Safety Committee
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S| Members of the committee Names of the committee members
il Clinical Quality Officer Dr. Sonam Kashyap
i Doctor In Charge - Panchkarma Dr. Sonam Kashyap
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4, Administrator - Bio Hemant Kumar
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Dr.Sonam Kashyap

B.A.M.S

ORTHOCARE
® Jaint Pain
* Cervical Pain

¢ Low Back Ache

PANCHKARMA

e Detoxification

* Rejuvenation

* Shirodhara, Shiro Basti
Shiro Pichu

¢ Kati Basti, Prishla Basti |

Janu Basli
¢ Akshi Tarpana
e Nasya
* Basti
e Abhyanga

e Swedanam

GASTOCARE
o Acidity
o Conslipation

e Liver Treatment

FACILITY
e Steamer
® Panchkarma Room
e Ayurvedic Treatment
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unip. 8. 2020 611 opPD.2.0.249549:.. Room NOwsnLerssre DAt dibl J2.1EL.

3:QD.P)~Age(3W].HB Sex(ferm F.

Name Of Patient [Rvft &1 A t\’ts

Name Of Father/Husband(fra/afa &1 @1#) LO!D"HTT..)) .

Date Of Treatment(ITAR # fafr }...\.S..tlnl.sl.......Time of Treatment(3THTX &1 gHA)

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

Assistant Doctor (H&THSH IqANE) = .
Doctor Incharge(¥ETe® W?TS‘OMMPQHLW_

Treatment end Date(3YET FATA fafd) Ishv\u Time End Of Treatment (37T &T mmvmlff‘hnpha
iAo NN i it
Procedure{qﬁrﬂn..........@.J.]..C.!..\.{.C.Pf Jan s

Diagnosis(X1T ﬁ'l'ﬁ'ﬂ'}obﬂ}’d ...........................................................................................................................................

Address & Phone No.(JaT Td HIe .) QAZC"". UMMM%{MQ”[%?,
(9212451398 0

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

Result Cured/Relived Investigation Only Expired

GOVT.Insurance.

Payment :- CASH TPA Name/No.

UNDER TAKING FOR TREATMENT INVESTIGATION & FINANCE ETC.

panchkarma Clinic (A Unit of Jeena sikho Lifecare Pvt Ltd) at my own

| am getting admitted on day care basis at Shuddhi Ayurveda
onsent after understanding benefit and out come of treatment.

risk and i am ready for the ayurveda treatment . | am giving my ¢
the information given by me are absolutely correct .
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erms & Conditions

1
2.

S.
6.

| have opted on my own for admission into this clinic and will pay the bills as clinic rules and regulations.

The management reserves the right to admit or discharge the case amendment /modify rules,regulation and the charges without
notice or assigning any reason there of .

The facilities provided in the room are maintained in working order but any failure in their functioning does not affect the charge
and the management accepts no liability for the same. The Clinic accepts no responsibility for any loss or inconvenience caused
by strike, lock out, water, telephone,electricity and air-conditioning failure etc.

Patients are advise not be bring any valuable or any jewellery or any other luggage with them. The Clinic will not be responsible
for any loss or theft .

Suggestions/complaints may be given in writing at the reception.

All bills to be paid in cash, govt. insurance/TPA / private insurance/ cheque’s are not accepted.
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e ] prakurti Chart Form

UHID 320 2 611 ...  ROOM NOwwwinmeesses Date..:S.

xindly add mental, behavioral, emotignal and physical profile subtotals to attain the final tot

1olal.....

al. The dash with the highest total is

your mind body type.

MENTAL'PROFILE

Mental activity [—=1"| Quick mind restless [] Sharpintellect aggressive [ Claim stead stable
Memory [ | Short-term best [1 Good general memory [}~ Long—term best
Thoughts [} Constantly charging [=1"" Fairly steady [ Steady stable fixed
Concentration ST Short-learn focus best * [_] Better than average [ Good ability for long term
e mental concentration focus
Ability to learn [ | Quick grasp of learning [] Medium tomoderate [] Slowtolearn
grasp
Dreams [ | Fearful flying running [ Angry, fiery violent [ Includes water clouds
jumping adventurous relationship , romance
Sleep [ | Interrupted light [ 1 Sound,medium [ Sound heavylong
Speech [ | Fast sometimes missing [E—=1 Fast sharp clear cut E=" Sound ,dear sweet
words
Voice [=1 | High pitch [1 Maedium pitch [ Low pitch

Mental proFIe

friendship makes friends

friends related to
occupation

Eating .r.peed 1 | Quick 1 Medium Show

Hunger level [ irregular Sharp need food when [] Can easily miss meals
hungry

Food and drink L1 | prefers warm C_J  Pprefers cold C_1 Pprefers dry and warm

Achieving goal [ | Easily distracted [ Focused of driven [ Slow and steady

Giving/donation [ | Gives small amounts il .Gives nothing or large E/Gives regularly and
amount infrequently generously

Relationships [ | Many casual ] |Intense [ Longand deep ]

Sex drive 1 | Vvariable or law ] Moderate [ Strong

Works best =3 | White supervised 1 Alone [ Ingroups

Weather preference [ | Aversion to cold [ Aversion to heat ] Aversion to damps cool

Reaction to stress [ | Excites quickly [ Medium 1 Slow toget excited

Finances [ | Doesn't save spends quickly = (Save but big heat) == Save regularly accumulates

wealth
Friendship [ | Tends towards short term = Tendsto he alonger =] Tendsto form long lasting

Drytc:

cugh skin ,insomnia , constipation ,fatisue, peadaches . intolerance of cold underweight ¢. losing weight
8 anxiety ,worry ,and restlessness , attention deficit with hyperactivity disorder .

M Rashes inflammatory, skin condition, stomach ache, diarrhea, controlling and manipulative behavior, visual
& problems, excessive body heat, hostility irritability and excessive competitive drive.

0Oily skin shows digestion, digestion, sinus congestion, nasal allergies, asthma, and obesity. Skm growths,
possessiveness, neediness, apathy, depression, difficulty, paying attention.

INSTRUCTIONS FOR PANCHKARMA

1.Warm and hot water for drinking.

2.Hot water for bathing.
3.Avoid day sleep.
4.Avoid awakening in night.

5.Pass natural urges (urine & stools) before Panchkarma treatments,

6.Don't suppress natural urges.

7.Don’t do excessive workout exercise

8.Don’t expose to clod air of hot sun.
9.Avoid stress and strain during treatment.
10.Don’t travel on vehicles immediately after treatment.
11.Immediately after traveling or exercise should be not taking and panchkarma treatment.
12.Avoid coitus during treatment period.
13.Take proper rest during and after treatment.

‘14, During treatment patient should be kept on light and hot diet.




PANCHKARMA CONSENT

Date (R=Ta) L!..l!n]a.; Age (3H) evrnnens Yé
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We are informed abou&f’the therapy & also about the complication in which e.g -

swelling in Joints | Tingling sensation [
Pain in Legs . [ ] Tenderness [ ]
Tenderness/in abdomen [ Numbness JOFCT)
Backache /I () Vomiting g sl
Increase pain [ ]  Loose motion
Fever /| frr=a Decrease B.P (B
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> After Explaining about the complication & the benefits | will be responsible for everything and give full permission to

the doctors & the therapists to perform.....f:[l.'.‘.MfQ.‘p..]dr.l()

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

> Therapist's Name: H.’a : 7 o b e e = Therapist’s Signature ..pp..\¥o i
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Covid-19 Mandatory Self Declaration Form
Name:. 048y lCdven,  Deyl .  Date: lelula el

LU T

Address :.Q2.¢— Y, Voaaled ... PM No.- M‘i

T T L L L L e R T PR T PP PR

sans
e
M T T P T C TR T T R T LR R R L T

Age . q E) .Contact Number :. q ﬁi 3 Li—{ 13 l‘1 Gr ..Gender :M/F...... E

Due to the ongoing and rapidly changing situation with the novel-corona virus (COVID- 19},we are reqmring all
visitors to the Clinic to fill-out the

self-declaration form below.

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

Fever Yes No o
Dry Cough Yes Nolli—
Sore Throat Yes No N
Diarrhoea Yes No
Breathlessness Yes No \—
Asthma Yes No a7
Other : Please specify Yes Nollha—+

@ History of travel in tiie recent one month nationally and internationally?

N

® Anycontact history with a person who had returned from foreign country ? If yes, please specify.

N

® Purpose of your visit : For consultation,Patient attendant/other reason?

(DA W ol o

@ Have you come in contact with the covid-19 positive patient in last one month?

: N

e Have you attend any gathering or visited any crowded market place in the last 14 days ? If you,please

Ny

@ Are you taking any precautionary measures for boosting your immunity prior to coming ? If you,please

specify.
No

® Kindly share your status of Aarogya Setu app? Red/Orange/Green.

Crye o

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

specify.

If | am an asymptomatic carrier or an undiagnosed patient with covid-19,1 know it may endanger doctors and ciinic staff.
It is my responsibility to take appropriate precaution and to follow the protocols prescribed by them. '

| also know that | may get an infection from the clinic or form a doctor and | will take every precaution to prevent this

from happening but I will not at all hold Doctors and clinic staff accountable if such infection occurs to me or my

accompanying persons.
= Signature

KAV —
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Has been clearly explained about the PrOCEAUTE ...t iiisssimssmmisss s sssssssesssasmssssestsssnsseabes susass sssssssasssnsss s st ssssassunsnsnne seasess

By Drgbk\.&mr.ﬂ'/\\«.‘ajxp :

It have been clearly explained about the complications and other impacts of procedure by the doctor clearly in my
own language. | have been explained about the expenses for the procedure clearly. | have been explained about the
procedure and in case of any emergency or further referral to any higher centre, the required expenses in that case
will be paid by me. | am giving my concent for the procedure mention about.
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Place (¥UTe) WA.PW‘Q'\%L)
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/
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FEEDBACK FORM (wfafiar i)

Namorrrs s leivews Do o Age(ma).. .5 sex(frm. F. .

0PD: 2024 3.0, UHID No.. 3 S 202161 ..
Address mar: . Nec.— Y, VoaunahAag ‘P‘WN 0. 1Y, . R

Phone No./ B+ .: Q Y RTRY G . EMall ERAT 2 o.oveeesorebiansnmnssasssasssnmsasaraonssn sinsrssar insan iy
Name of Doctor [34e{ &1 AH; rbY Sownam ’Q,%QLLUQ-P IR T I
Dear SirfMadam, ¥ #igigal Hgean

We want know your opinion. We would appreciate if you would spare us a moment of
your feedback regarding various aspecls of medical care and hospitality that were extended to your sta

€7 WO TT AT qES E EH AT Y WG FI IR AT G T Hedand WA F HET & S EH
oy Rfe, Wmﬁ%w*ﬁ%w*m#mﬁﬁmmmﬁmm%l

your valuable time in providing us
y here with us.

: St R @1 Feer & aNE HqHa fran :
| S.No | services/ &arv Good / 3=aT | Not good/ 3BT
Yes! &1 €T No/aiél g}
_'_ 1. | Do you found ,Time period spent on your assessment is sufficient or not ? 7
A S & AT Slaex & Zanr ar r wHg sl §oAr A ?
2. | Explained about diagnosis and treatment ? N7
fAgre 3R 39gR & IR & FHHET ?
| 3. | How is work experience of staff ? & o4
FaaRal 1 #14 Jigaa & 2 i
4, During your problem did employee or staff respond you on time or not ? N7
S HIT IO HHEEN qA §, A FAI SF § {AT § 2 y;
51 Did ciaif treat you with dignity and respect ? e
Fg7 HAAN 39 F ARAT HR T F Y AR WA & ? il
Eip How would you feel during treatment ? ~—
EATsT & NI 394 T e T ?
7. | Did you have confidence and trust in the staff 7 C, W
FGT WY FHA & A GAAT A FIC 8 ? I
8. What one thing would you change about the department ? e N
o fasmT A F% ww o RN AT o I GUR A6 § 2 -
Your comments / 3iT9& HHTd

N O
Date: '5119|&1 Signjture (Patient/Guardian)
Signature (Clinic Auth Signature,(MD/MS)

\(\M

p——
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Patient’s Name(X3ft &1 1) g
Father's/Husband’s Name (RIaafear &1 1#) Nlﬁ"HY*%L\“J'PQ% ......... "Vﬁ"\ ................................
Date (f&eTa) tg.l.lﬂl')rf .......................... Age (3H) ccvuueee UL s Sex (ferm) R e e
'
Procedure Perform {ﬂ'ﬂﬂl‘n ............. ‘L?dv ................... I oo e Al
S
Provisional Diagnosis (7T fag)... Qij
Yo
Final Diagnosis Wﬁﬁ!ﬂ'ﬂ'} N SYVIQ AN - e
Doctor Name (fRf&cws @) ... Y go HQMMW*

Therapist Name( HgTd& ATH) LM - I

Details of Therapy :
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CHARGES CONCERN FORM
Name (s A8 b bt DAV Do (sreff o ardvany: ......Lt.l.\.p..(.:f; ............................
ABE (3] R SeX (BT Fosronns UHID il 4. 3224, 6.\l... OPD: 22.24940......
W/0, 5/0, D/0 (R ) :t-.s.ﬂ.p..:..lfﬂ.x;...Rkﬂﬂ.mx%ay%;n harmamﬂﬁjm. i

Consultant Name (ﬁﬁW?mm%TQOMMMVLL\ﬁﬁwP :
ol
Provisional Diagnosis(Q1T ﬁm?ﬂr)om

-----------------------------------------------------------------------------------------

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

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

2. Doctor Consultation Charges ( Rrf¥rege qmet UeF)

...........

3. Nursing Charges (AR yew)

4. Package Charges Procedure wise

Auvdum&bx\du.d e OOX] = 100

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

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

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

-----------------------------------------------------------------------------------------------------------------------

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

.........

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

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

Receptionjst Signature
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VITAL CHART

Patient Name Hf‘ﬁir“*"\mvl Gender :.f-...... DoA 1&1[0[2’ UHID No. 3.5, 20.24.64 0
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D! l\.l&?\"’rlnl!f (A Unit of Jeena Sikho Lifecare Pvt.Ltd) g

Plot No 640,Ground Floor,Sector 5, Vaishali, Ghaziabad- 201014
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