
 

 

 

 

 

 

 

EMERGENCY ROOM ASSESSMENT FORM 

        Name _____________________ Age ___Gender: Male/Female 

UHID:____________Casualty/ OPD No.____Date:_______Time of Arrival______ 

        Relative’s Name,Address & Telephone  No. _______________________________ 

       __________________________________________________________________ 

       __________________________________________________________________ 

             

 

 

 

 

 

 

    

    

 

 

 

    On case of mass casualty : 

   Triage Code : Red          Yellow           Green          Black  

   Past History: ___________________________________________________________ 

    ______________________________________________________________________ 

 

Vital signs 
Time Temp BP Resp HR Spo2 BSL 

       
       
       
       
       

VAKRATUNDA HOSPITAL Pvt. Ltd. 

Raghukul Sankul, B/H Hotel Bandhuraj,Pathardi Phata,Nashik-10 

Ph: 0253-2386001 Fax:0253-2386000, 

Email: vakratundamultispeciality@gmail.com 

  

 

 

Emergency care prior arrival : Yes             No            

Mode of arrival : AMB           Stretcher            Walk             Wheel chair           

 Crutches            Other           

Allergic  To: Yes           No                  if yes, describe : 

Present Complaints & Duration : ______________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

 

 



Significant Test done/ Laboratory reports : __________________________________________ 

_____________________________________________________________________________ 

Physical Examination:___________________________________________________________ 

Head/Eyes/Ears/Throat/Neck:_______________ Heart:___________ Abdomen:____________ 

 Chest/Lungs______________________ 

       

 
General examination :_______________________________________ 

__________________________________________________________

__________________________________________________________

__________________________________________________________

C.N.S:_____________________________________________________ 

RS: C.V.S 
P/A EXTRIMITIES: 
PROVISIONAL DIAGNOSIS :_________________________________________ 

__________________________________________________________

__________________________________________________________ 

ADMISSION INFORMED TO_________________________________________ 

__________________________________________________________ 

CARE PLAN 

CURATIVE_:______________________________________________________ 

PREVENTIVE:______________________________________________________ 

INVETIGATIONS TREATMENT ON ADMISSION 

 



 VAKRATUNDA HOSPITAL Pvt. Ltd.                         DRUG CHART
 PATIENT NAME:                CONSULTANT  :
 AGE/SEX :                                       WEIGHT :  DIAGNOSIS :
  UHID / IPD :                                    WARD  D.O.A. :
 S No.  NAME OF MEDICINE    DOSE    DILUTION  ROUTE  FREQUENCY  TIME   SIGN   TIME    SIGN    TIME   SIGN


