIR GANGA RAM HOSPITAL Sg/Ad/F-101

Trust of Generations Dated .28 1\1%'

..................................................................

s .......-....- .......................................................................................

abod D Dm‘ AT lfagw

................

..........................

Premium [ Suite | Deluxe Single Room | 2-3Bedded/ | 4-6 Bedded/ | CRITI ;
Sy Suite Multi-Sharing | Multi-Sharing ‘R—é‘ﬂ_
ES [ €0 [ ES| catta [catiB| catic | catip Cat-2 e d
9. Payment Mode (Please lick) :
% Empanelled / Corporate|  International  [Employee/Dependant Self Paying
To be filled by the Admission Desk
Deptt. / Unit ........... P Ha ................................. i N S
| Ward / Bed No. ....... | Room no. allotted.d...... Room/Bed Charges |
i M\()Ss'?oﬁltud U566 2 TV1350 077 |
I, 29 C3 /-0 J-eud o UST12 MO | '
Source of Admission Casuality/Gen OPDM .................... Advance Paid / Receipt no. / Date.. QAL ,,,,,,, ;
FOR CHARITY / EWS PATIENTS {
1.D. Proof / Document supporting EWS status |
e ey kiR okl {
| wilt pay

insurance Payment T ST 1061 3 we g g -
,wm / ;ﬂ;ﬁn&mmmn#mm oA |
Sighatore of gétient/Attendant with name Wi Th 7T % 2 78 9 i ||
' \)\ 6“\‘-9‘ Mm@ @ T — N one N:Q’L.? xec with name ||

Sk i '




11. Any special nutrition needs?
12.Does the patient has any artificial prosthesis?

. Any other needs? "
R et (;awrﬁf# word By
) LD\/\A’»{ 0 SN A1~

n Completed by:

HM») Respiration ')ML ’4 Height

Weight

%-%kJﬁ

Sensory Deficit :
Muscu::r Weakness : )}J O
Acute (< 6 s Duration) Chron
MNdne 0 Annoying 02 i fonab::;(; 6 Wks. Duration)
Dreadful 0g Horrible 08 Agonizing 10
FSYCHOLOGICAL sTATYS
e PARENTS -~
" R
2:;1::;0 \1':;’, S'::;'s::d:r MO Angry Lo Anxious 1“ Depressed) () Angry h :
My  Otherpo Combative Sleep Disorder Other

NURSING NEEDS

1. Isthere a language problem YesiNg.

2. Any cultural Ireligious barriers? Yes/No~ )

3. Is the patient at risk for falls? YesNo § !!IC Le @ﬂa té!!‘t g ()

4. Can patient perform routine Yes/No~

Personal activities independently?
5. Is the patient incontinent? Yes/No~
6. Does patient require oxygen therapy YeslNy
_ 7. Is the patient on treacheostomy? Yes/Ng.- 4

8. Any psychological problem? Yes/No~ :
9. Is the patient in pain? Yes/No~

10. Is the patient at risk for pressure ulcers? Yes/Np-

&MMQ
\

YeslNg/\
— 1) Pt
) e

Noo oy Sen e fahed o |1t Ay

Date; 1] L

p )

Time: l ' 2 jm#




' Form # 01
Sir Ganga Ram Hospital
' Rajinder Nagar, New Delhi - 110 060 CHECKED OK

\ADMISSION / DISCHARGE RECORD

Name of p
= alient - Ago - 5y ARISHA KHATOON 3608369 Marital Status:Hospital Reg No
vice Unj - Ward & Bod No 3°“ ‘ Female Nons 1P01564237 CAT-3  Sorvice

W aher's name - KHALILUR RAMAMAN Hoad of Servie
/bt | s LT e

oL '
Address :A‘?fflo!, e PAEDIATRIC HEMATOLOGY. ONCOLOGY & BMT O A
k AT PURANI TANSIL UATTRI KHALILABAD SANT KABIR NAGAR U P - 212175 Admiasion Form
\ Or Anupam Sachdeys

Dr. Manas Kalre Room / Bed Chargos

e ——me | moie

Byt OPD Ings v
Tel. No. Religion Bl e ~ MRD No. & Re-Admission
Occupation Nationality . Booking Adv. Rect, No. & Date

( \

Dato & Time of Admission Ady Paid Rect. No. & Date
Date of Discharge Time Total Days Financial Arrangement

Provisional Diagnosis International codes

FINAL DIAGNOSIS

Write

Principal Diagnosis

First

OPERATIVE SPECIAL
PROCEDURES

CURED RELIEVED | LAMA. '(;‘;’LE(ST'GAT'ON DO EXPIRED
Signature & Name Signature of
Resident Dr. Senior Dr

AUTHORISATION FOR OPERATION / TREATMENT

Permission Is hereby given for the performance of any diagnostic examination, biopsy, transfusion of blood & its
products, operation and for the administration or any anaesthelic as may be deemed advisable in the course of this hospital
admission. The risk of various procedure has been explained to me and | am willing to undertake the risk.

Whatever money and valuables | bring into the hospital with me will be kept at my own risk and the hospital will not any
way be responsible for its loss /damage.

| fully understand that Sir Ganga Ram Hospital Does not grant any credit to patient unless a letter of authority from the
agency or party responsible for payment is received before the time of patient leave of the hospita) and | will be responsible for
making full Payment at the time of discharge from the hospital

All legal matters are subject to Delhi JurlsdlctIm] only.

| have received
hospital rules and regulation.

P

Signature of Patient or Representative

visitors pass, attendant pass, food pass and agree to abide by

[~
(! e
Sig}\alory of Admmn\g@ !

For internal use only for hospital / _ v
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Sir Ganga Ram Hospital

Declaration For Taking Indoor Treatment With Insurance Cover

1oL as0n30 CEMOGRAPHIC DETAILS Ty relative___ (relationship)
N m ”I"”" ', l "' ' Illmll ' ||| e BM /18 goMting admitted under
El Nm ARISHA KHATOON
m .'l"."‘w“u'.: e gon: Mar 8, 2024
@ o " i v

ather name: KHALILUR RAHAMAN 25
Mother name; SAMKA ARFIN
Bpouse Name;

Address: 47 PLRANI TAHSIL UATTRI KHALILABAD SANT KABIR NAGAR U p 22175
+ Uttar Pradesh, indya -
! Print Date 2811112028 1024w 1 & POICY (lick -8/ as appropriate)

(Iv) The Name of Benelficiary recorded in the policyis______ —
(v) Suminsured jae

(V) Sum consumedin previous admission ofindividual / family is_ s
(vii) Remaining sum in the medical policy is

(viil) Co-payment / percentage that the beneficiary has to pay s - percentas per policy.
(ix) Room rent cappingisforRs,__ — NS

(b) Copyof my Insurance policy is attached ( )/notattached( )
2. Ihave been given a written financial counselling for admission to a Premium suite / Sulte / Deluxe Room /

estimate for treatment for Rs. - It has been Intimated that at discharge this
may be higher.

‘ Ifurther declare that :-

(a) Ihavereadand understood the terms and conditions of the medical policy

(b) The mandatory 2 year observation periodis notover( )/ over( )(lick3as appropriate)

(c) |/family have ( )/have not ( ) (tick 3) taken inpatient treatment for any ailment under this policy earlier
thisyearinthis ( )/other hospital ( ) (tick 3as appropriate)

(d) lunderstand outcomes of treatment depend upon response of body to treatment given.

(e) lunderstand that my final bill may be less, equal to, or exceed the approximate financia estimate given in
anticipation, before admission.,

(f) Denial of cashless claim if any, will be as perterms and condition of the policy. | understand that in case of
denall, | can avail re-imbursement from the Insurance company,

(9) In case, hospital bl exceeds the amount cleared by the TPA/ Insurance company/ there is denial of
cashless facility, | will pay the hospital dues. before discharge from this hospital.

Signature Signature -
Name of policy holder (TPA Desk staff as wilness)
Date — Date




SGRH/IDM/TPA/PTS DEC/F-364

)
) SIR GANGA RAM HOSPITAL

PATIENT/ ATTENDANT DECLARATION AT ADMISSION

» »
. _&_kaq Mn ‘in___hereby declare that to the aest ?f my knowledge |/my n’\’l‘nor/ idR 1‘1
lous relative (relation) (Patient Name) age___, / r

ng from / has suffered from the following in the past: -

- | Allment / Condition Yes |No |Don't [IfNo If yes,
‘ Know | Confirm No | duration
| Alcohol ABUSE —

Arthritis - Rheumatoid / Osteo e
Asthma/ Bronchitis —
Cancer/Tumor v

Congenital/ Inborn conditions

=0 J/
Diabetes / Blood Sugar disease
Drug ABUSE o
| High Blood fat / High Cholesterol 5
| High Blood Pressure / High BP - :
Heart Attack / Disease 7
Kidney Disease i
| Liver Disease d
| Stroke /Paralysis/ Convulsions 7
L | Mental illness %
| HIV/Sexually Transmitted Disease 27
)_| Tobacco Abuse- Smoke/smokeless
[ Tuberculosis / T8 A
19
20
y patient (Name) was EARLIER admitted in hospital for
e T ——
Name: ARISHA KHATOON
Sex: Female DOB: Mar &, 2024
§ Merital Status: Unmarried Occupation: None
¢ Religion: Istam Nationality: India
i Aadhaar Card No.. Contact No.
Father name: KHALILUR RAHAMAN
S Mother name: SAMKA ARFIN
< Spouso Name:
Address: 47 PURANI TANSIL UATTRI KNALILABAD SANT KABIR NAGAR U P . 2721 7!
. Uttar Pradesh, India

Print Date :28/11/2025 10:42AM

Signature &J:‘\‘U\ Name&(lhﬂka‘ A Adhar No

Relationship with patient M(’)"H’\ e MobileNo . —v. _ _  pate 23 l 1l h(‘













