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OREGANO LIFE PVT. LTD

Healing with Ayurveda Panchkarma
11, Krishna Kunj,Main Market, Laxmi Nagar, Delhi - 110092

Healing with Ayurveda Panchkarma

( 93136-66680
Dr. Himanshu Verma UHID No.: 4L 07743
BAMS, D.A.K, D.P.C (Ayurvedacharya) Age:L10 Sex; M
- L s {
ORTHOCARE Name: ng“n A ’L Date: .l )i,
i D e aid O O | _ ' >0
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GASTOCARE 4.samhana \1.dbupe ot PVT. LTD.

o Acidity s.pramana ol 7} K“,‘xmaﬂéﬁm }

» Constipation 6. Satmya Pb-gjh— Ma n““"”t{f‘ &“[%ggaga
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FACILITY Vitals:
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Oregano Life Pvt. Ltd.

orec;rmf‘) ure I'1, Krishna Kunj, Main Market, Laxmi Nagar, Delhi-110092

INITIAL ASSESSMENT FORM

DATE: | L‘i\"\‘a UHID No: 0 L © U3 OPD No.:Ut.-/oP } F5°3

PATIENT NAME: @Q-m g'?bkﬂr/(:\

S/W/D Name: Qn.mTe,? %’rlﬁ/& PHONE Nn-q,é SYqR D\

PATIENT HISTORY:

PAT!ENT AGE:

Lo

F

i Diagnosis:
1] ] Civil Status Single Marriev’l\lumber of children:
2. Hlstoryof the traumalillness | Date: 'TCircumstancesttiulng\r;

| Associated diseases: |
3. | Medical History/Treatment | Hospital: | Care: Q’H (anu

|Evolutron5:nce the begmmng | Improved u\;msg | Remarks: - -

— | = :
Medication:

. Mental activity

Quick mind restless

| X-ray/Other ex:

|1 sharp intellect aggressive [ Claim stead stable
Memary [ | short-term best l [ Goodgeneral memory II |:__Long ~term best B
Thoughts - | Constantly charging 1 Fairly steady | T steady stable fixed
Concentration | Short-learn focus best [ Better than average mental i [ Good ability for long term
concentration focus
Ability to learn —— | Quick grasp of learning o | ] Medium: to moderate grasp ]_Zj Slow to learn
| Dreams E-’! Fearful flying running ':] Angry , fiery violent | [ includes water clouds
| jumping | adventurous relationship , romance
Sleep 1 | Interrupted light | Sound medium '| [—_Isound heavy long
| Speech = | Fast sometimes missing | III Fast sharp clear cut \ [__1sound ,clear sweet
l words =
Vaice =¥ High pitch [:! Medium pitch
Mental profile

' A Low pitch __ -

Eating speed Quick 1 Medium Show
Hunger level = 1| irregular iD iharp need food when \ [¢Can easily miss meals
ungry
Food and drink —1 | Prefers warm ]L,A Prefers cold 1 [ I Prefers dr\,r and warm
Achieving goal C1 | easily. dnstracte:d N B |_E Focused of driven | = slow and steady i
Giving/donation — | Gives small amounts | Gives nnthlng ar Iarge | [Gives regularly and
= amount infret."uenll\.I generously

| Relationships :{']’1: Many casual o Intense - —Jiongand deep

| Sex drive — | Variable or law ] Madera'r.e ) i |:1$trons .

| Works best [ | White supervised — Alone | i groups
Weather preference E | aversion to cold —l [T  Aversion to heat |:| A\rersmn to damps cool
Reaction to stress C_1 | Excites quickly |:| “Medium gsluw to get .emted_ -
Finances 1 | Doesn't save spends quickly 1:1 {Save but big heat) Save regularly .

o | - accumulates wealth
Friendship L1 | Tends towards short term [ Tendstobealonger Tenqs to form long |
Eri&nd-"hin makes friends friends related to lasting
o occupation e —
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Pain Score

Functional Evaluation:

Balance disorders
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Mmination Assesement

ASTA VIDHA PARIKSHA

S No Asta Vidha

Date | NextReview  NextReview  Sign Remark
.-Pmu“h. | ) Date Date |
k& e LB, - /12 |ax Pt
2. we | )
3. Face (Aki %E&:\ ll . ' ﬁ{)’wf\\;—/
a. " Eve (Dirka) (&H\ | ) ﬁf\p
5. hwho @ .. | | {-}kwf\,/
; 2 Kastho (Stool) @ | . ‘ _ | Jal\w_\"»
8. Nadi (%, ) | ) \ _%M\L__
DASH VIDHA PARIKSHA
SNo  Pariksha i Date Next Review | Next Sign  Remark
S i -+l N
+ | prakuti \:Jab\f ]"QJ_Q_%H o plw |
2. Vikruti o f;l-ﬁ L j—/&”i\k q
» s (Y|, 7 |, TR
PR Py ] ?‘_&ML
— T
6. Saimyaéﬂj}:i: '. | | | aﬁ\wl\l
7. Satva ) | | ) ‘| \ | Y\wl\v
8. Aahar shaktiG:_ )| | ‘ |l 5{,0,1\«
. Vaya (v ) | Ii |; ‘:&W-r\k
10 Vyayani Shak(( fi® ll



' ail Oregano Life Pvt. Ltd.

oreGANO Life 11, Krishna Kunj, Main Market, Laxmi Nagar, Delhi-110092

NUTRITIONAL ASSESSMENT FORM

I. Identifying rn{ormaﬁon
Full Name: P'\er\ ({YT‘M_?-{.L
UHDNo: _ Loy Y

Date : _ _”—”4.\_
Age: YT sex: ™

Ethnicity: [1-Hindu (1 Muslim [J Christian[] Sikh [] Jain[J Tribe[] Other: -
Referring Clinician:

Reason(s) for visit:

Il. Medical History (please give full details)

o Diabetes  YESINQ-~ HBA1C....ccccouuuu. T R, Medication

° HTN YESIN Last recorded value .............. SINCB..cceeeuariraninnd medication
L CAD YESJNO/ _ STENT/BYPASS/MEDICINE SINCE...MEDICATION

L] THYROID YES.'NO/ REPORTS......ccouenee SINCE......cccuueind MEDICATION

®

MENTRUAL HISTORY MENSTRUALCYCLE....==

Are you allergic to any food or drink? Yes or No
If yes, please specify. - Nlo

* Do you get a rash or edema from your allergy? Yes or No

Do you take any vitamins, minerals and/or food supplements? Yes or No
If yes, which ones Q\JU

Have you had any major injuries, hospitalizations, or operations? Yes or No
NY
If yes, what No

Do you have any chronic illnesses? Yes or No
. I”' -.
If yes, please explain NI

(Examples: Shortness of breath, Heartburn, Constipation, Excessive thirst, Headaches, Pain, bleeding ete)

Do you take any medications on a regular basis? Yes or No
If yes, what medication and what dosage No
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p]Jease explain about ' 214Gt ‘“‘
prelitE‘.ZCW{-“" '\"Z"a...{‘.\\ L T a ol
Food habits : Noew o .

Daily working hours: (-lw L\ v

Exercise
- L\ 11

:4 aed A Z_I‘

Job profile : ey v
Height: & " & ’i\' ]

Weight .. }e -r-k

Have you ever been diagnosed or do you suffer from anxiety? Yes or No
If yes, please explain o

Have you ever been diagnosed or do you suffer from depression? Yes or No
If yes, please explain Ne

Have you ever been diagnosed or do you suffer from an eating disorder, such as, anorexia,
bulimia, or binge eating? Yes or No

If yes, please explain NS
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w0 Oregano Life Pvt. Ltd.

ﬁreGﬁno ufe 11, Krishna Kunj, Main Market, Laxmi Nagar, Delhi-110092

N COVID-19 MANDATORY SELF DECLARATION FORM
Namet'\ll‘*’“%jl", ['\Age "'1 ...Gender:M/F.... A

Date ..... 1J"6R 2{(& Contact Number : % S, Llc{’oﬁ 2.0, [ o |
Address:.. k e e, L&KL“ 'u“_;]w“\‘ 3 \ML"’“"LLLLJ ‘”'t){“"f

Due to the ongoing and rapidly changing situation with the novel-corona virus (COVID-19), we are requiring all visitors to the
Oregano Life Pvt. Ltd. to fill-out the self-declaration form below.

Do you have any of the following flu-like symptoms ?

__r Fe\.rer _ - - : o Yes ~_No -
_ DryCough - ﬁ Yes | No ° |
| soreThroat - | Yes| No~ |
Diarrhoea ) o o ~Yes | No
Breathlessness - - ‘ _Yes | No_— |
. Asthma - _ ) . Yes No |
| Other : Please specify - ] Yes| No
® History of travel in the recent one month nationally and internationally?
) i : N N
®  Any contact history with a person who had returned from foreign country ? If yes, please specify.
e
° Purpose of your visit : For(ggnsultatlon, Patient attendant / other reason?
v CD S0 M&'\
= A
®  Have you come in contact with the covid-19 positive patientin last one month?
e
@  Have you attend any gathering or visited any crowded market place in the last 14 days ? If you,please specify
®  Areyou taking any precautionary measures for boosting your immunity prior to coming ? If you,please specify
®

Kindly share your status of Aarogya Setu app? Red / Orange / Gregr:

- (_"LHL iy

I hereby assure that whatever information | have provided is correct and true to the best of my knowledge.

Iflaman asymptomatic carrier or an undiagnosed patient with covid-19, | know it may endanger doctors and clinic staff. Itis my
responsibility to take appropriate precaution and to follow the protocols prescribed by them

balso knlr.:w that | may get an infection frF:m the clinic or form a doctor and | will take every precaution to prevent this from happening
ut | will not at all hold Doctors and clinic staff accountable if such infection occurs to me or my accompanying persons

R .
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R Oregano Life Pvt. Ltd.

oreGANO Life I, Krishna Kunj, Main Market, Laxmi Nagar, Delhi-110092

FEEDBACK FORM (wfafosar wid)

UHID No: 0L opD No: OLJCP 25 1PD NO: ot Date:.l...)!.:{.]...,’.i..? ......
)
patient Name [ﬂ"ﬁ'ﬂﬂm} \k\t\m‘\ o C)»i [T (x\ _______ Age (39) AT Sex (ﬁa'rn I 1 —
Name of W/0, D/0, $/0 ( war/afay @1 7). K0 .. L] S

Phone No (B ). J.£.5. 1433116
Name of Doctor [STaT BT ATH. ...y

Dear Sir/Madam, ftm::rs\aqms’lam'] - )

We want know your opinion. We would appreciate if you would spare us a moment of your valuable time in providing us
your feedback regarding various aspects of medical care and hospitali that were extended to your stay here with us.

o7 U T ST AT # B o1y Y TR H3 9 ST EH 3 Hea WY 1 el & off B
S R, 2E AR St ¥ A el 3 S H o 2 giaieea T @R § Heg PRI g |

R B s e S R G o [
S.No | services/ dart [ Good / 35T | Not good/
Yes/ Bl | 3IE§I=I‘€f
N S _ L NoMET
1. Do you found, Time period spent on your assessment is sufficient or not? \{' o
S e & e Sy g R e e g | L
2. 1 Explained about diagnosis and treatment? ‘ \( e
g ok STER & i # w2 c IR
"3, How is work experience of staff? o ' | (;_1 - 1
f &1 BT SFHE H1 3 ?
4. | During ycﬁprdb_lém did emp_ib_yee or 's:t;jff'reéﬁnd yod on time or not? i e 4
T T TR R T 2, ) 31 A & 7 | e
5. Did staff treat you with dignity and respect? _
1 T 3T TR AR T b WY HAGR FIAE ? E | Nes
6.  How \A;oul-d_yé_u feel _during treatment? 1|_ . 1 ‘
R i kL eeq
7. Did you have confidence and trustin the staff? I
B L T A et |
8. What one thing would you change about the department? | NA©
< R & o1 T o O e e A U gURAEa® L |

Your comments | 3T0&% a3
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