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DISCHARGE SUMMARY

DEPARTMENT OF

NSHI:

Patient Name:
Address:

Date of Admission:

CLAIM CODE:
Age/Sex:

Blood Group :
Date of Discharge:

Contact No: Bed No.: 7

ICU with Ventilator Stay.....Days (From..... to..... HDU Stay: ... Days (From....... | K B ) B

ICU Stay: ......Days (From......... toon. ) Post OP Ward Stay: .......Days (From......to.......)
General Ward Stay: .......Days (From ........ to........ Total Stay :

DISCHARGE STATUS:

PROVISIONAL DIAGNOSIS:

FINAL DIAGNOSIS:

PACKAGE:

‘ S.N. Code Package

CHIEF COMPLAINTS:

CLINICAL DETAILS WITH HISTORY:

CO-MORBIDITY DISEASE NOTE:

DRUG ALLERGY:
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INVESTIGATION:
Test Result

DISCHARGE SUMMARY
DEPARTMENT OF oo,

MEDICATION AT HOSPITAL:

Date " Medication Frequency (times a day) Duration (Days) Advice
MRI NOTE:
CT NOTE:
ICU NOTE:
VENTILATOR NOTE:
BIPAP/CPAP NOTE:
OPERATION DESCRIPTION:
S.N Date : Name of Operation Operative Procedure Note/Anesthesia Operative I—‘iqdings
PROCEDURES NOTE:
n
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DISCHARGE SUMMARY

DEPARTMENT OF oo,

CONDITION AT THE TIME OF DISCHARGE:

MEDICATION AT DISCHARGE:

Medication

Time (times a day)

Duration (Days)

Advice

FOLLOWUP ADVICE:

Date

PREPARED BY:
Dr. Name:
NMC NO.:

.- Signature:

Time Advice/Note

CHECKED BY:
Dr. Name:
NMC No.:
Signature:

CONSULTANT:

1.

Dr. Name:
NMC No.:
Signature:
Dr. Name:
NMC No.:
Signature:
Dr. Name:
NMC No.:
Signature:
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