ARAVIND EYE HOSPITAL

& POSTGRADUATE INSTITUTE OF OPHTHALMOLOGY

In - Patient Record

Name :

Address

M.R. No.

Date of Admission :

Discharge

Age: Sex: M/F

Diagnosis

Diagnostic Code No.

RE

LE

Admuitted for :

Treatment / Surgery

Treatment / Surgery Code No.

Pre-Operative Instructions

Asthmatic

Hypertensive

Diabetic

Cardiac

Allergic to

Others

Remarks :




Authorisation for giving Amaesthesia and doing Operation

I hereby agree whole heartedly for performing operation and / or giving anaesihesia in
Aravind Eye Hospital, Madurai for the undermentioned patient. If anything untoward happens
during the course of anaesthesia and / or operation, I also admit that neither the hospital
administration nor the doctors and other employees of the hospital will be held responsible for the

same.

Name ofthe Patient :

Date : Signature
Patient/ Parents / Guardian
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Please translate this text in your local
language and carry the same on this page
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