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Annexure Al

K 1mportant Instrucllnns _
A) Fields marked with ™ are mandatory fields. F) Please read section wise detailed guidalines / instructions at the and.

B) Tick 'v" wharever applicable. ) List of State / U.T code as per Indian Motor Vehicle Act, 1988 is
G) Please fill the form in English and in BLOCK letters. available at the end.
D} Please fill the date in DD-MM-YYYY format. H) List of two character IS0 3186 country codes is available at the end.
E] For particular section update, please lick (¥)inthe 1) KYC number of applicant is mandatory for update application.
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required 1o be updated
Far office use only Application Type* [ INew | 1Update | Delete
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Ande SRY KANT &
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Distret’ Pin/PostCeae' & 2.4 3 | L State /ALT Code® iSO 3166 Country Code*
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{ Ceriified copy of OVD or equivalent e-documant of OVD or OVE obitained through digial KYC orocess noed's 1o be susnitted (anvore of the following OVDs)
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B-Voter ID Card

C-Driving Licence

D-NREGA Job Card

E- National Population Register Letter

0ooQo O

F - Proof of Possession of Aadhaar

I T BE-KYC Aulhentication

O Offine venfication of Azdhaar

v [ Deemed Proof of Addrass - Document Type code
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City / Town / Village*

Pin / Post Code” State / U.T Code" ISO 3166 Country Code”

Tel. (Res) i Mobile

Email ID
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+ | hereby declare that the details fumished above are lrue and correct o the best of my knowledge and belief and | undenake to
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Patient Sticker

Respiratory System :
Inspection (any s/o distress) : mild ser@ : SR

Alr entry & breath sounds : O Ne @ - (®) pe \Ld —
Any addes sounds : @) rulnh <) e plagege
Relevant data from outside (Chest X-Ray, ABG etc..) __ (XR -~ (b]¢ h{/} peoinflah on (D
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Cardiovascular System :
Inspection of procordium :
Heart Sounds : __ 93, @

Any murmur :

Relevant data from outside (Chest X-Ray, ECG, ECHO, etc.,) :

Per Abdomen :

. STt
Palpation : =
Ausculation : _
Soine : () External Genitella : _ /1)
Relevant data from outside (CT, USG etc.,)

Central Nervous System :
Level of Consclousness : AVPU/GCS score : GLe i
Cranial Nerves '
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[ Date T T ] i
Unvb : L lLewve LI N 0 ?}J\“ 4 k—-—'———'—""lf-’___‘i__ '__ﬁ________,____ﬁ__.__-'
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Db pebo | Qub (280 17T L 1 111 " .
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%Pv -
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Dose Route | Frequency |Start Date; N 1, N
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Name & Signature of the Doctor

Daily Doctor's Endorsement by a Sign . ...
e Date} . geAb ?

Starting the Drugs:
[
Additional Instructions: L . A
b

Daily Doctor’s Endorsement by a Sign

pRUG : Loy’ HYDROCeRTISONE Dm'«)&,\k A

Dose | Route |Frequency |Start patel | |
povg | v | qbh B [4 il |
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Dose Route | Frequency |Start Date|
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Starting the Drugs:
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" Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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PEDIATRIC ED DOCTORS ASSESSMENT (N -PATIE

Admitting Doctor J 4 J kﬁ'”ﬂ'k Maui?ﬂ na

NTS)

Type of Admission: QOPD QER O Referral (if referral, Doctor's Name:

Start Time of Assessment: . | |: Yy ams Weight: ?7
Allergic History: ..

Pediatric Assessment Triangle
A Appearance - TICLS J&J ......

/\

O Normal
B C Circulation «[
Breathing O Abno;n;lal =
allor
£ wos Cyanosis (]
O Normal Bleeding [J

O Gasping / Apnea

Inftial Physiological Status: 01 Stable  CJGretaple

Any urgent interventions needed: OJYes O No
Life Threatening

Y
i
Significant Past O s
Medication e
. s
Primary Assessment E AQ!
Airway e Any urgent interventions needed:  Yes . No
S 0w If Yes
2 Maintainable
O Not Maintainable
) Breathing eA
- i 1 s No
Q Rate: .. 56 W}" Sp0, on ﬁo,ﬂ‘i'sn’ Any urgent interventions needed /(es

. E! ) ives ... MOA - Dol

Feacons: st CIICR e .. - g
O Sternal - O Supraclayicular [ Nasal Flaring Pdeer &

Respiratory Noises: (3 Stridor Wheezing [ Grunting L TE Wrisisenes

AirEnlry..,,.__@ he ul/gj e I

Palpation Findings (if MBCBSSANY)..........vvvvevcisrsiriiiniioi s et e

(PT0.)
Docu. No. : RCH /FRM / CLINICAL / 157
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Ldal

[ tions needed: [ Yes (1 No
H | ( Central ...... pw g Any urgent interventi
: Ri.t4efmd)  crr |

Circulation

Peripheral .|.......... [EYES ovoovvereesessssssssssssesssrssss st
BP: s mmHg Murmurs: [ Yes DONg s
Pulse Volume; [ CeMtrl ... } 9\“{ """ LIVOE SPAN: ©oovvoocimimsinirens ssessesessissibsssusissssssssssssspe s e
PO b | L ———
If ||"| Shock> E Compﬂﬂsated R ECG ................................................................................
Hypotensive ... Any SIgns of
Heart Failure: (1 Yes (I No
Muffied Heart Sound: O Yes O No
Engorged Neck Veins: [ Yes [ No
—-'-"'/
O GCS: M’l‘{ AVPUJ&(LJ ......... Any urgent interventions needed:  Yes  No
Disability  pypils: l: Responsive, 3~ Non-Responsive (] T R — o
R I e
Len N .il'“ ...........................
Active Seizures: (JYes [J No SR L I
SIGNS Of NEUTOIOGICAl COMPIOMISE ....vvocoocorevesr s sssisssssssissssssssssssssss s
ExpnsureO Temp.: . {86 F . Any urgent interventions needed: [ Yes—1 No
ny Rash: No,
Ayfash; s 00 HYEE s R
I yes deseribe e rash ...
ACIVB DB ... coconimsmmmmoenmmresmmmsmapessmpmmsmnpemainmmngess e R et st
Laceratlol-'s D Abrasjons D bruises D .............................................................................
DBSCIIDE: ... bevsicnnnerssessssssssssssssssssssiseesess svsssessaessesseseesses e s e e e eeeeeeeees oo
Final Physiological Status: E"Fﬁsniratory Distress [ Respiratory Failure O Respiratory Arrest

O Shock - Compensated 0 Hypotensive 0
O Cardiopulmonary Arrest 03 Hemodynamically Stable
Secondary Assessment:  Head to toe examination with positive findings:

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

Need for Oxygen: ClYes [ No if yes Low Flow HgnPowd  PVO
Final Diagnosis with possible Differential DIagnOSIS (If NBCESSANY): ..........r.swssrsssssssss s
Assessment done by sr. Doctor on Duty (If nacassary)
Name of the Doctor: _fbrkﬂ..yﬁﬂm it
Signature: ... B M................ GIGNAUTE: .cosvrreessss s

Date & Time: 9‘|&'?/b’3°°rm TR (T TER—




