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Patient Name : MITESH GOPALBHAI RABARI Sample No. : SAMPLE-0107361
0000 O O
Patient ID: CH-2024-0053926 Visit No. : OPD/2024/02/0001396
Age/Sex : 28y/Male Call. Date : 24-Feb-2024 09:32
Referred By: RIPAL PATEL S. Coll. Date : 24-Feb-2024 10:12
\
Ward : X ReportDate:  24-Feb-2024 12:17
g P
Acetone : Absent -
Urobilinogen . Absent -
Microscopie Examination :
Pus Cells : 4-6 -
. RBCs : Occasional -
Epithelial cells : 2-3 -
Casts : Absent -
Crystals : Absent -
@
DR. NAITIK BHATIA DR. KETAN KAPADIA
CONSULTANT PATHOLOGIST CONSULTANT PATHOLOGIST

(M.B.B.S,D.C.P) (M.B.B.S,M.D)

CHARUSAT Campus, Changa, District Anand 388 421 (Guj) India. Ph # +91-2697-265500/02/04 « Mobile : 95379 27873 / 75748 38111
Web : www.ch-rf.org / www.charusathospital.org « E-mail : chrf@charusat.ac.in
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O Larvan St

LALITABEN P. D. PATEL OPD SERVICES @
REGISTRATION FORM (OPD) \ -7
M. .O.
Date & Time: _ ¢} -02- 202"

Registration No. : ¢y -2021-0053 92 £

Name: M, 2asAMumar C5. /2, Ao > ContactNo.: (M)
Age s Sex: M (0)
Address :
B.p !Qﬁt N Pulse : Qf s | 5p0, qc{ h
BMI Height : Weight :
OPD-INITIAL ASSESSMENT FORM
Chief Complaints : Gy e e Q’K’QU)\‘Q\/\ W’b
CASE ANALYSIS
Past History : 4\\
Co-
Present History :
G/E Vitals :
Systemic Examination :
FAMILY HISTORY : PATIENT'S MEDICAL/OTHER HISTORY :
[ Diabetes [J Hypertension [J IHD O T.B. [ Jaundice
[JiHD [ Epilepsy [ Asthma [ Hepatitis B [ Hepatitis C
[J Hypertension [0 Food Allergy  [J AIDS/HIV [ Bleeding Disorder
[J Others (Specify) : [J Drug Allergy [ Pregnancy
HABBITS : [ Smoking [ Alcohol [ Tobacco [ others (Specify) :

CHRF/OPD/5083




Investigation/s Advised :

Provisional Diagnosis :
Allergy :

Nutritional Advice :

TREATMENT ADVISED

DATE

DOCTOR'S NOTE
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Signature with Stamp




DENTAL REGISTRATION FORM

Date & Time:_2*1-02 - 202%
Registration No. : ¢4~ 202% -025392€
Name :_AMi2@sh My rmer (A /«/u r7 Contact No. :

/’
)
)
R s R R T I I T

—

Age : r Emergency Contact No. :
¢
Sex : M Address : ’;
! : 4
OPD-INITIAL ASSESSMENT FORM i
W un -‘
Chief Complain : ouve  Cueck wf '
Family History : ; ~ Medical/Other History : ;
[ Diabetes [ Hypertension ' [JIHD [ T8. [ faundice g
[ Hypertension [J] Diabetes [J Asthma [] Hepatitis B [J Hepatitis C &
. JIHD [ Epilepsy [ AIDS/HIV [0 Food Allergy [J Drug Allergy ,
[ others (Specify) : [ Bleeding Disorder [] Pregnancy [0 Others (Specify) :
Habits : [] Tobacco [J Smoking [J other (Specify) : i
AAlc uas
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fersunci @2 49 a2l HiR1 2AcieA 21yl 2106 B. N sisea) 1A 2ARs RRMG d2n Al i) ear [@2) 2iypl 2l
a8, M siguel AT ARAR YR BId 3 vileraFA A ) Aell Frsnial HI2 sisez ¥ azde ARUza
vdIGiER o). cal ARARe [Sule W2 21udd 254 Audadl HI2 6SSER 28021 <1él. Vil A4l § 2ABRA S\uel eciiel
AR UIY Y.

W

adlvi :

AHA €€l | 22u4l) 216)
CONSENT

¢

| e P R 1 hereby request and authorize DOCLOT .......ccoueeeeeueeeeeeeeee oot
to perform the required dental treatment. Doctor has informed me and my relatives about the treatment plan in
details with success and failure of the treatment with all expenditure, possible complications from medicines or !
local anesthesia. | have informed the Doctor about my medical history and drug history in details.. If in any

circumstances, | am irregular or leave the treatment in between, the doctor and CHARUSAT Hospital will not be J
responsible for the same and treatment charges will not be returned back.
| give my consent to proceed with my dental treatment.

Date :

e — e . TR——— TN T T

Time : 2 Patient's / Relative's Sign. l
Investigation Advised : g‘}wr\_g . I:

Final Diagnosis

: & |
Treatment Plan : = C&l"\/‘ﬂ ! \

Date : ZL\\”M‘N I Ngréme of Doctor FW (.
Time : Signature : U @

CHRF/DENTAL/5016




Follow up

DENTAL DEPARTMENT

DATE

DOCTOR'S NAME

ESTIMATE

AMOUNT
PAID

AMOUNT
DUE




¢ OPHTHALMIC REGISTRATION FORM

o

ggé%ll{?ﬂ Reg. No. : ¢~ 202 -0253 724
e Date: 24 ~90 -~ 292%

Patient's Name : M/7@s4 M may A Kb Age : ZA’//"I

Address :

Telephone No. : Mobile No. :

Referred by / Care of :

Profession :

Type or work in daily routine : Driving / Watching TV / Computer / Reading /

History / Complain of : Diminution of Vision / Pain / Watering / Redness / Eyeache / Headache / Itching /
NMG:M Stickness / Swelling / Irritation / Burning / F. B. Sensation / Photophobia /
a2 A-U/ d'f " Diplopia / Squinting / Blackout / Floaters / Flashes / Injury /

. Eye Involve : RE/LE / BE Duration :
i Ophthalmic History : Surgery / Laser / FFA / Oct / Glaucoma / RP / Corneal Opacity / Injury / Amblyopia /

Treatment

Any Surgery : Cataract / Glaucoma / /RE/LE/BE

Family History : Glaucoma /RP /DM /
SYSTEMIC : DM / HT / IHD / COPD / PROSTATE / WROID / ALLERGY / SMOKING / ALCOHOL

EYE DETAILS : RE LE
V/A with PH 6/‘ 6, (
0P "bmm Hg /&MMHJ
OWN GLASS : e =
o AR —0.00 X 94’ '-O-WQ('.\L
GLASS PRESCRIPTION
R. E. V/A L. E. V/A
CYL. AXIS SPH. CYL: AXIS

Ps flane 6 / | flano 44

Nr.

Comp

Bifocal / Distant / Near only / Constant / Progressive / Photocromatic

Remark :
Signature :

CHRF/OPTH/S089




Lid @ Swelling / Style / Chalazion / Entropion / Ectropion
Blepharitis / Meibominitis
Lacrimal : () swelling / Patent / Partially Patent / Block

Punctual Stenosis

Conjunctiva : Chemosis / Congestion / Pterygium / Pingecula

Cornea: @ Clear / Vascuin / Arcus Opacity / Adh Leucoma
Epi Defect / Ulcer / Keratitis / Spk
A/C: @ shallow / Deep / Hypopyon / Hypheama
Pupil : () Non / Semi Full / Dilated / Synechia / Exfo
Pbi / Bi / Irregular / Synechia / Atrophy / Membrane
Cataract : @ Cortical / Post Polar / Post subcapsular
Nuclear : Grey / Yellow / Brown / Black / Mature
Pseudophakia / Aphakia
Ant Vit : M) Cells Tobacco Dustihing /
Glow : () Normal / White / Yellow /
D
\\_//
SPECIAL NOTE
FUNDS oD
Media Clear / VH / Vitritis / Asteroid / Synchisis
Disc @ wnl/ Pallor / Edema / Cupping / NVD
B/V (® NAD / BRVO / BRAO / CRVO / CRAG
@ Hemi CRVO / CSCR / ERM / CME / CSME
Macula : FRN /DULL / CSCR / ERM / CME / CSME
@® MH /LMH / CNVM / DRUSEN / GA / HMD
HGE / ATROPHY / PIGMENT /1) T / ESUDATES
Cataract : N/ MYOPIA / TEES / PIGMENT / HGE / CWS /

® EXUDATES / HGE / -VH / SUBHYALOLD / TERA / RD /
CD / COLOBOMA / BUCKLE / LASER / CRYO / MARKS

RE

REMARK / INVESTIGATION :

(™ Swelling / Style / Chalazion / Entropion / Ectropion
Blepharitis / Meibominitis

@ Swelling / Patent / Partially Patent / Block
Punctual Stenosis

Chemosis / Congestion / Pterygium / Pingecula

@ Clear / Vascuin / Arcus Opacity / Adh Leucoma
Epi Defect / Ulcer / Keratitis / Spk

@ Shallow / Deep / Hypopyon / Hypheama

(™) Non / Semi Full / Dilated / Synechia / Exfo
Pbi / Bi / Irregular / Synechia / Atrophy / Membrane

@ Cortical / Post Polar / Post subcapsular
Nuclear : Grey / Yellow / Brown / Black / Mature
pseudophakia / Aphakia

@ Cells Tobacco Dustihing /
(M) Normal / White / Yellow /

oS
Clear / VH / Vitritis / Asteroid / Synchisis
@ wnl/ Pallor / Edema / Cupping
() NAD /BRVO / BRAO / CRVO / CRAG
@ Hemi CRVO / CSCR / ERM / CME / CSME

FRN/DULL / CSCR / ERM / CME / CSME

@ MH / LMH / CNVM / DRUSEN / GA / HMD
HGE / ATROPHY / PIGMENT / 1J T / ESUDATES
N/ MYOPIA / TEES / PIGMENT / HGE / CWS /

@ EXUDATES / HGE / -VH / SUBHYALOLD / TERA / RD /
CD / COLOBOMA / BUCKLE / LASER / CRYO / MARKS

LE

/ NVD

GONIO / OM

COLOR VISION
FIELD OF VISION
FFA / OCT
BSCAN / ASCAN
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