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    BHEL MAIN HOSPITAL / TRICHY 620014 

¯Ë¯ ¿¯Ë ¿¿ß¾¿ Ï̄  �Ïû�¼Ï  �Ï Ï̄¿¯»Ï�¿« �¬Ïë¯¼Ï  ¬¿¿ËÏ  

« ¿¯¿½À¿«Ï  ¿¿Ë�Ï�½Ï : 

«Ï°±Ï: ______________½°ï: _____  Ï¿¿« Ï̄  :  �«Ï   «Ï«Ï   ð«Ï ²¿ Ï̄  Ï¿¿« Ï̄  

¯û¬Ïï½¯«« �«Ï :______________________ ¯¬¿: ___________ ¯Ï± Ï̄ : ____________ 

 �¬Ïë¯¼Ï  ¬¿¿ËÏ : 

÷ �«ï/ ¯Ï¿°¿»À¿«Ï  ¯û¬Ïï½ÏÀ«Ë �¿±«¯¿� «¯° ¿«± 

½¿Á¼¿«°�Ï «�ûÁ½ï ¯û¬Ïï½±Á¿°¿� �½¿° Ï̄ �«Ï Ï«¬ ¯û¬Ïï½±Ï 

��Ï�û�ÏÁ¬Ï «¬»À½¿� ¿»�Ï¿Á»Ï»¿±Ï. 

÷  �ÏÏ¬ «�°ËÏï«²¿«Ï  ¯Ï¿�Ï� Ï̄ , Ï°«Ï  ,Ï«Ï «¯�»Ï  ¯²Ïû Ï̄ , �¬«Ï ¯Ï¿¯¬¿ 

�ËÏËï ¿²¯�¿, �²ÏÏ��ÏÂ¿° �±¬Ï¬ÏÏ¯Ï¿�ÏÁ , ¿û¿¬Ï«¬¿²Ïû , �±¬Ï¬ Ï̄  

�«²ÏÏï ¯Ï¿Á¬ËÏ  , ë«±À±ËÏ  �½Ï¿«� ½»À¯¬Ï ¯¬�Ï� Ï̄  , ¬¯«À �¿° Ï̄  , 

Ï± Ï̄ë �¿° Ï̄  , �¬° Ï̄ À±À«Ï ¿¬Ï ï¿¬Ï¬ËÏ  , �ËÏËï , �±À¬¿� , �¿û�ÏÁ 

�Ï¬Ï¬¿« ¿«»ÿ�»Ï  ¯Ï¿«Ï ² �Ï¿°�Ï�»Ï  Á¿¬Ïï Ï̄  ��Ï�û�ÏÁ 

¿»�Ï�ÏÏÏ�Ï�ï . 

÷ À¯¼ «�«°¿ÏÏÏ¿�Ïß»Ï» Ï¿«Ï  ,  

�«�ÏÁ / �«ï �²¿«û�ÏÁ «¯° ¿«± ½¿Á¼¿°Ï  «�û�ËÏ  «�°Ï° 

� Ï̄¯¿�Ï¿¯²«Ï  . 

 

¯Ï¿°¿»À¿«Ï  «�«°¿ÏÏÏ Ï̄/ «Ïû¿±ËÏ  ¯±«�: ________________  

 

¯Ï¿°¿»À¿«Ï  �²¿«±À«Ï  «Ï°±Ï: __________________ 

¯Ï¿°¿»ÀÁ�«¿« �²ÿï«²: __________________ 

¯Ï¿°¿»À¿«Ï  �²¿«±À«Ï  «�«°¿ÏÏÏ Ï̄/ «Ïû¿±ËÏ ¯±«�: _________________ 

 

�¿�Ï¿°¿»±À«Ï  «Ï°±Ï: ________________________ 

�¿�Ï¿°¿»±À«Ï  «�«°¿ÏÏÏ Ï̄/ «Ïû¿±ËÏ  ¯±«�: ______________________ 

 

 



    BHEL MAIN HOSPITAL / TRICHY 620014 

 

 

     CONSENT FORM FOR CENTRAL LINE INSERTION 

Patient Details: 

Name: _____________________ Age: ____   Gender:  Male  Female  Other 

Hospital no.: ________________ Date: ___________ Time: ________ 

Consent Statement: 

÷ We have been clearly explained by the doctor that due to the patient9s condition, insertion of 

Central line (central venous catheter) is medically necessary. 

÷ We have been explained the nature, purpose, benefits and potential risks of the procedure 

which may include bleeding, infection, blood clot formation, pneumothorax, arterial 

puncture, nerve injury, cardiac arrhythmia, or in rare cases, life-threatening complications. 

÷ I, the undersigned, hereby give my consent for the central line insertion on me/my relative 

 

Patient9s signature/ Thumb impression: _____________________________ 

Name of the patient9s relative: ________________  Name of the witness: _______________ 

Relationship with the patient: _________________ Sign/thumb impression of witness: ________ 

Signature/ thumb impression: _________________ 

 



                       BHEL MAIN HOSPITAL / TRICHY 620014 
ï�ÏÛ�Ïßµ¿¿³Ï  ��°²Ï�� ßµ¿�°�Ï ��û Ï̄¿ , ��°²Ï�� 

Û¶¿� �°«Ï¿± Ï̄¿¬Ï  ï³ Ï̄  Û¶¿� Ï̄  ¯û¯û�Ï�¿¬ �­Ïë¯³Ï  
­¿¶ Ï̄   

 

««¿°¿´À¿¬Ï  ¿¶±�Ï � Ḯ : 

«Ï°±Ï: ______________¶°Á: _____  Ï¿¿« Ï̄  :  �«Ï   «Ï«Ï   ð«Ï²¿ Ï̄  Ï¿¿« Ï̄  

¯û¬ÏÁ¶¯¬« �«Ï :______________________ 

 

 

________________________ (« ¿°¿´À¿«Ï  «Ï°±Ï) �¿°  ¿«Ï , �¬«Ï  ð³ Ï̄ , �«Á 
ð�ÏÛ�ÏÁµ¿¿³Ï «�°²Ï¬� Áµ¿¬°�Ï «�û¬Ï¿, «�°²Ï¬� Û¶¿� �° Ï¿±¬Ï¿«Ï  
ð³ Ï̄ Û¶¿� Ï̄  ¬û¶¬²ÏÁ � Ï̄¯¬ Ï̄  «¬±À¿�Ï¿«²«Ï . �¬«¿³Ï �²ÏÏß Ï̄   «Ï¬¯� Ḯ , 
�Ï¬ÏÁ� Ḯ  ¯²Ïû Ï̄  ¯¿²Ïû ¿¿�Ï¬� ï¬²�¬´ ,�«�ÏÁ ¿¿�Ï¬� �´À�ÏÁ Ï̄  
¯û¬ÏÁ¶±Ï ï¬²°¿� ¿´�Ï¿«¿±Ï. �«Á ��³Ï À¬³ ¿� «¯¿�¯¿«  À¬³¿³Ï 
� Ḯ´Á �«ÏÏ¬¬ï Ï̄ À¿± ¿¿�Ï¬� ¯²Ïû Ï̄  «�°²Ï¬� Û¶¿� �° Ï¿± Ï̄  
«¬¬¶ÏÏÏß Ï̄  �«ÏÏ¬¬ï Ï̄  ¿«Ï  ïÿ¬¯°¿� �¿«¶«Ï . «�°³Ïï¬²¿«Ï«Ï¿Á 
�«�ÏÁ ¯°�Ï� ¯û ÏÁ ¶µ�Ï�ÏÏÏß Ï̄  �«ÏÏ¬¬ï Ï̄ ïÿ¬¯°¿� �¿«¶«Ï  . 
À¿± ¿¿�Ï¬�ÏÏ ¿±À¿«Ï  Àÿ Ḯ´ �¶Ï«¶¿û ¿¿�Ï¬�¿û Ï̄ �«Á �¿û�ÏÁ Ï̄  
�«±¿�Ï¿°¬Ï¿²ÏÁ Ï̄  �û Á¿ÏÏ¿�Ï� �´¿³¿« �Ï¬Ï¬¿« ¿¬´ÿ� Ḯ  
�²ÏÏ�³¿ Ï̄  �«ÏÏ¬¬ ¿´�Ï¿ï Ḯ´¬¬ï Ï̄  ¿«Ï  ë±À ÏÁ «�¿ Ḯ¿«²«Ï . À¿± 
¿¿�Ï¬� �´À�ÏÁ Ï̄  �¿°±Ï� Ḯ  ¬�Ï� Ḯ  «¬¿¿³Ïï¬² ¿²«Ï�¬´ �«Á 
Ï¿Á�¿ÏÏ¿²Ï�¿� ¿² Ï¬ ï¬²¿³Ï Ï°«ÏÏß¬ÏÁ¶¿±Ï� Ḯ  �«ÏÏ¬¬ï Ï̄ , 
�ûÏÏ¿ë Ï̄ ¿¿�Ï¬�¿«Ï  ¿¬´ÿ� Ḯ  Á¿¬ÏÁ � Ï¬ �¬Ï¬±¶¿¬ï Ï̄ �´À�Ï� 
�°³¿Á �«ÿ Ï̄  ¿«Ï  ë±À ÏÁ «�¿ Ḯ¿«²«Ï . ¬Á Ï¬ ¬± À¬³�¬´ÏÏ 
¿«ÏÏ²Ï¿°«Ï¿¿û Ï̄ �²ÏÏë �³Ï³Á �«¬ë Ï̄ ¿¬´ÿ� Ḯ  �²ÏÏ�Ï�¿³Ï  
¯û¬ÏÁ¶±Ï�«´¿ ,¯û¬ÏÁ¶¯¬« �¿°±Ï�«´¿ ,¯û¬ÏÁ¶¯¬««°¿ «Ï¿ûÏÏÏ³Ï³ 
�«ÏÏ¬¬ï Ï̄ �¿«¶«Ï  . 
 

« ¿°¿´À¿«Ï  «Ï°±Ï : ________________ ¬�«°¿ÏÏÏ Ï̄  /«Ïû¿±³Ï «±¬�: 

«¬¿/« ± Ï̄ : 
 

« ¿°¿´À Û° À¬«¿«Ï¿«°¿ �³Ï³Á ï¿«¶ß�ÏÁ Ï̄  ¿²«Ï  �³Ï³¿¬ Ï�Ï�¬Ï¿³Ï  
 

__________________________ (« ¿°¿´À¿«Ï  «Ï°±Ï) �«Ï  __________________ (�²ÿï¬²) 
�« , _______________________________ (« ¿°¿´À¿«Ï  �²¿«±À«Ï  «Ï°±Ï) �¿°  ¿«Ï  
, �¶±Ï �¿±ÏÏ¿�, «¯²ÏÂ¿° «�°³Ïï¬² / ¿¿�Ï¬��ÏÁ � Ï̄¯¬ Ï̄  «¬±À¿�Ï¿«²«Ï . 
 

« ¿°¿´À¿«Ï  �²¿«±À«Ï  «Ï°±Ï:  

¬�«°¿ÏÏÏ Ï̄  /«Ïû¿±³Ï «±¬�:     «¬¿/« ± Ï̄ : 
 

    �¿�Ï¿°¿´±Ï 
 

1. «Ï°±Ï : ___________________  ¬�«°¿ÏÏÏ Ï̄  /«Ïû¿±³Ï «±¬�:    

«¬¿: 

 

2. «Ï°±Ï : ________________   ¬�«°¿ÏÏÏ Ï̄  /«Ïû¿±³Ï «±¬�:    

«¬¿: 



                     BHEL MAIN HOSPITAL / TRICHY 620014 
 

 

CONSENT FORM FOR INTUBATION AND VENTILATION 

 

Patient Details: 

Name: _____________________ Age: ____       Gender:  Male  Female  Other 

Hospital no.: ________________ 

 

I, __________________ (name of patient) do hereby give my consent for intubation and 

mechanical ventilation. The treating physician/ doctor has duly explained to me all the risks, 

benefits involved and alternative treatment options. I am fully aware that my health condition 

is in critical stage and requires intensive care and ventilator support. I am also fully aware 

that I will be given medication/drug during the procedure for sedation purpose. I understand 

that each of the procedures under intensive care is linked to certain level of risk to my life and 

health and I have been explained about the risks. I understand that while the staff providing 

the intensive care will use their professional judgment and skill to the best of my safety, no 

guarantee can be made about the outcome of the care. In case of any event of mortality and 

injury, the treating team including physicians and nursing staff and the hospital will not be 

held responsible so long as appropriate standards of care are followed 

 

Patient9s Full Name:    signature/thumb impression: 

        Date & time: 

 

If the patient is unconscious otherwise lacking decision making capacity 

 

I, ________________ (name of the relative), ____________ (relationship to the patient) of 

_____________________ (name of the patient), hereby give consent on his/ her behalf. 

 

Name of the relative:    signature/thumb impression: 

        Date & time: 

 

Witness 

 

1) Full name:       signature: 

        Date & time: 

 

 

2) Full name:       signature: 

Date & time: 



 

 



 

                       BHEL MAIN HOSPITAL / TRICHY 620014 

 

INFORMED CONSENT FOR ORTHOPAEDIC SURGERY-BHEL MAIN HOSPITAL, TRICHY /  

�û¿Ë ¿¿�Ï¿��Ï�¿¬ �­Ïë¯³Ï  ­¿Ë Ï̄  - �û Ï̄ ëï¿ÿ �û¿Ë ¿¿�Ï¿� 

¯²Ïû Ï̄  ï� «Á �Ï¿°³Ï  ¿±Àÿ, ¿. »Ï�Ï.�.�³Ï . ï¯¬Ï ¿¯ ¯û Ï̄ïË¯¿¬, 

¿û�Ï¿±¿­Ï­ Ḯ´À  
 

DATE / ¯Ï¿: _________TIME / ¯Ï± Ï̄ : ________   HOSP NO / ¯. �«Ï .:___________ 

 

NAME/«Ï°±Ï: _______________ AGE / ¶°ï: ___ SEX/ Ï¿¿« Ï̄ : ___ 

 

I / My relative................... aged .............years has now been admitted in BHEL hospital, Trichy and 

I have been explained by the treating doctor that I have been diagnosed with .................................... 

involving ................................................... 

I have been advised by the treating doctor to undergo the surgical 

procedure............................................................. under anaesthesia. I am fully aware that this 

surgical procedure may/may not involve implantation of metal rods/plates/screws/prosthesis.  

_________________�¿° Ï¿«Ï  / �«ï �²¿«±Ï   ¯ûÏÏï¶¯««¿³Ï  
�ë¯¿�Ï�ÏÏÏ�Ïß, ¯ûÏÏï¶±Ï�´¿³Ï  Ï±À¯ ¿¿�Ï�ÏÏÏ�Ïß ¶³ï/��ï «�/�¿³Ï  / 

�ßÏÏë / ïï«�û Ï̄ë -³Ï  � Ḯ´ �û Ï̄ë �«�ÏÏï Ḯ´ï/ð�Ïß �û Ï̄ë ¯Ï°Ï¯¿« Ï̄  
� Ḯ´ï �« «Ï±À¿ÏÏÏ«±Ï. �Ï²Ïß ¯°�Ï� ¯ûÏÏï « ûÏÏ¿ �û«¶ ¿¿ Ï«  « °Ïï  

¯Ï«¶ÏÏÏ�Ï�¿³Ï  � Ï̄¿ (Rod) / Ï�Ïß (Plate) / ¿û�¿«À (Screw) «Ï¿ûÏÏÏ ¯Ï±Àß Ï̄/ ð�Ïß 

¯¿²Ïû « °Ï° ¯¶«Ï ß Ï̄  �« ¯ûÏÏï¶±Ï� Ḯ  «Ï±À¿ÏÏÏ«±Ï. 
 

Necessity of surgery / �û«¶ ¿¿ Ï«  ¯Ï«¶�Ï�¿« �¿±«�Ï� Ḯ : 
 

÷ Long bone fractures/pelviacetabular fractures (�û Ï̄ë ï¿Á) 

÷ Tumours (benign/malignant) {�û Ï̄ë ��Ï¿ (À±À° Ï̄  ß«²ÏÏÏ / ë²Ïû¯Ï¿°Ï )} 

÷ Degenerative joint disease (osteoarthritis) (ð�Ïß �û Ï̄ë ¯Ï°Ï¯¿« Ï̄ ) 
 

Complications of surgery / �û«¶ ¿¿ Ï« ¿«Ï  ¿«Ï  ¿«´Á� Ḯ : 
 

÷ Infection (ÀµÏ  ¿¿ÏÏÏ³Ï) 
÷ Implant failure (� Ḯ  «¶ÏÏÏ � Ï̄¿ ¯Ï¿³Ï¿) 

÷ Non-union /mal union (�û Ï̄ë à�¿¿ûÏÏÏ³Ï  / ¯¿¿ à¿¿ûÏÏÏï) 

÷ Deep vein thrombosis/pulmonary embolism (�±ÏÏÏ�Ïßµ¿°Ï  �«±ÏßÏ³Ï  / ë«±À±³Ï  
�±ÏÏÏ�Ï ßµ¿°Ï  �«�ÏÏë) 

÷ Bone cement allergy & its related complications (�û Ï̄ë ¿«¯«Ï �Ï �¶Ï¶¿«¯ ¯²Ïû Ï̄  
�Ï«Ï  «Ï¿�±Ïë«�° ¿�Ï�³Ï� Ḯ ) 



÷ Need for secondary procedures (¯Ï«¶ÏÏÏ�Ï�¿³Ï  ¯û �û«¶ ¿¿ Ï« � Ḯ ) 
 

 

 

 

 

 

I am fully aware of the complication arising out of the surgery as explained by the treating doctor. I 

hereby consent to the surgery /procedure to be performed on me in my full consciousness. The 

treating doctor and the hospital are not responsible for the intraoperative and postoperative 

consequences arising out of the procedure. «Ï±À¿ÏÏÏ �û«¶ ¿¿ Ï« ¿«Ï  
¯Ï«¶�«´Á Ï̄  ¯²Ïû Ï̄  ¿«Ï¿«´Á�«´Á Ï̄  �«Ï  ïÿ Á°ÏÀ««Á�«Ï  «Ï±ÀÏÏï 

«�¿«Ï ¯�«Ï . �û«¶ ¿¿ Ï« ¿«Ï  ¯Ï¿ï Ï̄  ¯²Ïû Ï̄  �û«¶ ¿¿ Ï« �ÏßÏÏ ¿²ß Ï̄  
�²ÏÏß Ï̄  ¿«Ï¿«´Á�û�Ïß ¯ûÏÏï¶¯±¿ ¯ûÏÏï¶¯««¯°¿ «Ï¿ûÏÏÏ³Ï³ �« 

�¿ÏÏï �û«¶ ¿¿ Ï« �Ïß ïÿ  Ï̄¯Ï Ï̄  «Ï±À¿�Ï¿¯²«Ï . 
 

 NAME/«Ï°±Ï Signature/thumb 

impression 

«�«°¿ÏÏÏ Ï̄  
/«�¯±«�ÏÏ 
Ï¿Á 

 

Date and time 

¯Ï¿/ ¯Ï± Ï̄  
 

 

Patient /¯Ï¿°¿´À 
 

 

   

Patient9s relative (mention 

relation)/  

¯Ï¿°¿´À¿«Ï  �²¿«±Ï 
(�²Áï«²) 

   

 

Witness /  ¿�Ï¿ 
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FORM NO.4A
(See Rule 7)

MEDICAL CERTIFICATE OF CAUSE OF DEATH
(For Non-Institutional deaths. Not to be used for stillbirths)
To be sent to Registrar along with From No.2 (Death Report)

I hereby certify that the deceased Shri/Smt/Kum&&&&&&&&&& son of/wife of/daughter
of &&&&&&&&&&&.resident of &&&&&&&&was under my treatment from &&&&&
to &&&&&&&. and he/she died on &&&&&&&&&&&&at&&&&..A.M./P.M.

NAME OF DECEASED For use of
Statistical

Office
Sex

Age at Death

Age in completed
years

If less than 1
year, age in
Months

If less than one
month, age in
days

If less than one
day, age in Hours

3. Male
4. Female

CAUSE OF DEATH

I. Immediate cause
State the disease, injury or complication
which Caused death, not the mode of dying
such as Heart failure, asthenia, etc.

Antecedent cause
Morbid conditions, if any, giving rise to the
above Cause, stating underlying conditions
last

II.

Other Significant conditions contributing to the
Death but not related to the diseases or conditions
causing it.

(a) &&&&&&&
due to (or as
consequences of)

(b)&&&&&&&.
due to (or as

consequences of)

(c)........................

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

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

Interval between
onset & death
Approx

&&&&&&&&..

&&&&&&&&..

&&&&&&&&..

&&&&&&&&..

&&&&&&&&..

&&&&&&

&&&&&&

&&&&&&

&&&&&..

&&&&&..

If deceased was a female, was pregnancy the death
associated with?
If yes, was there a delivery?  1. Yes    2. No

1. Yes 2. No

Name and Signature of the Medical Practitioner certifying the Cause of Death.
Date of Verification:&&&&&&&&&&&&&&&&&&&&&&&&&&&&.

SEE REVERSE FOR INSTRUCTIONS

(To be detached and handed over to the relative of the deceased)

Certified that Shri/Smt/Kum............................................... S/W/D of Shri&&&&&&&&&
R/O&&&&&&&&&&&& was under my treatment from&&&&&.to&&&&&.and he/she
expired on &&&&&at &&&&&&A.M./P.M.

Doctor:&&&&&&&&&&&&&..

(Signature and address of Medical

Practitioner/Medical attendant with

Registration No.)



MEDICAL CERTIFICATE OF CAUSE OF DEATH
Directions for completing the form

Name of deceased: To be give in full.  Do not use initials.  If deceased is an infant, not yet named at time
of death, write 8Son of (S/o)9 or 8Daughter of (D/o)9, followed by names of mother and father.

Age: If the deceased was over 1 year of age, give age in completed years.  If the deceased was below 1 year
of age, give age in months and if below 1 month give age in completed number of days, and if below one
day, in hours.

Cause of Deaths: This part of the form should always be completed by the attending physician
personally.

The certificate of cause of death is divided into two parts, I and II.  Part I is again divided into three parts,
lines (a) (b) (c).  If a single morbid condition completely explains the deaths, then this will be written on

line (a) of Part I, and nothing more need be written in the rest of Part I or in Part II, for example, smallpox,
lobar pneumonia, cardiac beriberi, are sufficient cause of death and usually nothing more is needed.

Often, however, a number of morbid conditions will have been present at death, and the doctor must then
complete the certificate in the proper manner so that the correct underlying cause will be tabulated.
First, enter in Part I(a) the immediate cause of death.  This does not mean the mode of dying, e.g., heart
failure, respiratory failure, etc.  These terms should not be appear on the certificate at all since they are
modes of dying and not causes of death.  Next consider whether the immediate cause is a complication or
delayed result of some other cause.  If so, enter the antecedent cause in Part I, line(b).  Sometimes there
will be three stages in the course of events leading to death.  If so, line (c) will be completed.  The
underlying cause to be tabulated is always written in last in Part I.

Morbid conditions or injuries may be present which were not directly related to the train of events causing
death but which contributed in some way to the fatal outcome.  Sometimes the doctor finds it difficult to
decide, especially for infant deaths, which of several independent conditions was the primary cause of
death; but only one cause can be tabulated, so the doctor must decide.  If the other diseases are not
effects of the underlying cause, they are entered in Part II.

Do not write two or more conditions on a single line.  Please write the names of the diseases (in full) in the
certificates as legibly as possible to avoid the rise of their being misread.

Onset: Complete the column for interval between onset and death whenever possible, even if very
approximately, e.g., <from birth= <several years=.

Accidental or violent deaths: Both the external cause and the nature of the injury are needed and
should be stated.  The doctor or hospital should always be able to describe the injury, stating the part of
the body injured, and should give the external cause in full when this is shown.  Example: (a) Hypostatic
pneumonia; (b) Fracture of neck of femur; (c) Fall from ladder at home.

Maternal deaths: Be sure to answer the question on pregnancy and delivery.  This information is needed
for all women of child-bearing age, even though the pregnancy may have had nothing to do with the
death.

Old age or senility: Old age (or senility) should not be given as a cause of death if a more specific cause
is known.  If old age was a contributory factor, it should be entered in Part II.  Example: (a) Chronic
bronchitis, II old age.

Completeness of information: A complete case history is not wanted, but, if the information is
available, enough details should be given to enable the underlying cause to be properly classified.

Example: Anaemia 3 Give type of anaemia, if known.  Neoplasm 3 Indicate whether benign or malignant,
and site, with site of primary neoplasm, whenever possible, Hear disease 3 Describe the condition
specifically; if congestive heart failure, chronic on pulmonale, etc., are mentioned, give the antecedent
conditions.  Tetanus 3 Describe the antecedent injury, if known.  Operation 3 State the condition for
which the operation was performed.  Dysentery 3 Specify whether bacillary, amoebic, etc., if known.
Complications of pregnancy or delivery 3 Describe the complication specifically, Tuberculosis 3 Give
organs affected.

Symptomatic statement: Convulsions, diarrhea, fever, ascites, jaundice, debility, etc., are symptoms
which may be due to any one of a number of different conditions.  Sometimes nothing more is known, but
whenever possible, give the disease which caused the symptom.

Manner of Death: Deaths not due to external cause should be identified as 8Natural9.  If the cause of
death is known, but it is not known whether it was the result of an accident, suicide or homicide and is
subject to further investigation, the cause of death should invariably be filled in and the manner of death
should be shown as 8Pending investigation.





                                                            BHEL MAIN HOSPITAL TRICHY 

Giving Consent for Eye Surgery 

 

I _________________________ Staff No.: ____________ have been advised by my 

treating doctor to undergo Right eye / Left eye cataract surgery at our hospital. Since 

I have other co morbid conditions like Diabetes / Hypertension / hypothyroidism / 

Cancer / lung / Liver disease / Cardiac diseases, post-operative visual outcome could 

not be guaranteed. Doctors / hospital staff / management are not liable to such 

consequences.  

I willingly acknowledge and sign this consent form. 

 

Date:                                                                                                                          Signature: 

 

 

 

 

 

 

 

 



BHEL MAIN HOSPITAL TRICHY 

�«Ï   �û¿Ë ¿¿�Ï¿��Ï�¿« �¬Ïë¬»Ï  �¼À¬Ï¬»Ï  3 Consent 

�¬�Ïß  ________________________ Staff No.: ________________ �¬ï ¿¼ï / ��ï �«Ï «À¼Ï 
ë»Ë �û­Ï­¬¿� ¯û¬Ïï¿ËÏ ð¼ Ï̄ �¿«Ïï ��¿«Ï ��¬Ï . �¯Á Ï̄ �¬�Ïß �»« 
�«¿°Ï�½¿¬ �ËÏ�Ï�»Ë �«¿°Ï / �Ë¬Ï¬ �ÿ¬Ï¬ �­¿»¬ / ¿¿­Ïë �«¿°Ï / «Ë Ï̄¿°¼Ï 
�¿ËÏ«Ï¬ �­¿»¬�½Ï / ë»Ïû �«¿°Ï / �¼ÏÀË¼Ï �­¿»¬�½Ï / ï��Ïß ¿¿¬ Ï̄ / �«Ï  «Á ËÏ 
�ÿ¬Ï¬ �«¿°Ï / �«Ï  «Ë Ï̄ë � Ï̄­«Ï¬­Ï­�Ï� �«¿°Ï�½Ï �û­Ï­¬¿¼Ï , �û»¿ ¿¿�Ï»��Ïß 

¿»ß �«Ï¬ �½¿»Ïß ­¿ËÏ»¿ ¿û Ï̄ �¬Ï ­¬»Ïß �«Ï¬ �¬Ï¿Ë¿¿¬ï Ï̄ �¼Ï»¼ �¬Ï ­»¬ï Ï̄ 

¯û¬Ïï¿ËÏ ð¼ Ï̄ �¬½À¿¿� �¿«Ïï ��¿«Ï ��¬Ï . �¬¬¿¼Ï �»Ï­ß Ï̄  ¿¬Ï ¿»½ÿ�û�Ïß 

¯û¬Ïï¿�Ë¿ , ¯û¬Ïï¿¯»¬�°¿ , ¯û¬Ïï¿¯»¬ �¿°ËÏ��½¿ �­¿û­Ï­¼Ï¼ .  

�«Ï¬ �«Ï  ë»Ë �û»¿ ¿¿�Ï»��Ïß «¿¬Ï  �¬Ï  ��¿«Ï¬ ¿û­Ï­¬Ï¿¬Ï  �­ËÀ¼Ï  

»��°¿­Ï­¿ß¿�»¬Ï   

 

�­Ï­¿�Ïß 

�¬¿: 
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w!!l
MEDICAL ·DEPARTMENT r

-

HOSPITAL DIET SHEET

r EMPLOYEEDETAILS PATIENTDETAILS

Name of the Name of the

Employee Patient

Staff No. Attendant

Designation Bed No. Ward

Department Age Sex

Basic Pay Rs. Relationship

I Shall be liable to pay the diet charges incurred that may be recovered from my salary

Date: Signature of the employee Ph. No.

Diet may be given to the Patient's Attendant also

Date: Attending Doctor

DIET DETAILS

Diet issued from Diet issued upto

Date Time AM/PM Date Time AM/PM

Signature of Staff Nurse Signature of Staff Nurse

/ / / / VV /
/ / / / / / .>

/ / / / / / /
/ / / VVVV
V / V .>.>.>/

SUMMARY FOR OFFICE USE

EDP-
Diet Supplied Total Rate

Total
Staff No. Diet Code No. of per

AmountFrom To Days day

C) C)

Prepared by Checked by Supervisor



AGE :. STAFF No.:

DEPARTMENT

IIBHARAT HEAVY ELECTRICALS LIMITED
Tiruchirappalli - 620 014.

: MEDICAL DEPARTMENT

471.013 ELECTRO CARDIOGRAM

ECG. NO. : DATE:

NAME:

HISTORY I SALIENT CLINICAL FEATURES
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BHARAT HEAVY ELECTRICALS LIMITED

TIRUCHIRAPALll 620 014

MEDICAL DEP~RTMENT

. SHIFT SHEET

,)

DNI"E: SUPERVISOa SHIFT:
.i··

WARDS STAFF NAMES DRESSER/MA/MW S.WORKAS

.~
CASUALITY

,

I'
r

I

EYE WARD

,
PAEDIATRIC

t, .
MATERNITY

,

"

NEWSPLWARD ,. , '.

SCN
!'"

" .\'
MSW

'ISOLATION

..

I,

"

..
"

.;

FEMALE

"
,

SPLWARD ~

MALE
.I

. .~-- .•.-,.
ICU . !.

POW .
,.1C'·

, -, ,.

MIR
,

MDR
'.;'-

.
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