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ORTHOCARE

¢ Joint Pain

¢ Cervical Pain

e Low Back Ache

PANCHKARMA

 Detoxification

e Rejuvenation

¢ Shirodhara, Shiro Basti
Shiro Pichu

o Kati Basti, Prishta Basti
Janu Basti

e Akshi Tarpana

e Nasya

o Basti

= Abhyanga

e Swedanam

GASTOCARE

e Acidity

« Constipation

o Liver Treatment

FACILITY

s Steamer

¢ Panchkarma Room
» Ayurvedic Treatment
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Nutritional Assessment Form

l. Identifying Information

Full Name: ) 3Dy E’C/f .}’F Nt Date : D?"? /”/.?i
UHID No : j 2 ] ” 2} age: 13— Sex : MW

] F i

Ethnicity: Hindu 7" Muslim[J  Christian

O sikh O Jain[] Tribe[] Other: -[]
Referring Clinician:

Reason(s) for visit: a e vﬂi.'(‘ n/(mf Wi J'})“

ll. Medical History (please gﬁg full details)

® Diabetes YES/NO HBATE........00n... SINCO v mivaas Medication

® HTN YESINQ/ Last recorded value .............. since................... medication
® CAD YES/NO- STENT/BYPASS/MEDICINE SINCE...MEDICATION

° THYROID YES/INO REPORTS................ SINEE o n MEDICATION

®

MENTRUAL HISTORY MENSTRUALCYCLE....! 7 MEDICATION

Are you allergic to any food or drink? Yes or No
If yes, please specify: - D\%

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 >} 4 S

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

v

Do you have any chronic illnesses? Yes or No
If yes, please explain )

v

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

Do you take any medications on a regular basis? Yes or No
If yes, what medication and what dosage /(/ &)




se explain about
® Appetite: -0

Have you ever been diagnosed or do you suffer from anxiety? Yes or No

® Food habits : - 0%
® Daily working hours: =84
® Exercise: - ¥ - Loy
® Jobprofile : — gheq h;?‘
® Height: « ¢, gt
® Weight: « ¢ ]?
If yes, please explain d Jiil

Have you ever been diagnosed or do you suffer from depression? Yes or No

If yes, please explain 0

-

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 ‘f}fﬂ

Doctor Signature

Patient Signature

ST




Name :.

nnawa

o 1OND00 0 SUAG c. Datesd3]N1N2L
Address : s_%;:mjuz[ h.a WJMO&SJ

COVID-19 MANDATORY SELF DECLARATION FORm

Age \?J'[j ..Contact Number .'.Tf 6% lf f:’ 29_[ Ez een@ender M/FH

Due to the ongoing and rapidly changing situation with the novel-corona virus (COVID-19),we are requiring 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~
Dry Cough Yes No”
Sore Throat Yes No”
Diarrhea Yes No_~
Breathlessnesss Yes No_~
Asthma Yes No~~
Other : Please specify Yes Neg~
History of travel in the recent one month nationally and internationally?
NO
Any contact history with a person who had returned from foreign country ? If yes, please specify.
Mo

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

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

No

Have you attend any gathering or visited any crowded market place in.the last 14 days ? If
you,please specify.
No

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.

(A2000W Done.

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

If I am an asympton ~ vid-19,] know it may endanger doctors and clinic

staff. It is my respor follow the protocols prescribed by them.

I also know that I v loctor and | will take every precaution to prevent
this from happenin; aff accountable if such infection occurs to me or

my accompanying p

Signature

s




“Patient File No. Doctor Name : R~\38haﬂ4mw Branch : Faﬁqdabﬂd

DATE B.P SUGAR | WEIGHT REMARKS

iy N2alss/g Wo  [76 30k, Pll@%‘c@wﬁf}%

Q

Name ;lc_@,bgggt §ak - Clo/Dfo/ Fio (11920 )9 O STM% :
Age &1 -Weighljé,:,ﬂg!éj eight_\/g " DoBl 0§ 1qRa . sex: M[Eg‘\:]
Occupation l@&{“\f

Religion_Hyndy _ Blood Group DOM_

1 ]'dress rr—a?}.é\i?f Cﬂ /M [‘eﬂ/‘\f MM }'{’0/7’;/

City %d State { Pin Code

Telephone +6 36 Y 6 9—&1;6 E-mail ID

" CONFIDENTIAL INFORMATION:

MARITAL STATUS arried [_] Single [Joivorced
DIET [JVeg [ JNon-Veg %d

ADDICTION/HABIT [1fea [Ec/offee [[]Smoking [ ] Alcohol [ ]Tobacco Other
1 ,




" PATIENT’S FULL HISTORY ¥4
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| /j;(
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‘| 1st Month | 2nd Month | 3rd Month | 4th Month | 5th Month | 6th Month

. |

| Vol

"

f,

st Month | 2nd Month | 3rd Month | 4th Month | 5th Month | 6th Month

/_-—
Pitta1—
Kapha

ERUT/PBIS): DW/’

HIE :
F"_ = FCOMPLAINTS Relief % After Treatment
Symptoms Duration After 1 Month | After 2 Month | After 3 Month | After 4 Manth

L pmEfen sy

4
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o }Ql!e«ﬁ-}c W,{M’hﬂh Y

i

FAMILY HISTORY :| Father | Mother | Sister | Brother | Grand |Father Side Mather Side
Complaints - _

o —

Surgery/Procedure History « __— \_f~____ -




e 3
HISTORY OF PAS j ; "??
1o TORY OF PA _HL_LNESS; N y &
- e n it e R T Treatment / Pathy / m"? E_:g'
_ ; mmmmm | @
Disease Duration b i : \ *9? §
— SIS R - X

PME/ GJ) Xt

. )
ki
GYNAEHISTORY — \\PrL—
LMP S M
FLOW [ ]Scanty [ JNormal [ ]Excessive Other
Clots- Pain - [] Nil ] miid [[] Moderate [_] Severe
Odour - [JNosmell  [T] Foul smell[] Fishy smell
Consistency - (] Curdy white[ ] Sticky ~ [] Watery
CHARGE
DISCH - .
Colour - (JYellow  []White [ ] Grey [] Green
Itching / Burning - [ ] Yes [JNo
OBS HISTORY .
Age Weight Moderof delivery Other Detail ;
Marriage Time \
Before Pregnancy >0
After 1st Delivery ([JNormal []C-Section[ ] Complication /
After 2nd Delivery [ INormal []C-Section[ ] Complication

Abortion History : Nwy

. SYSTEMIC EXAMINATION =

BOWELS
Frequency / Vega [_:]JDW/EI Day gap
Conslistency Assoclated with Evacuatlon Taking Laxatives

] Hard [] Urgency [C] Complete ] Yes P’NO/—
/[}s( [] strain HrEomplete

] Alopathic
[] Loose ] (] Pain D Incontinence D Any Other
[ Well Formed (1] Bleeding Colour M\FM
(] Mucus mix (] Burning Sonsation Other

4



ATE AND DIGESTION

=
L
XS
a =
\ ,ou feel hungry
you feel tightness before the next meal
-

Do you feel drowsiness after meal

GAS 7w

(E’Bﬁting

Intensity

] mild

‘a/- ssing with ease oderate
ﬁ& s
P

assing with difficulty

I:I Severe

Burps/sor

(B"i’g': [ ] No
Lres []nNo

FYes [ No

’

Any med. for gas piher

] Yes

L Be

Any medicines for gas

[ ves

O

\LJMW‘K

Others

ACIDITY / 9o
%burn ] Atter food intensity
flux ] Before food /‘EI/M?IE
ur belching }A,l.ways [J Moderate
ile Brash/wer ari [:l Severe
EYES
Pallor ] Mmild [] Moderate [] severe Vision
Others,
Icterus (] mild [] Moderate [] severe
URINE
Vega Associated with
/E{a; D Urgency D Frothy |:| Satisfactory
/G/Night D Strain ] Bleeding Ol Unsatisfactory
- E/Iormal ] Pain ] Burning Sensation [j Incontinence
SLEEP
Duration Intensity of Disturbance
] Normal [[] pisturbed ] mid [ ves
] sound [J Late onset [] Moderate ] no
D Dreams D Disturbed in Middle D Severe
MIND
D Depression |:| Negative D Avara Sattvi
Though
D Anxiety oughts D Pravar Sattv
[ short Tempered [] Restless Dmﬁﬁﬁm Sattva
] Mood Swings _ﬂﬁ;a.
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Food:iiamainminn i we MEIGING .ccviererereenamenan f ol eneeaan

INVESTIGATIONS PROVIDED [ ] Yag [FNO wvvvsvssmssimrresssasssssismmssens s
DIAGNOSISW@W
CHIKITSA SUTRA......crnmrrmmnssnnnne,
SPECIFIC ADVICE...........conerrrrereeer s

HEMATOLOGY

N th 9th 10th 11th
Investigation 1st 2nd ard 4th 5th 6th 7th 8 Visit Visit Visit

Types Visit | Visit | Visit | Visit | Visit | Visit | Visit | Visit

RADIOLOGY

i

AR

Pt. Signature. Doctor

6
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ran | Powder / Kit

Tablets / Capsule Liquid / Drops
R)"-— Frmed¢- povit C?v I8). with, Ludcwe
& W}m ai,{ f'h:_'r qu./(
- .doou{) mo\{- MOLiL
R
DATE:-
Churan / Powder / Kit Tablets / Capsule Liquid / Drops
DATE:-
Churan / Powder / Kit Tablets /| Capsule Liquid / Drops
DATE:-
Churan / Powder / Kit Tablets / Capsule Liquid / Drops =

DATE:-

Churan / Powder / Kit

Tablets / Capsule

Liquid / Drops
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MORNING TO NIGHT DIET FULL DETAILS
*'*\

DATE
w 1+ mﬁkkehm

21\Wlgo2} | Last Day - Boieak Jast-= SaR0 pqspﬁ
Wheh> RoH + ﬂlOO;Sodﬂfbean K &m.bjl (2% SO)MW

Dlhhcﬁféffﬂabpr ¢+ mh{ﬂ(n a! \ |
Wa’“éﬂ)'f‘a Teq ond oo T ‘}

Taday- mreound (9 20 am)

Last Day -

Today-

Last Day -

Today-

Last Day -

Today-

Last Day -

Today-

Last Day -

Today-

Last Day -

Today-
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b7 U U '

uiD. IS 2T oPD.2021.31......... Room No...Ql.crr pate2. 2 11.12....

ADMISSION & DISCHARGED RECORD (Day Care)

Name Of Patient (3t &1 &) .IQAPQ-{MS;H o
Name Of Father/Husband(Ravafy &1 7 GlL‘.HLlﬁmm S B R s snseni e mmps 3575
Date Of Treatment(399W & fafy )23]1.1.12.\.........Time of Treatment(ITTR FT FHY).LOMM Age(3m) 2], Sex(fAm) .....

Assistant Doctor (V8T ITTRF) ...o..........I0.LS ———

(

Doctor Incharge ([WUT® ITARH)..... M. RO ek 88 o

Treatment end Date(SY9R FATT fafin 2‘51.“ b.l s Time End Of Treatment (399R &1 ¥#77 7o), L1 L. 200000

Operation (If Any) ..ccvens S R R S T e s eyt

Procedure (%fiFam)....... el ﬂ..%ﬁ%m .....
Diagnosis(T faeEm)..... EQLM }Ud La .......... —

Address & Phone No.(9dT TF ®I &) ....... §th (‘/U,
: 1896 HG 92I6

Result Cur\ed/yiwd Investigation Only Expired

Payment :- CASH \/ TPA Name/No. GOVT.Insurance,

UNDER TAKING FOR TREATMENT INVESTIGATION & FINANCE ETC.

| am getting admitted on day care basis at at my own risk and i am ready for the ayurveda treatment.
I am giving my consent after understanding benefit and out come of treatment. the information given by me are absolutely
correct,

¥ st welf #Ww#ﬁvﬂﬁﬁ%Wﬁﬁmﬁ#
memﬁﬁm,mﬁmfﬂmﬁwmﬁmm SRR Y wwEr =7 Far
Nl € v A S Rragor R ¥ aw qofa: v ¥ |

Dated {ﬁﬂm@f:’rl 1o 1 Attendent {mﬂaz\mm&t Ai ng,l

Signature (mmm% Relationship with Patient (it & ey somety)... :S.Q% .........



5

6.

Ponditions

4ve opted on my own for admission into this clinic and will pay the bills as clinic rules and regulations.
fhe 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.

e T o

L

2.

o

Dated (R®).... 2. 21111 2.0.21........

Signature (FEATEN)........... L%
Relationship of Patient ((Fff & FFW).......... 0 %j

d4 3@ B A wau & R e gz F1 994 B ¢ ik Befaw F faat 3R Rl & R
e &1 ST FW e |

vy famat F gt w9 a1 R g @ ¢ o Rt 3k Rer BRt o qEe & e
et oft | |

FA A 39T RUNT Foweh 77 & W a6 § AT 396 Fwee § 715 Rwdar o # wnleg agt
Fdl ¢ AR gy 59w v 7% dar weR A wa § | el wEe, 9 e, o,

coltwe fasrell AT w¥ FERifaa Rwerar g & FROT g A frelt ot qnfer am argRw & R A
et wleR e #va ¢

#OST F TR § A § H A IAF G B AeAqW I FE IO A S I FAW 1 A | I
fafas Rt off S @ @@ & v Rster it @ |

e ¥ faRa & gemaRiemd & o wwd |

ot et &1 spram e A R o @ dnfte Al dm / e i R | S e S |

Witnesslm,,_j,,mm...ai.w ....................................



Panchkarma Consent

v 3320 0PD.2.0ANT. Room No.. ol...... pae22MM\\04
Patient’s Name (Oft 7 7o) . 3 Abhas

S i 2
Father's/ Husband’s Name (ﬁaﬂqﬁ T AH) ... Vahleu}i&mmn S.l"\ﬁ’h
Date (R1) .. *?GDLD\\ l\\f}\ Age{m o . Sex ()

Address & Phone no. (9aT T3 W ). .S.Q»h C .C.‘JUD,. P—bd Q-O-I c“"q G’L.? Q _.’.2.’!. B) )

Treatment Benefits (399R & r‘r'm[)- c'K % _ h‘“@'ﬁjﬂ, ----------
Risk (TR ..o S Radoach 2. V. f ‘*“f}‘f 63-0
Alternative (R¥e) C}‘#—O ,J )H‘dr"" ‘)}u) ik

p’rmm*mﬂvhrmﬂmm%wﬁm*mmmﬂ#m#mmﬁmm%|

o - gt # g FASATET
Ly kLo O %
% ® sigeT g AT £
FH T 3o L]
& * g T =]
TAR A X ] & F gr =1

g & O # e @W Iwwrd w0 R o ¥ | F w=m= O STOTER el @t amelt R oo
F R 7 e mﬂ#*mmﬁﬁtﬁv%ﬁwymmﬁmﬁr&ﬁﬂmﬁwm

> ffree & o HenmOlheun, 91"@'). . NRTE EERR e 2 S e
> seT w1 A s, Bf‘ﬁ"mf’.m:t:ﬂ.ﬂ eI T 22 1 o SRS R

> wemd. 3ANDeset Sl halo ............... R Q.2 2

We are informed about the therapy & also about the complication in which e.g

Swelling in Joints C_] Tingling sensation ]
Painin Legs ] Tenderness )
Tenderness in abdomen [__| Numbness

Backache — Vomiting

Increase pain 1 Loose motion

Fever ‘::j Decrease B.P

LM
[ e AT B, o e, o Ol
@ ap o5 mﬁ&

i AT AMSMECMMAAI T §C,

After Explaining about the complication & the benefits | wlll be responsible for everything and give full permission to
the doctors & the therapists to perform...........N.Q-,:Eiavm

:
» Therapist's Name: m.k.h Jnohon sin ‘h,Q w  Therapist’s Signature <Y-ktl EH,\S;;{ N ——
> Doctor’s Name..Br.':i .pﬂ-‘a"’:. ULIAIGA,...... e Patient’s Signature

> Witness 3% kat.oo:t. al kg;, Date ..2.2).11.\2)




UHID. 220120 OPD.2Q2AT....... Room NOLD b Date.r?"?.\.l.!.r.l&]...........

PROCEDURE

Z\athwt..ﬁ..l ........................ W/o, §/0, DJo... AU A ... Diadia...
R/O.... S0 Loy faladiy. Ba . (016,96, 44,12, h‘;) -
Date of Admission ..@2.1..!.1\2. - Age..o.)-t..Sexm scomasiinlins

Has been clearly explained about the Procedure P%&Ofm .....

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.

# [ G g ol | R (S T }
/ . (fe=17).... I T //
| . el A TS R G AT A5 (3l & A qove: wrar Rran & | ot 3 arey sugay &

ﬁﬁwﬁaﬂﬁmﬁwﬁmw%l ﬁ%m%%ﬁmaﬁmmﬁ@ﬁﬂﬁ@@
Wuaﬁﬁm#m%ﬁ?ﬁmm?aﬂ@m%m;ﬁl#aﬁhémmﬁaww
/TP § U A T fear @ AR A s S S e )

Patient’s Name (J13fY T &T#) . BM\CL&M g! h&h
Signature (B¥ATET ) U'FEF&F’{—

Date (f&+119) @‘&\ 1 \lE
Place (¥4TA) Cosdaobad.

Witness (ﬂﬂlfﬂ ..?;‘Q«Q—é

Doctor's Name (Rt amm. (inRetginvencling
Signature (FEMR).....

Date (R«T=). &th 1\ 2.




UHID. S22\ OPD.R0R\AX\.... RoomNo. QL. Date2A\A\\O).....

PROCEDURE
Patient’s Name[@ft &1 &) ... 3 b.g-{Q..Qi‘ S "\8"‘\

Father's/Husband’s Name (Rrau/afer 1 am) ... CA\AM.LJ&LQIT)S] l‘)ﬂt\ .....
Date (s 8..\?)11.1121.. cosrerees AE () o R Sex (fam ...... 10

Procedure Perform (wfFam)........... N iU
Provisional Diagnosis {331 fﬂwm?.s&%ﬁ.s

Final Diagnosis (W7 fafeas) mhm,éh.am AR
Doctor Name (Rf¥ewa 11#) M‘Rﬁﬂh vehaoss

Therapist Name( TgTde #TH) H@hmmmsi%

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

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

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

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

Details of Therapy :

Rclrv

A4Yam !y&h&i\f:mcb«t&m_%ﬂ:f

Doctor’s Name (Rrfreas ). R4, P\ﬁ%& ulhdoia...,
Date (Rei#). 22N\ 2.\....
Signature (FFATEI)......... D e mnessssemmassssosemsssmsssstons




VHIDJ. S R T oPD20UART....... Room Now... Qoo Date. 2.0 hl]il

F.IL.NO. DISCHARGE FILE

Patient's Name RVft &1 aram) Ua.hmwﬂ'&rﬁh ................ Age {37;1,2’;‘121I Sex (ffm)..J0N.......
W/o, S/o, D/o(RaT|RY) ........ Cﬂmm‘mﬁmadn

Address (gam) SM"}G\I{TWI%FW&‘EMO\A ........................

Treatment Start Date (399X mﬁr&:ﬁa)%&llll.ll,... End Date of Treatment (mﬁsiﬁwﬁﬂ'jlﬂllll—l-

Treatment Start Time (399 WIsT m.\.Q..mﬂ................Treatment End Time (399R §AIT ml.\.f. 20.00mN

Chief Consultant (sfew RifF=w) mg&tﬁh\fﬁi’lm .

CHIEF COMPLAINT AND HISTORY (sf& i v 3@ qaman) - Weodlache | Rotodi casidi et
caty en Bulgum
Past Medical History (0 Riféean gamea) - NO

Family History (Fg@ gamwa) - No

Pain Scale -8| o

Astha Sthana Pariksha Dash vidha Pariksha
VitaParameters
| o5 1. NADI - \| K 1) Prakruti VIK
2 B 2.MALA - Wacd- 2) vikruti Pk
P/R c
R 3. MUTRA -\ 3)Sara = A
SUGAR—
4. IWHA ¢} ol . 4)Samhana -
WEIGHT - 1(,
5.SHABDA -~ 5)Pramana ~
HEIGHT Vi
> 6. SPARSHA -~ 6) Satmya -
MENSTRUAL HISTORY
7. AKRUTI _\~ 7)Satva -
8.DRIKA - 8) Agni ~
9)Vaya -~ m

10) Vyayam Shakti Jowo



L —

TION EXAMINATION (wifer )

D

DIAGNOSIS AND TREATMENT SUMMARY (@ Rfrear gara)

(N poik ryqj L B3y Nt by tidlbtindan ol d)
[T 4y

DIET ADVISE ON DISCHARGE (3TfR forfw) A\< 1 o w lecdrtagn +—
HARGE (. ey

Follow up ((’hm F A= §) J;éﬁ‘eﬂ 'Tdou-éb

CONDITION AT THE TIME OF DISCHARGE

Home é Dead Referred Lama

1.WHEN TO OBTAIN EMERGENCY CALL (3UTa&Tell Woear 3 TFIF)
PH No. +91 1294322344

A -JG’V\A\A’ ﬁrv,»r“lfw\j I }'L Cﬁ'}"’d’f’(dc"’ﬁ‘mt aka: "fﬂ_tko/mf/[,\
oy P
9

2.Medicine After Diseases (3ihwflr gzdt & am)

Q}A 5“*}/\‘4‘4/‘ " RfFev haec Luihh wafer
= thkwdv #qf /s}fﬂ “

Dr. Name D3 Refvendxa

Sl 0000 e

D@ N2



Feedback Form_(vff¥war wi)

Name/sT j@&\lm@.ﬁ'gh’\ﬂh
OPD: 3&2‘\\\3“1 UHD No RQQ\ 54

Address /aT: bﬁuﬁ} Ck?lﬁb\ap'f}f,‘! .............................................................................
Phone No!\ﬂﬂﬁj@ngc’jﬁ\Q’Emal”m .

Name of Doctor /sfeex #1 amy: | M ‘P\O«ahu 2220 W = o« (SRR S
Dear Sir/Madam,Rra ®gYear v

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

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 hospitality that were extended to your stay here with us.

mamﬁtmmmﬁ%wm#msﬁmmsﬁm#mmmmﬁaﬂﬁ
mm.mmm*mw*mﬁmﬁmmm#mmh
a’rmﬂﬁmﬁm.ﬂqﬂzM|

S.No | services/ gamd Good / 37=BT | Not good/ Fr=oT
Yes/ g et No/agt
1. | Do you found ,Time period spent on your assessment is sufficient or not ? | S &%
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Charges Concern Form
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VITAL CHART
Patient Name Q%W’.‘ﬁl’ﬁc Gender :7\... DoA :.3..?:.1.11.\2.&... UHID No.: 232011273

DATE WEIGHT | TEMPERATURE BLOOD PULSE | RESPIRATION PAIN SIGN
"PRESSURE RATE

KCRVITRIS K s, Lasre) L)% (15 | ishain |Sllo ol
Ul ke | 379°C lodso | T4 | (dlmin cllo |TEiE
asiuly) fgcolcér 31 u¢_ \@5149 |10 &fmin @10 Lfﬁgﬂz"




Daily Medication Schedule
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Daily Feedback Form
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