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HOSPITAL CERTIFICATE
PRdRg, asld ae

(TO BE FILLED IN BTHEAUENDING PHYSICIAN)
(agica cager eqfiql Sages QI gad eaide)

Patient Details:

CRISNeR daFcad Faaan:

Name of the Patient:

caenea eIn:
Age: (Please Tick box) Sex: Male |:| Female [:]
O e (eg108 igq T T aaig) Ack: gqE agel

Address of the Patient:
calcnea Oqal:

Telephone No:

coRCPIR @°:
Name & Address of the Physician:(As Applicable):
F8aea 910 @ Oea: (a9 Qacala caiey ¢@agd)
TeleEhone No:
COREETRIR A%

Name & Address of the Hospital: (As Applicable):
PIgauIeIa AIF B Geal: (a8 aacald calgy CRQE)

Telephone No:

Hospital Inpatient No / MRD No: SniLamininis
FPQRacR af 08l umea auii- A28 @°
Particulars of Complaints and Symptoms:
ZRcaie G aean aicag Qa8
e Rgasgn for Hospitalization:
Q8 Q& Qg
2. Date of first diagnosis/surgery: ___ /___ /___ _ _ (DD/IMM/YYYY)
aefic @@ae@s Gana__ /[ (Ge/;ua/ed)
3. Dateandtimeofadmission: _ _ /__ [/ (DD/MM/YYYY)__ __ : ___ (in 24 Hrs format)
sIgasinica aIefe (f)a eide G ang, (Ga/sua/ed) (55 aq esien)
4. Date and time of Discharge: __ _ /__ _ /__ _ _ _ (DD/MM/YYYY)__ _ :__ _ (in 24 Hrs format)
Boid (Feig)a eled G ang (@a/s1a/0d) (55 aq edieca)
5. Exact diagnosis (es)/condition(s) :
ade: Bee (9fe)aegi(ae)
6. Date of first Consultation (prior to hospitalization) _ _ /__ [/ (DD/IMM/YYYY)
gan aanda eae (a@ <29l 999) (@a/m1a/ed)
7. Was the Patient admitted to ICU? Yes I:l No [:I If “Yes” Please specify below details:
eda caien aindgen 0@ ¢gIeg]? 2 2] Qgled oce 89l Fead ARy oa
®  Date and time of AdmissionintoICU: ____ /__ _ /____ __ __ (DD/MM/YYYY)__ __ :__ __ (in 24 Hrs format)
aedgq Goida ofls G ang, (@a/n1a/24) (o8 Qg edigea)
B Date & time of Discharge fromICU: __ _ /__ /___ _ _ (DD/MM/YYYY)__ _ :__ _ (in 24 Hrs format)
aiedq Seida eIdy 6 ang, (@s/1a/ed) (o Qg @sigea)

8. A) With what complaints was the patient admitted for?
el cqugca calen PIgR HIRKA R cgIadica?
B) Since when was the patient suffering from the said complaint?
€R6Q 01 caIen Q86 AR agal caIge]?
9.  Please give previous medical history of the patient:
egleql cumea g9 98a abga ‘5agﬁ
10. Is the ailment a complication of pre-existing disease or condition? If ‘Yes' please give details.
999 ag@el i F91 aimfe aagee! cde 2048 QF 088 §? a7 “§” eged afcas Feaa Jag
11. Is the present ailment attributable to the influence of alcohol or intoxicating drugs?
A4 G Faeeya FaI9g 999 94 QAR CAIFR QIR QIR UIAIRE ?

12. Exact cause of lliness: (if others Please specify)
e 0@ QIaa(ad aqy 8 av, 2aied AR 9ag)

Congenital |:] Accidental |:| Pre;exi§ting|:] Disability|:| Others | :

2Qae qdeaiede qdq 8al FoRIcral 2ARYIRY:
13. ICD 10 Code: Details of Procedure/s done:
2986 0 ¢I0: eaaIegiel gEal giala 19

14. Additional Remarks by Attending physician/ Surgeon:
99a eqfiel 994/ adee QI ABAQ FIRSY

15.  Nature of identity proof submitted by patient:
caIen Qa1 @5l QAlaiagiel glaide aded, gsla:
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HOSPITAL CERTIFICATE '
90dIRg, 9slE ae

16.
[ Sr.no Hospital Defails To be filled by Physician/Hospital
afa a'al 354IRg, 99a4d §94ae/ FRaRg, QI8 904 Qaude
- Hospital Registration number

994I9g, 9810948 AYA
b No. of inpatient beds in the hospital (including ICU)
: eIga sieka B9l @ 89l caue aay a'el
No. of fully equipped operation theatres in the hospital
PIgAIRIcE AA4 QISR a§e aaae BYeaa awl
d No. of qualified nurses in the Hospital
: plgadieica Ael caiy cadel (ad) a aemix
No.offully qualified doctorsthe hospital have round the clock
904 QAQ °Iga dIRca ARSI aqé Q€A caIy QIFeasq a'eyl

C.

e.

17. Details of Doctor's / Surgeons treated or advised the patient.
g 984 971 aand @adel FIgR/ AFAeR 4RI Feas

Name of the Doctor / Surgeon Contact Details
eIga/ adgeea aIf CaIgcald 919048

Declaration:

caigal

By The Hospital
989199 Qe
We hereby declare that the information furnished in this Claim Form is true & correct to the best of our knowledge and belief. We
hereby authenticate the identity of the above person who underwent treatment at this hospital.

2IEARICR YRIGIAI €A1l @G8 6 2N BPAIR W§° Fgaca ¥g @f ageq Jamediel eay asy Y¥e° ade a6e. caBad YT eIgAsIRKA §7a 98
aedel aacalg IEwa ated gaIde 9qF.

Doctor's name & Qualification:
QIQAE RIN YL° ARG CAIGNOI

Doctor's Signature: Date:
eIgas glaa: eIde
Address & Seal:

09al ¥e° crIga:
(To be attested with Hospital Seal)

(PP QIRGQ cAIgacR 1658 QaIEe)

Note: All the questions are mandatory.
RIS ag 949 489 AUBIARG AT
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