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DR. RAJENDRA PRASAD CENTRE FOR OPHTHALMIC SC CEf
ALL INDIA INSTITUTE OF MEDICAL SCIENCES NEW DELHI-110029

CONSENT FORM
C.R.NO./O.P.D.NO. " BEDNO.
NAME - SEX:

SON / DAUGHTER /WIFE OF
ADDRESS:

AGE :

TELEPHONE NO. (OFF " (RESL.
| TELS H (OFF) (RESL) | FAX

INFORMED CONSENT

AUTHORISATION FOR MEDICAL TREATMENT, ADMINISTRATION OF ANAESTHESIA AND PERFORMAR
OF SURGICAL OPERATION AND { OR DIAGNOSTIC / THERAPEUTIC PROCEDURE.

1. | hereby authorise the Dr. Rajendra Prasad Centre for Ophthalmic Sciences, A.LLM.S. and those

the Institute may
designate as staffto nerform upon

the following medical treatment, surgical operation and/ol
diagnostic/ therapeutic procedures ‘

It has been explained to me that during the course of the operation / procedure, unforeseen conditions may be reve
-or encountered which necessitate surgical or other emergency procedures in addition to or different from t
contemplated at the time of initial diagnosis. 1, therefore, further authorise the above designated staff to perform

additional surgical or other procedures as they deem necessary or desirable.

| consent to the admihistration ~f anaesthesia and to use of

anaesthetics as may be deemed neceésary or desiral
exceptiothe following exceptions :

(Indicate exception or ‘None’)

L

4. To the best of my knowledge, ! state that | am / am not suffering froijypertens'f‘on | Diabetes / Bleeding disord
‘ Heart disease of : :

{ also state that | am/am not suffering from any known allergies or drug reactions. Which are

8. { further consent to the administration of such drugs, infusions, plasma or blood transfusions or any other treatr
procedures deemed necessary. , -

7. The nature and purpose of the operation and / or procedures, the necessity thereof, the possible alternative me
treatment, prognosis, the risks involved and the possibility of complication in the investigative procedures / investi
and treatment of my condition { diagnosis have been fully explained to me and | understand the same. | have alsc

explained that in view of squint any one or both eyes may need to be operated and | give consent for the-same.

| ~ave bean given an opportunity to ask alt/any questions and ! have also been given option to ask for any second ¢

{ acknowledge that no guarantee and promises have been made tc me concerning the result of any procedure/ fre.

1 consent to the photographing or televising of the operations or procedures to be performed, including appropriaie |
’ 1
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11.

12.

13.

of my body.for medical, scientific or educational purposes, provided my identity is not revealed by the pictures or b
descriptive tests accompanying them.

Forthe purpose of advancing medical education, | hereby give consent to the admlttance of observers to the operat
room.

-1 also give consent to the disposal by hospital authorities of any tissues of parts which may be removed during the cc
of operative procedure / treatment.

SPECIAL CONSENT FOR REMOVAL OF AN EYE ( ENUCLEATION/ EVISCERATION/ EXENTERATION ):the
consent to removal of my right/left eye. | have been explained the consequences and fully understand that | will be I
> the eye with no possibility of vnsnon in the future.

| CERTIFY THAT THE STATEMENTS MADE IN THE ABOVE CONSENT LETTER HAVE BEEN READ OVER AND EXPLAI
TO ME IN MY MOTHER TONGUE AND | HAVE FULLY UNDERSTOOD THE IMPLICATIONS OF THE ABOVE CONSENT.
'FURTHER SUBMIT THAT STATEMENTS THEREIN REFERRED TO WERE FILLED IN AND ANY INAPPLICABLEIPARAGRA
STRICKEN OFF BEFORE | SIGNED / PUT MY THUMB IMPRESSION.

Date:__- Signature of Patient/ ’ Name & Address of
‘ Thumb Impression : - thenearestrelative _
Name :

‘Signature, Name and Address of the witnesses :

1.

2 Tel. (O) (R)

Fax

WHE‘N PATIENT IS AMINOR OR UNABLE TO AFFIX SIGNATURE DUE TO MENTAL OR PHYSICAL DISABILITY.

. Name __ ‘ ; Signature / Thumb Impression
Signature | N ' of natural guardian / guardian
Address___ _ ‘ Name (in block letters)

| Address "

. Name “

- Signature Relationship with patient
.Address |

Tel. (O) (R)

| CONFIRM THAT | HAVE EXPLAINED THE NATURE AND EFFECTS OF THE OPERATION/ TREATMENT TO THE PER!
WHO HAS SIGNED THE ABOVE CONSENT FORM.

DATE:

SIGNATURE OF DOCTOR-IN-CHARGE
NAME _
DESIGNATION




— °  of my body for medical, scientific or educational purposes, provided my identity is not revealed by the pictures or by

descriptive tests accompanying them:.

1. For the purpose of advancing medical education, | hereby give consentfo the admittance of observers to the operating
room.
2. I'also give consent to the disposal by hospital authorities of any tissues of parts which may be removed during the course

of operative procedure / treatment.

3. SPECIAL CONSENT FOR REMOVAL OF AN EYE ( ENUCLEATION/ EVISCERATION/ EXENTERATION ) : | hereby
consent to removal of my right/left eye. | have been explained the consequences and fully understand that | will be losing

" the eye with no possibility of vision in the future.

CERTIFY THAT THE STATEMENTS MADE IN THE ABOVE CONSENT LETTER HAVE BEEN READ OVER AND EXPLAINED
O ME IN MY MOTHER TONGUE AND I HAVE FULLY UNDERSTOOD THE IMPLICATIONS OF THE ABOVE CONSENT AND
URTHER SUBMIT THAT STATEMENTS THEREIN REFERRED TO WERE FILLED INAND ANY INAPPLICABLE/PARAGRAPHS

TRICKEN OFF BEFORE I SIGNED/ PUT MY THUMB IMPRESSION.

ate: Signature of Patient/ Name & Address of
Thumb Impression : the nearest relative
Name :

gnature, Name and Address of the witnesses :
2. Tel. (O) (R)

Fax

WHEN PATIENT IS AMINOR OR UNABLE TO AFFIX SIGNATURE DUE TO MENTAL OR PHYSICAL DISABILITY.

Name : Signature / Thumb Impression
Signature 4 | : of natural giJardian /guardian
Address Name (in biock letters)
Address
Name
Signature Relationship with patient
Address | - - .
4 Tel. (O) " (R)

ONFIRM THAT | HAVE EXPLAINED THE NATURE AND EFFECTS OF THE OPERATION / TREATMENT TO THE PERSON

10 HAS SIGNED THE ABOVE CONSENT FCRM.
' SIGNATURE OF DOCTOR-IN-CHARGE
NAME

DESIGNATION

TE:
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2 I G U2 /DAY CARE SURGERY CENTRE

1. Tois gare 3 faqm =

Dr. Rajendra Prasad Centre for Ophthalmic Sciences |

A.LIM.S.
Ansari Nagar, New Delhi-110 029 SOt
TR /Consultant Sr. Resident Jr.Resident
T HW G e A afrdfie =1 TS FeAE . T IR/ dg A
DAY CARE C.R. No. 0.P.D.No. Sp. Clinic No. DAY CARE/Bed No.
TS W g e AR
Patients’s Name in full Age Sex Nationality
Redeiany it sma/aE siferanfeea/foranfea
Son/Daughter/Wife of Family Income/month Single/Married
AE™ Tl .
Occupation Address
EHS NO. covreeeeeveeeesseereneesseneneennessen et Tele No./Mobile
DIAGNOSIS Primary 2nd Ird Code No.
Right eye 1)
, , 2)
« ‘ 3)
Lefteye 1)
2)
3)

Medical / Operation
Treatment

Result: Cured/Relieved StationaryiFaiIure




\

)

Please attach OPD worksheet & consent form here :

Date

Name ofinvestigationdoneis
0.P.D. oroutside

Details of Report




DR RAJENDRA PRASAD CENTRE FOR OPHTHALMIC SCIENCES @
A.LLM.S.,ANSARINAGAR, NEW DELHI-110029

DAY CARE SURGERY CENTRE
ADMISSION CARD

lame: Age/Sex:‘-
diagnosis : (R)
(L)

OPERATION NOTES
Date: )
. Surgery:

Anaesthesia : Topical block:
Surgeon:
Assistant:

Scrub Nurse:

Name & Signature



Sr. Resident
(Name in full)

Consultant

Date

ADVICE AT DISCHARGE

Jr. Resident
{Name in full)
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Dr. Rajendra Prasad Centre for Ophthalmic Sciences

TURTH] FE1/ PEON BOOK

RIS e Som fores @ srav ot |l TR P A T A B e

A ERIER
Date To Whom Contents of Cover Name of Peon Signature in ink of

the Receiver
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Dr. Rajendra Prasad Centre for Ophthalmic mommznmm_

TURTI 981/ PEON BOOK

Y

Date

s 99 ™
._,o,<<303

oo @ e o |

Contents of Cover

mﬁzw_ﬁuﬁ

Name of Peon

U 9T B TS
T EIER
Signature in ink of
the Receiver




DR. RAJENDRA PRASAD CENTRE FOR OPHTHALMIC SCIENGES
3. WI. S 9., 3N TR , 7S fawet — 110029
ALLM.S., Ansari Nagar, New Delhi - 110029
T TR WOl Wew / DAY CARE SURGERY CENTRE

BTl O Tl | DISCHARGE SLIP
A1 /Name | | o o AT9rEY ¥,/ OPD No. :
wo @t fesiies /Date of Surgery : S &% A IR 7./ Day care C.R. No.:
Pram [Diagnosis o
- (R)

| (L)
Special Investigations :
Surgery :
Treatment :
Follow -up : , Name & Signature
Haoe / Advice : |

1. T 3! D) | el | U D T B VAN BN
Do not rub your eyes. Use goggles in sunlight.
2 fafras & Fergar Fafin w9 9 oy o0 |
Put medicines regularly as prescribed.
3. <) WSIE 9% T+ ST B el @ U 9 9 9ig)
Do not put tap water in your eyes for 2 weeks.
4 g WEE 9% 9N 9919 $o™ 1 99
Refrain from lifting heavy weights for 2 weeks.
I SRy MG wHE T o T @ s el
Please meet your doctor as and when prescribed above.

o
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1.
12.
13.
i4.
is.
18.
17.

i8.
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Dr. Rajendra Prasad Centre for Ophthalmic Sciences
‘Al India Institute of Medical Sciences
Instructions For Day Care Surgery Patient

On day of Surgery

10.
1.
12,
13.
14.
15.
~186.
17.
18.

Have light breakfast in the morning before 6:30 a.m.

Have bath in morning and wear fresh washed clothes.

Start putting Tropicamide 1% Eye drop 3 hour before scheduled appomtment time. Put the drop
half hourly from 6:30 am ‘
Put moxifloxacin drop three tlmes / day for 3 days or Gallﬂoxacm drop 4 times / ‘day for 3 days

beforescheduled day of surgery.

Brlng IOL performa, Receipts and all previous OPD records and one photocopy of each record
on the day of surgery. :
Reach hospital half an hour before prescrlbed tlme

" If you are a Diabetic :-

(a) Take light breakfast at 6:30 am.

(b) Do not take your diabetics medication on the day of surgery.

(c) Bring one bottie of juice and sugar on fhe day of surgery.

(d) If you feel uneasy while waiting please inform the doctor incharge.
(e) Inform at the day care counter regarding diabetics status. ' ‘

if you are hypertensive :- '

(a) Take your hypertensnon medication in morning as per schedule.
(b) Take light breakfast in morning 6:30 am.

(c) Keep on Low salt diet for 15 days before surgery.

(d) Come early and settie early, atleast 1/2 hour before scheduled time.
~ Ifyouare asthmatic :- S
 (a) Take your morning dose of medications.

(b) Be aware that you will need to lie down with a short area your face for half hour. Check this at
home. If you have any difficulty in doing so, please inform your doctor.

(c) All other medications to be continued.

Please do tell your doctor any new/recent ocular or systemic problem before surgery

Please cut your nails before you report for surgery. L

Female patients may remove nail polish before surgery.

Remove all types of jewellery wrist watch and valuables.

: Remove artificial teeth and dentures

It is advisable to have a hair cut and shave.
Please get one attendant with you.

' ‘Arrange for your transportatlon (vehicle and dnver) as you will be dlscharged the same day.
- If the surgery is cancelled or if patient does not want surgery for any reason, the IOL kit charges

and procedural charges will be refunded but not the IOL investigation charges.
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Dr Rajendra Prasad Centre for Ophthaimic Scuehces

S mmﬁm?rﬁ?r ﬁ?ﬂ?‘qfr’ G
“CASUALTY BED STATUS” “IVA” Dated

 /

|

: . Bed No.

; Unyit |

- qdl B ’mﬂa
Date of

Admission |

Fs‘fﬁw Ho

Bed No.

qf‘ra

Unit -

‘H—ﬁ PY (ﬂ*?[(fl

Date of

Admissmn
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,41\5‘ e
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o 416
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a9 |
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FROM-2

R __PARAZS
‘ REEMBURSEMENT OF TUITION FEE ' '

ymﬁmﬁmw%ﬁaﬁmﬁﬁm@a)ﬁwﬁﬁmw#yﬁgﬁwwmw?w T8 W R 2

Certified that the child/children mentioned below in respect of whom reimbursement of tution fee is claimed is/are
wholly dependent upon me : :

mﬁ:a‘amwﬁﬁm#armw

et rerers 72| ot o A o
T | wpE | wrd w & ool ey | U T @ G OF | et on oy
Name of the Child {n. 0 o¢ it School in-which |- Class in which| Monthly tution fee] Tution fee actually Account of
| studying ~studying - | actually payable Jufyaid from;(o . [reimbursement
| | | Febomre. ~ claimed
March.............
o June.iee
1 2 3 4 5 6 7

I o2 T & fo S qvcmvcua:’w%@ﬁﬁeﬁrwww Ww#ﬁ#mﬁmé’/ (mf%‘né
& G TS WA IS TSR BT ST GoA T e ST) .
Certified that the tution fees indicated against the child/each of the children ahead actually been paid by me (cash

_receipt/counter foil of the Bank credit vouchers to be attached with the lnmal claxm)

i o s & T o
" Certified that :-
(%) .ﬁﬁuﬁﬁvﬁ#ﬁawﬁmﬁaﬁéﬂﬁ%
() - mywife/lhusband is not a Central Government Servant. -
- (@) gﬁwwwmmé/ m%mmimﬁwwﬁyﬁgﬁwwﬁ
/

my wife/husband.is a Central Government Servant but she/he wnll not claim reim bursement of tutlon feein

-(if)
: respect of our chlld/chlldren
‘ ﬁﬁa)ﬁm%/agmaﬁaa}#ﬁiwwyﬁﬁaﬂwaﬁ%

I TR

€
(i) my wife/husband is employed With ..........cccccoevvnnen. she/he is not entitled to relmbursement of tution fee
in respect of our child/children.
WWW?@W@%#W?@WWMWW@W(W) THAT T e
(Frerertt) & wafaw ged forg o e w9 sife oguRker el veT 242 8
Certified that during the period covered by this claim, the child/children attended the school(s) regularly and did not
absent himselves has/have not been studying in the same class for more than two years.
TP R S & B SlvaiRad s O 8 e 1 2 o § ity oy @ e g @ 8
. Certified that the child/children mentioned has/have not been studying in the same-class for more than two years.
ﬁ yu%ﬁmw?ﬁﬁ#mﬁﬁuﬂ?/ﬁ%uﬁ#mm@am#mwﬁm w#aﬂwva}ﬁmésﬂr
7 !
Certified that | or my wifefhusband have/has not claimed and w:ll not claim the chlldren s educatxonal allowance in
respect of the children mentioned above. .
mﬂamw%‘fwﬁwaﬁmﬁﬁw‘ﬁqﬁrwwﬁyﬁgﬁmwmwé W/svy%@m/z%mzm)#
g V61 B8 & S T I &8 (H5 B BTG T4 %Wmﬁwwmmﬁaﬂ@ﬁﬁwaﬁ@ﬁﬁm
9Reg GRT G fEerl W) 78T ’
Certified that my chlld/chlldren in respect of whom reimbursement of tution fee is claimed ls/are studying in the
school which is/are recognised school(s). Non applicable to schools run by Central Government/State Government/
Union Territory Administration/Muncipal Committee/Panchayat Samiti/Zilla Parishad.
SR R 7 foaror 7 &I ot uRedT g =1 Rafy & ﬁw@ﬁww%ﬁﬁﬁﬂmﬁmﬁaﬁﬁ ¥ 5o
R & foF SHa! Feewrer AN F0 Sl AR FiE s g e o 8 of 39 o der g
‘Inthe event of any change in the particulars above which effect my eligibility for reimburésement of Tuition Fees 1
undertake to intimate the same personaly and also to refund excess payment, if any made

(TR FHa & azarm)
(Signature of the Govt. Servant) .

T T ol F
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Dr. Rajendra Prasad Centre for Ophthalmic Sciences

3o Hlo Hlo Ho 98 feeel—110629
ALl M.S., New Delhi- 110029

G

Bt < R Yaie Rerfy B3R o
Name Age: . Sex: Marital Status C.R. No.
Sepvice Ward Bed " Occupation Relegion

: ALL INJECTION TO BE INlT!ALLED BY PERSON ADMINISTERING
ag,a'iai the * A9 vd SyER e va T A vd SUmR
AW Time Medication & Treatment Date & Time . Medication & Treat




W@@W

. Medlcatlon&Treaunent

fé?ﬂ‘cﬁqam

aﬂﬂﬁr T SR
Medlbah_on & Treatm_¢

Date & Time ‘_




¥

DR RAJENDRA PRASAD CENTRE FOR OPHTHALMIC SCIENCES
T IR syfdsm v
ALL INDIA INSTITUTE OF MEDICAL SCIENCES
AT (IMFAAS SaBTer B A1) B 99|
APPLICATION FORK FOR GRANT OF LEAVE (OTHER THAN CASUAL LEAVE)

1.  3de®d &1 99
Name of the applicant

2. UM wd favm
Designation & Department
e o s

- No. of Days & Period of

Leave required

4. Imafea sEEN @ Ul
Nature of Leave required

5.  S/E®Te ¥y Nfd By
Reasons for grant of leave

6. T RYM Biew @i 31311[%1
Wafeg?
Whether permlsswn isalso
need to leave the Station ?

7.  IEPE P 4R, WR/IE

- Residential/Postal address
during leave period

8.  uf? uen Rurma +ft =nfde
o <At 9y off ford

Indicate Block Year, if travel concession

~Isrequired

wurd ar%ﬁ/ananf g

Remarks of the Offlceruincharge

favmmene o it

Prof. & Head of the Deptt, Whether
T 3w o RwlRe @t wd?

Leave is recommended

* Signature of the applicant
- with designation

| ‘Signature of the Officer I/C

I afed et vd favreaey

- ’Prof & Head of the Deptt. with demgnatnqn
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DR. RAJENDRA PRASAD CENTRE FOR OPHTHALMIC SCIENCES

3. W1 3. 4., 7S feeef-99003¢
A.LLM.S., NEW DELHI-110029

yfa faavoy
PROGRESS NOTES




' PROGRESS NOTES |




aorlﬁamﬁsrﬁw—vr%a

DR. RAJENDRA PRASAD CENTRE FOR OPHTHALMIC SCiENCE

&

310 HI0 10 H¥YN, 98 fReei-110029 .
~ ALLINDIA INSTITUTE OF MEDICAL SCIENCES, NEW DELHI-110029

GIECIEE - T 8/ .

C.R.No. Ward _ Unit Bed/Room No.

Bl 37 /i STfess /aetes

Name ‘Age & Sex Married/Unmarried

fa+i® / Date S

9T / Time

s /Pulse dU/Temp

CO FO

180 42 107.6

160 41 105.8

140 40 104.0
120 39 . 1022

100 38 - 100.4

80 37 986

60 36 96.8

40 35 95.0 ) J J ‘ 11
| BT SIES VAVAVA VAVAAVA \VAA VAAVAAVAL AV 7V AV

A /STOOL ‘ S '

T /URINE

A1 I8 /F. INTAKE

T [ /F. OUTPUT

TA./BP.

IR/ WEIGHT

@M/ BATH
- |93 Sefl/Special Drugs







STFBﬁ AR Fax : 91-11-26588663
Phones ; 26588500 Extn
SUPPLY ORDER . 26588700 }3105'

o N waTe 3 e &= 26588900 _
DR. RAJENDRA PRASAD CENTRE FOR OPHTHALMIC SCIENCES @

THo 3o ¥o I R, =¢ el - 99003¢
S. No. Ansari Nagar, New Delhi- 110029 |
e~
M/s. Dated the
. et ot
Date of delivery
s 74
Or earlier
i wgies,
T Frafed & Ye geearl/FfE 9 e D oo & gfoeay A 9B RAE v
B BIRIIT T. vovreerrrveressresseessesressis s essessessesersemies s tssssssemsss st sesssaessssss i sass s stssenes & Wl 4, Ty ey ¥ fF e WeR

ST, Sl WOFE TNIE Y9 e dw, sfee aRdr argffee W, o R, @ e aer @, e ge @
&y w gafs ¥ ¥, oo @Y, sue Fdus vd vl @ worw sgRpd A fear W 1

Dear Sir,
With reference to your Quotation No. Dated : against
this Office Rate Enquiry No./Tender No. Dated You are

requested to arrange supplies of undermentioned items at the price marked against each and deliver the same to the
Stores Officer, Dr. R.P. Centre, All India Institute of Medical Sciences, Ansari Nagar, New Delhi- 110 029 on theterms and
conditions stated overleaf. ’

%.4. R 1 A . arrat A R = N EIN

SI.No. Nomenclature No. of Giy. in Per in Rate Amount
s} 79wl d full - PN W@
Figures & Words RBs. P Rs. P,

ufafer 1. s afeer, (Wer o) /Store Account Section'
Copy to :2. wH wRifefd/Firm's Copy
3. Yera, N.oE.d. /Store. Keepar, Central Store Depot :
4. REy wd vai @ 9fafsi e §/Copy of Terms & Conditions are attached.



W
DR. RAJ RA PRASAD CENTRE FOR OPHTHALMIC SCIENCES

A.LLM.S., Ansari Nagar, New Delhi - 110 029 g

(TERMS & CONDITIONS OF SUPPLY ORDER)

(1) Place of Delivery - Central Stores Depot, Dr.R.P. Centre,A.11.M.8., Ansari Nagar, New Delhi-110029.

(2) Instruction for Despatch of Goods : In Case of mofussil firms intimation regarding despatch of goods should immediately be sent

through Speed Post/Telegram to the Stores Officer,- Dr. R.P. Centre, A.L.LLM.S. to enable the Institute to take delivery on indemnity bond to

avoid demurrage/Warfage. Information with regard to the Railway Receipt No., No. Packages, Freight paid/to pay must be indicated. In case
these instruction are not fully complied with the demurrage liability of such charges shail rest with the sender.

(a) The package sould be addressed to the Stores Officer, - Dr. R.P. Centre, A.LLM.S., Ansari Nagar, New Delhi - 110029 with tlear

indication of Supply Order No.

(3) Acknowledgmentand Discrepancies : The receipt of the Supply Orderto any dlscrepancies should be checked and pointed out within

10 days of the issue of the Order. In case no.letter to the contrary is received from the firm within 10 days. [t will be assumed thatthe order has
been accepted in full even though it may have been placed after the laps of the Validity period.ofthe quotation

(a) The delivery date as stipulated shall be strictly adhered to failing which the Institute reserves the right refuse the supplies, The

extension of the date of delivery, if required should be obtained before the expected delivery date. The Institute also reserves
the right to impose liquidated damages as enumerated below orto-effect risk purchase on the firm's cost and risk.

(i) Supply delay for one month or a part thereof ) - 2%

(i) Supply delay for an additional month or a partthereof - 3%

(b} Incase of non-supply the order shall be cancelled and the following penalty shall be levied at the discretion of the Director, A.1I.M.S.

orhis authorised representative : )

(i) Supply Orders of the value of Rs. 40/- or below No. Lig. damages

(i) Supply Orders which remain unexecuted and total value of non-supplied items is between Rs. 51/- o Rs. 500/- 10%

(iiiy Supply Orders which remain unexecuted and total value of non-supplied items is between Rs. 501/-toRs. 1600/~ 7.5%

(iv) Supply Orders which remain unexecuted and total value of non-supplied items is between Rs. 1501/-to Rs. 15000/~ 5%

(v) Supply Orders which remain unexecuted and total value of nan- supplled items is more than Rs. 15000/~ Secl:my Deposlt may be
from ?nf?&"‘&"ﬁ(?ea’;m:ﬂ
suppliers of the Institite for a
Birector ot A e hie
authorised representative.

(4) Live Items : In case of Live items, the individual containers should be labelled with the date of manufacture and not more than 1/6th of
their life should have expired at the time of their delivery to the Institute.

(5) Discrepancy of Omission : The payments are made strictly on the basis of the Supply Order and firms are advised not to charge
anything over and above the amount stipulated in the Supply Order. In the event of there being any discrepancy. the matter should first be
referred to the Institute for the issue of necessary amendments to the Supply Order before submission of the bil. -

(6) Challan : The suppliers should submit the Challan in triplicate alongwith the goods to the respective Stores/Deptt. (mentioned in the 1st
page) A LLM.S., New Delhi- 110029 :
* {7) Value Added Tax : In case VAT charged, the suppliers are requested to indicate their Tax Identification Registration Number and
following declaration should be endorsed on each copy of bill.

"Certified that the stores mentioned in this hill are not exempted from the Value Added Tax under the Value Added Tax Act or

Rules made thereunder and that said taxes have been charged according to the rate.”

(8).ALL BILLS SHOULD BE SUBMITTED TO THE ACCOUNTS OFFICER, Dr. R.P. CENTRE, ALL INDIA INSTITUTE OF MEDICAL

SCIENCES, NEWDELHI- 110029 INTRIPLICATE

(9) Excise Surcharge : Following Certificate should also be endorsed on each copy of the bill at the time of charging Excise Duty. if
admissible :

“Itis Certified that the Excise Duty included inthe bill is in accordance with the Excise Dity Rules and that the stores on which .

the Excise Duty has been charged are not exempted from Excise Duty under the Rules framed by the Government of India for

this purpose.”

(10) The Institute is not covered under Form ‘B’ and as such Sales Tax as stipulated may be billed at the rates applicable.

(11) Stores pertaining to the Supply Order may be despatched in one lot as far possible.

{12)(a) The payment will be made within 20 days of effecting complete supplies satisfactory to us through A/C Payee Cheque drawn on

State Bank of India, Ansari Nagar, New Delhi-110 029 sent by Registered Post.

{b) Payment wilt normally be made when the supplies are completed against a particular order. However, in case where the supplies
worth 0% or more of the total value of the Supply Order are completed. payment to the extent of 75% of the cost of the supplies
already made may be released on written request sent by Registered Post. The 25% amount so withheld will be released when the
rest of the supply is completed

IMPORTANT

{13) The procedure for rendering of bills is prescribed in Clauses 7, 8 and 9 above. It is essential that the bills shouid be in accordance
with these Clauses.

() Thebills should be prepared in triplicate.
(i) The bills should be Pre-Receipted and affixed with Revenue Stamps where necessary.

(i) The bills should be supported by declaration showing S.T. Reg|sirat|on Number and certificate in the prescribed form endorsed on
each copy of the bill.

(iv) The bills should be supported by a certificate for Excise Duty as stated in the above clause.

{14) Postage and Freight : Where payable in terms of supply Order and is claimed inthe bills, the original receipt granted by the Post Office
and/or the Railways should be attached.

s




aanu m@m a'aa'—'c“gfa' TOT U

o o PERIODICAL INCREMENT CERTIFICATE

(See Ru..272)-

.

wﬁa%&rm%ﬁ:ﬂaﬂqﬁa’zﬁmﬂﬁqﬁmﬁaﬂﬁgﬁ @ﬁmﬁﬁmﬁwwmmm@

" Certified that the Government servants named be|ow, have earned the prescribed periodical increments from the date cited in Column 6, having

B HH : : aé/aﬂfzﬁmﬁafﬁaqﬁuvﬁ%a?wmwﬁﬁﬁwzﬁmaﬁm

been the incumbents of the posts speclfled for not 1ess than v year(s) from the date shown in Column 5, after deducting periods of

i e e el 1 P arabin e A o 1 7 e e o

! absence from duty not counting for lncrements and absence on leave without pay. etc. Further from .....ooviimicivennnnss A ‘ to

R G G R ‘.W@Tﬁmaﬁmaﬁmﬁwﬁm'

. which has / have been counted for mcrement in the case of officianting Government servant I servants below, he / they. -

mm/msmemsmmemw% aﬁﬂmmzﬁmvmqa/’qﬁwwmmﬁmﬂ

would have officiated in the post/ posts but or his/their proceeding on leave.

‘umﬁmﬁmm%ﬁwﬁmwﬂ?ﬁﬁw /wmﬁmmarﬂmmmmﬁmﬁaﬁwﬁa%ﬁwmzﬁﬁﬁﬁ

~ Certified that the Government servant/ servants named below, fas / have earned /will earn perlodlcal increments from the date cited for reasons

'ﬁaﬁmmaﬁamﬁmélaﬁam|

stated in the explanatory memo attached hereto.

P —— ]

during which ‘he / they would- not- :
have continued to officials in the post

B 8 : - - Tl & RPN | stor o g e el o @
U £ - =e o < Absence from duty . e
w £ E§ £% g | Bt - | eRedd M E / A W W

L ) [~ 1 . a—l?'h : r .
Name L § | 5% E E e |FE E > . WM E\II?"I ki R T8 / ﬂaxq#w‘rmﬁ UG
Cof E‘E‘: | ‘EE B ’E§ g | =% |  notcountingfor o w0 i TR o T B e
. ’ 2 e . - [ [ : ;' o , .
Incumbent Eg BT -E‘i%: : E % E8 % 2 Wﬁm Leave without pay and in the case
‘ » ES ' £ 9'6 " " Increment ~those holding the posts in officiat-
= w | S I
g g | E .E o S ing capacity all other kinds of leave
5. 133 ©
2 |78
=, 2
‘ 5

From To . From- .- To

e ‘ 2 3 | a4 s .6 | 7| 8- I R e ¢
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DR. RAJ'ENDRA PRASAD CENTRE FOR OPHTHALMIC SCIENCES
A.LLM.S., Ansari Nagar, New Delhi-110029

mmﬂ%ﬁmaﬁaﬁﬁﬁﬁaﬁﬁéﬁmwﬁ
FORM OF ANNUAL CONFIDENTIAL REFORT OF LOWER DiVISION CLERK

HAe /T erafag
Ministry / Deptt. / Office

B g a / arafy @t R

Report for the year / Period ending

b 1 M I 21 7
. PART -1 PERSONAL DATA :
(W/W/W%Fﬁamﬂﬂﬁwﬁaﬂwmﬂwm)

(Tobe filled by the Administrative Section concerned of the Ministry / Department / Office)
AEBRY FHHARY &1 AT
Name of Official -
STT-fafdr
Date of Birth : :
a5 | P Praf @ et

Date of continuous appointment to the preseht grade, viz

T T, Teete, orerd) & 2

Whether permanent, quasipermanent, temporary .

ﬁqﬁaeﬁ?mf%ﬂﬂaﬁwaﬁmﬂ/mawﬁﬁﬁamﬁﬂmmwmﬁﬁmaﬁmﬁr

Section(s) in which served during the year under report and period of service in each

P @ oy 4 o

Period of absence from duty

() gz

a) Leave

) wisrerey
b Training

T) WS 8w

c)  Anyother

T - i ﬁqﬁmﬂqwlmﬁwwmmﬁaﬁwmmﬁﬁmm
PART - Il A BRIEF STATEMENT OF THE WORK HANDLED BY THE
OFFICIAL DURING THE YEAR / PERIOD UNDER REPORT

~

B e T

ART ¢S o, 2
Contd.on Page # 2



Note :

Note:

—
ﬁﬁ‘c‘ HI I ARIBHRY ERT | ST
TO BE FILLED BY THE REPORTING OFFICER
qrr - [l Raid a3 9 Sit@aR aRy geaie
PART - lil ASSESSMENT BY THE REPORTING OFFICER

T @ Ref
State of Health

AR S a9 e ol Sogehdl

General Intelligence and keeness to learn

R w7 @ 14 q& § Frem @R @ S99 OG- SUEd Yl | & Yedis ayng
Assessment under columns 7 to 14 below should notbe mdlcated by tick markmg but should be expresse
clearly in suitable words.

2T A/ gl

Proficiency in Typing

(®) @A
Excellent

(@) =gad sl
Very Good

(1) otmmT
Good

(1) ==y
Average

(=@ = AR
Below Average

qﬁwmqwﬂﬂ?mﬂfﬂnﬁramqﬁmaﬁqﬁzﬁ%mml

Proficiency shold be assessed in respect of both speed and accuracy.

oo B vt st PraiRe Wt qur we ol @ srREw

Proficiency in his work viz maintenance of prescribed registers and charts etc.

(®) ©w«H
Excellent
(@) = ga ot
Very Good
(m)  orET
Goed
() W=
- Average
(@)  SE g AR
- Below Average
FFT B BN -
Knowledge of Computer

(@) W%Waﬁﬁmgﬁmmq%%?

Has he got training in Computer

(@) woger @R @ Sgwdl qu Ted ot
Keenness and initiative to learn Computer
() afy orgwr / gt ¥ R ¥ Al W d RgeY WX b wY @ §7

Is he working on Computer if available in the Section / Branch

S g 9.
Contd. on Page #



12.

13.

14.

qRHA U 3o ¢

Industry and Keenness :

(%) m%aqﬁmmﬁ%ammmmqmﬁaﬂﬁﬂéa%l

Putin hard work and is keen to do his job thoroughly

(@) W%awaﬁwﬁmwgﬁ%ama%quﬁﬁwqﬁmaﬁmwm%ﬁ%n

s indifferent and required prompting and constant supervision to ensure completion of his work.

wﬁ%mﬁmmm%mmmﬂﬁﬁmw%?uﬁﬁa’ra{qﬂﬁmﬁrﬁ@qﬁrﬁﬁm
T4 T Hied T B T B B S HTAT I | '

Has he ever been entrusted with work other than routine? If so, indicate his capacity to express himself with clarity
and comprehension, in his notes and drafts

STIIEA Bl 91—
Amenability to discipline

Saftafer 7 g fsar
Punctuality in attendance —
HewHial | Sam & W qay

Relations with fellow employees / Public Relations
TS

Integrity
g SR T / A1 SR STty @ e qur qeeer § gwiar

Effectiveness in the development and protection of Scheduled Castes and / or Scheduled Tribes

(%) oS qar/ av o . . & Wiy gRewi
Attitude towards SCs and /or STs—

(@) mﬁmm%gﬁrﬁuﬁm

Sensitivity to Social justice

(T‘r)‘ WWHWWWM@W@HH&TWWWHW@T SIS A i S
& fe =g gifed s &Y awar

Ability to take quick and effective action to prevent and quell atrocities and ensure justice to SCs
and / or STs

(&) oo qer /oW o ST ST T e e § g

Effectiveness in bringing about the development of SCs and / or STs

ﬁﬁéaeﬂ?mﬁﬁaﬁﬂ#maﬁmﬁﬁmmmawmmﬁmmw%? afe & af guan
qftre ferewor &

Has the Officer been reprimanded for indifferent work or for other causes durmg the period under report? If so,
please give brief particulars

1 HRY A g Fen ffive st st s Rear sife weieg 2§89 § ol o=t 57

Has the Officer done any outstanding or notable work meriting commendation? Brieily mention them

ol : ‘I, TgA STEBT’, ““IresT”’, CHIITR STEET T & SR
Grading : "Outstanding", "Very Good", "Good", "Average" or "Below Average"

AR I3 H. 4
Contd. on Page # 4
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Riid & 9@ st & swer
Signature of Reporting Officer

T (38 am'ﬁ )

Name (In Block Letters)

Bilii .
Designation

Rif
Datev

e=r.sﬂ.aen/axwa.a.m.%%quﬁzmﬁmm&ﬁf%mﬁﬁm.m/a.a.m.ﬁéeﬁw
T Y| AR Rl S @ AT qE W @ 8§ ' @ | QT astiar oy

The column relating to SCs / STs to be filled in only in the case of Officers dealing with development and
protection of SCs and / or STs. Where the column is not applicable in the case of any Officer, it may be so
stated against the column. :

- IV gftEs siftrard) @ sregfay
PART -IV REMARKS BY REVIEWING OFFICER

,gﬂﬁmmﬁrﬁm}mﬁﬁ@mﬁm

Length of service under Reviewing Officer

wmwmwmﬁﬁw&m%?ﬁﬁﬁwﬁwﬁﬁﬁWﬂmaﬁmﬁ
Wﬁﬁéwﬁa@Wﬁa&ﬁaﬁﬁwﬁwﬁaﬁ%m@mwﬁwﬁwmmﬁ%a}
FYAT S ST &Y | AT W o ReEm 989 § et R waa &

Do you agree with the remarks of the Reporting Officer? If not, mdlcate the extent of your d;sagreement If you

. wish tc add anything specific with regard of the work and conduct of thé official over and above the remarks of the

Reporting Officer, please mention them. You may also sum up your views here

w7 AERT | Tt g fasivar aur / 9 $ig AW o7 stwen avaar @ R fF owet wEit aon SRmimar
ge gt &g Rty gome & g omu a=en &) ofY f at 39 Rlwarett @ Sy sea@ & aur 98 9l B
Y 3% RERAER gE=la & fre g i g §)

Has the Officer any special characteristics and / or any outstanding merits or abilities which would justify his

~advancement and special selection for higher appointment out of turn? If so, mention these characteristics briefly
and indicate why you consider him fit for out of turn promotion

ORI SIAET B SRR
Signature of Reviewing Officer
9 (S oTeRl H)

Name (In Block Letters)

TR
Designation —
fatx
Date




-~

S10 el 981E A7 fas= &= g 6
30 HI0 310 O, SFERN T, 73 Rwail-110029 |
DR. RAJENDRA PhASAD CENTRE FOR OPHTHALMIC SCIENCES
A.LLM.S., Ansari Nagar, New Delhi-110029
aaﬁﬁﬁﬂaﬂhﬂﬂqaaﬁmeﬁaﬁhﬁéaﬂqﬂﬁ

CONFIDENTIAL REPORT FORM FOR TECHNICAL STAFF
(GROUP 'C' & ENGINEERING STAFF)

Retd &t wafir 1 Report for the period ——_ § /1 _From: a®s / To:

‘ Date of Blrth

5 Present Appomtment

{(\Er 1) - ?hﬁamqamﬁwqamﬁa
LAF{T I) PERSONAL DATA AND DUTIES & RESPONS!BILITIES

(W/ﬁwm/mfaaﬁawﬁaammﬁﬁﬁaammwm)
(To be filled by the Administrative Section Concerned of the Ministry / Department/ Off;ce)

Gl
Name —

s R

- }AcademmandT hmcalQuahﬁcatlon

aa‘qﬁqﬁq?ﬁ@%aa%%ﬁ

oy -~ Date of appomtment tothe Present Pest

Date of continuous appointment

a1 Tt/ sreadt €7

Whether Permanent/Temporary?
ENEUIN]
Scale of Pay
‘ ad%ﬂvqaﬂiwmﬁﬁseﬁma}mﬁﬂmﬁm

Departmentunderwhich worked during the year and period
(" 1)
(PART -1l)

O (am A 9 st & ary W’y )

(To be completed by the Officer under whom working)

ST R )
Contd.on Page # 2



10.
1.
Lo

13

14

ﬁ.~fasaquﬁaﬁa%? |

Natureofworkonwhlch emP'Oyed? ‘, -

5 Ishecareful and consmen’uous? : ‘, .

““"'iaqmrﬁiﬁarwamam%aﬁﬁm/ﬁrw

~ Oplnron regardmg professronat orteachrng knowledge :

' Has he been repnmanded for rndrfferent work or negllgence of duty? If so, state the occasron

~In|tlat|ve Intethgence Industrlous and keenness

| SIIIIES BT O

- Amenablllty to drsmplme
| Eehidl @ W HE |
o Relations with Fellow Em'pl‘oyees -
o aEE

o Punctual in Attendence -

TR ®= sani% q,?rs’tﬁ & 9 7 et‘qi%fam i%rm?r i%mfr f%rstlsr gHIT a% asm‘ Eé’r @zréfar BﬁT Etrq,ara?rr
@ wi%r ety gwe &) :

' Remarks asthe defects in character, mdebtness etc Wthh may mllltate agalnst efﬁmency and sunabthty for‘

part|cular types of work

wa%ma%aﬁmawm@%mmmw%?uﬁa a‘raramaﬂaﬁf

“'wa?%féﬁétfat‘rwmﬁa%ﬁﬁmﬁ@rﬁtns‘%?aﬁa ataattrﬁaam&

- Has he been respon3|ble for any outstandmg work?: If so, state bneﬂy

',ara%aﬁ'{g%guﬁaﬂammamataaaﬁ

- Generat summrng up of good and bad qualltles —

"wangﬁﬁr%ﬁrtﬁm%?

Is he frt for promotron

, sﬁvﬂm :ﬁm" “aga \?FET" @IEETHNPT eﬂaat w-nw@#’iﬁ
, Gradmg "Outstandmg“ "VeryGood" "Good" “Average“ or "BelowAverage -

. . L tvnfrTzas
e , e ContdonPage#3



oﬁtﬁéaﬂﬁmﬁM%mmj
o Slgnature of the Reportmg Officer

(R et d)
Name (in Block‘Le“tterS) —

~ Designation — -
_frDate :
‘ ( —Ill)
; PART 1)}
L Wﬁmaﬁmﬁaﬁw =il
REMARKS OF THE REVIEWING OFFICER

~~gﬁﬁma&mﬁaﬁmmﬁ3€fmwmmaﬁq%wnﬁﬁémﬁmﬁaﬁmﬁmmmw
. Waﬁq&aﬁeﬂemaﬁw%? M N qomeTad, AsH T B T FT A gaaE |
~ The Reviewing Officer should carefully consider and stated whether he accepts the assessment recorded by the
o ‘Heportlng Offlcer in aII respects If he drffers from the reportrng in any respect the fact should be clearly stated)

: gﬂ'ﬁm aﬂ%mfr b TEER
; Slgnature of the Revrewrng Officer -
o (R et )
k’N'ame(Iyn Block Letters) - ;
Desianation
| ~‘:ﬁ_z:—‘,”"ﬁm%m%ﬁﬁwﬁﬁﬁm&rﬁ%%ﬁa&ﬁwﬁﬁ#%wﬁm&mmﬁﬂ?ﬁﬁ
! mﬁmﬁﬁmwmﬁﬁeﬁﬁmﬁamwﬁqﬁwﬂtz%&ﬂq@awas.,%. RoZ aed
o s m%%wm%w—mﬁaﬁémaﬁﬁmwﬁﬁémmmaﬁaﬁ |
Fae EdiETE B, q 9o o) g8 of e B o AR :

Z - kNOTE = “The substance of any unfavourable report will as rule be communicated of the Offlcer reported elther orally or
E L _in writing as may be considered appropriate by the Reporting Officer and the facts of such communication
noted on this respect, where the Reporting Officer and the facts of such commumcatlon noted on this report,

i o : . where the Reporting Officer feels that such a communication will serve no useful purpose and may only
T drscourage the Ofﬁcer reported on, the decrsron not to communlcate should also be noted o

- a‘l“ﬁﬁﬁ'ﬂﬁ Hi%ﬁ ztf% 'crhs‘ %)
Signature ¢ of the next Superror Oﬁlcer
"(wrth remarks rf any) .

o (a3 st 6 |
 Name (In Block Letters) -

~ Designation
Date
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DR. RAJENDRA PRASAD CENTRE FOR OPHTHALMIC SCIENCES
ALLM.S., Ansari Nagar, New Delhi-110029 i
. it werm ot arffe Tty Rop g At
FORM OF ANNUAL CONFIDENTIAL REPORT OF TECHNICAL STAFF
‘ (-\,:nig uzﬁn 3ﬁ-\, u,qgn)
(GROUP "A" & "B")
R /1 RreT  erfer
Ministry / Deptt. / Office of
& T A [ oty &) R

Report for the year / Period ending

AW -1 3R 79 o wder g SERETRE

‘PART - ERSONAL DATA & DUTIES & RESPONSIBILITIES

(S / R erferar & e sy ST ERT R 1)

(To be filled by the Administrative Section concerned of the Ministry / Department / Office)
ARBI T 1 " '
Name of Officer
sTH-fafr -
Date of Birth

Date of continuous appointment to the present grade, viz,

T o PR R
" Present post and'date‘of"ép‘pointmfentjthereéf _
Period of absence from duty (on leave, training etc.) during the year

Training courses attended

AR - Il = geaiasy

T U |, 2
Contd. on Page # 2



1.

(i)

(%)

@

(=)

©

- Il R R B gmarwr o
PART - III ASSESSMENT OF REPORTING OFFICER

wﬁﬁémmaﬁwﬁmﬁmw—ll%mﬁamaﬁnﬁmﬂaﬁﬁm%?wﬁaﬁ a’r
meﬁﬁmﬁﬁ%ﬁmaﬁbﬁmmaﬂm&l i

- Does the Fleportlng Officer agree with all that is recorded under Part - by the Officer. If not enumerate

precrsely the extent of drsagreement wrth the reasons therefor _.

mmamﬁmmﬁmwmmmaﬁwmamm(m)mémﬁﬁeﬂt
mwaﬁarﬁamaﬁwmnm%wﬁmn i

General comments on the results achieved and the quallty of peformance and appllcatlon of knowledge as
‘delegated authorlty and conceptual and profess:onal skill on the jOb

Wﬁ%mﬁmﬁ%ﬁmﬁmﬁﬁqﬂaﬁwws@/aﬁﬁm—mw& -

Comment clearly. and in unamblguous terms on the followmg attnbutes of the Offlcer in relatlon to hrs
performance - , Gl :

0

(ii)

_ V(iii)

(iv)

(vii)
’(viii)

| k(kiX)

mmq—fﬁaﬁamww

Nature of work on which employed

H‘r&nqaartt%qt%raaawat

Commitmerit to the tasks assigned ‘

e ORIl

Devotion to duty

9T gl (atqvtaﬁnlﬁffaﬁ mﬁaﬁraﬁ"ﬁwmﬁ%mam)aﬁrmmﬁﬁm

~Human relations (his conduct WIth his colleagues superlors and subordmates) and capacrty to get:
- work done :

TI-§9B

Public Relations : : ‘ S R
e g, AT, Hﬁ‘ﬂﬁ%ﬁt R =ﬁﬁ=r T’Ta'c—\ﬂ
Intellectual honesty, creativity and innovative qualrtres
Integrity == Lo

ST e

_Amenability to drscrplme e i
'Wib‘rf{ra’i

Punctuahty

-wawmmamm@% aﬁt%a‘r Hﬁﬁrﬁml

Has he been responSIble for any outstandlng work, if so state briefly

W‘%qﬂﬂﬁr%m%?

. Is he fit for promotion?

- 98 g . 3
~ Contd. on Page # 3
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(xii) wmﬁamwaﬁa%m%@%ﬁm o
Opinion regarding professional ortechnical knowledge _\\\_‘.‘_—N
(xiii) (%)maq%aaﬁﬁeﬁ?/awaﬁﬂﬁﬁmﬁﬁa%?%mm P
(a) Attitude towarcis SCs and / or S‘;Ts -MNH‘—_._'M__
(@) wmferes =g & ufy waasfiera
{b) ‘Sensitivity to Social justice MMMMM
(xiv) areg eﬁ?ﬁ%guﬁmmmm ‘

General Summing up of good and bad qualities NM‘M“

vy DY B
Knowledge of Computer \\Mm\
() &1 359 e 5 WIS ey Ry 2 2 ;
(a) Has he got training in Compqter?\\\’ ~
(@) Frgey Hem o SR Y gaq R )
(b) Keenness and initiative to learn Computermx\\
(W)Eﬂnémﬂﬂawwm:%?ﬁm&r%l ' C
¥, 15 he working on Computer, f avaiablo T
mwﬁ~?{%s#%m$ Reet v a7 Reify mﬁmﬁ%aﬁ:ﬁ%@amm%émmwﬁﬁmm
SN 5% qyan anf wt T4 e o

Please indicate jf onany of the item in this part the Reporting Officer administered any written or.ora| warning or
counselling and how the Officer reacted thereafter :

AR T, g AT —— q A
Grading : "Outstandin Yood" od”, "Average” or "Below Average"
LT ﬁq}é 7 et STy @ TR

Sty Reporting Officer -
T (93 amet ) | |

" ‘Name (In Block Letters) '
Designation
Date
T - IV et st o ioqufigt ' -

&y

PART - [y REMARKS OF THE REVIEWING OFFICER
TR ST o T dar-smafy :
Length of service under the Reviewing Officer \\\
WWWE}W%W— 1] #ﬁﬁ%mﬁwﬁmﬁ?ﬁ@aﬁﬁwﬁaﬁﬁgﬁm%?w&a@
: o af . . . .

%’qﬁsh-w@m@%msrﬁrm%m

Does the Reviewing Officer fully agree with the remarks of the Reporting Officer recorded in Part - |f} of the

Proforma? if he does not agree with any adverse remarks of the Reporting Officer, those remarks should be
specifically mentioned for expunction or modification —

SR g g, 4
Contd. on Page # 4




Tribe Offrcer has been fair and just

'Tuﬁﬁqléﬁaﬁﬁﬁwm‘ﬂrﬁaaqﬁmﬁﬁ/aﬂ%ﬁmmﬁrmm% a’rml%rs‘mmﬁaﬁmﬁl%ﬁ ;d

mﬂ%ﬁwﬁ/mmﬁmaﬁﬁmﬁam%ﬁwmaﬁ?mﬁwmwwmaﬂ?ﬁm :
TR

If the Officer reported upon is a member of a Scheduled Caste / Scheduled Trlbes please indicate specifically

~ whether the attitude of the Reportlng Officer in assessrng the proformance of the Scheduled Caste / Scheduled

wﬁ%%&mﬁwaﬁmﬁﬁﬁmmﬁ(w)%mﬁrﬁqmém%?aﬁ% a‘rﬁgﬁﬁﬁm

& Pro g F

-~ Is the Officer reported upon s‘pecially suited for particular job? If so, the nature of placement should be suggested

‘ ﬁﬁé%&mﬁaﬁmﬁaﬁmeﬁ?%ﬁamqﬁmﬁmﬁmwﬁa%ﬁmwh

Aptitude and potentials of the Offlcer reported upon and suggestlon for possible lmes of growth and development

 Signature of the Reviewing Officer—.—
T (32 o )
Name (In Block Letters)

' S
Designation
fof T
Date ,
whgf s @ TemEr

: Slgnature of the Acceptmg Authorrty

frdty ol - WM#W&WWWWWW@W%WM 68633"37[ en 51/4/64‘€?IFFlT :

N.B.::

(Q) ﬁa‘tnét%ma’rﬁwmﬁmmr

- While recording doubt of integrity of an Off|cer instructions contained in the Mmrstry of Home Affalrs oM.
No.51/4/64 - Estt. (A) dated 21 - 6- 1986 may be kept in V|ew
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DR. RAJENDRA PRASAD CENTRE FOR OPHTHALMIC SCIENCES. MR.-9

fre WA sRgfieE wxem, 98 Rech-a00g
AII India Institute of Medical Smences, New Delh|-1 1 0029

ﬁowﬁamﬁaﬁaﬁzﬁa

k ‘qqar\?-s

Rt aﬁﬁa /CONSULTATION RECORD

| g flm aRes R @
Name Age - Sex Marital Status . ‘C.R.No.
Service Ward Bed . Occupation - . Religion
‘ . ‘ Status -
Refe_‘rred'by Dr. o : AR ~toDr. ,
e :  Requesting Doctor -~ Consultant&Speclally
* Findings : E ‘Date : '

Diagnosis or Impression :

' Recommendations:

- Consultant’s Signature






L2

14, fHferpe TRATT/ORT $1 AR | T qE
el Heer= §7
Furnish name of the funding Institution / Agency
Whether it is private?

15, Fe. e (@ 1 oie 4 31 91" a@)
& 23, ffow A emafora aeTedt senf
WMo B B S
Furnish name of the funding Institution / Agency
Whether it is private?

16. Hag HHE-FEH™ T W, T GG qEw @ : )
aruReIfy & SR IS T @ e BN, : ’
Name of the Facuity / Officer who will lookafier the duties ’ ‘ :
during his/her absence. . : '

17. wfi Jo@ /avTem /A /ARAR, / sreeen /
' Frpfos UREer senfy § S9d wewiEn
fora e weem ¥ wWe wrd § wege Rig gri?
How the participation in the meeting / Conference/ symposium/
seminar/Workshop/short term training etc. in question help in
his/her work at the Institute.

IR S € 5 SudE wega fever A9 wre) @ sguR wed § aen g aﬁs‘ ) gezr forarn =gt W 1
H e A apxarem w2 & 5 oww dow/awiem,/drel/eriue/ seastee gl senfy § 39 i wemm
A MESEIEH F AT § qu1 SuYw e @ At aF @ are § wienieiw s weiten s -wege e} s

Certified that the details furnished above by me are correct to the best of my knowledge and nothing has been concealed. I also undertake that my

participation in the aforesaid meeting/conference/symposium/ workshop/ short term training, etc. is in accordance with the existing guidelines of the
Institute and | will furnish the participation certificate as soon as I return from the same.

Shlkd , : (@mTE @ E¥ER)
Date : (Slgnature of the applicant)

L ﬁw%a@mﬂm/ﬂm/aﬁmmmﬁﬁmaﬁ%mﬁﬂﬁﬁaﬁww¢mw
fraTmes g1 W= 9 i~

A, Ilmore than one faculty member (s) . Officer(s) is attending the Conference etc. the following column may be filled up by the Chief of the Centre
Head of the Department.
w9 A AP TI/ARFR H AW T ISR Wﬁ*@lﬁﬁwﬁqﬁaﬁﬁ .
S.Ne. Name & Designation of the Faculty Member/Officer ) gRafas v

Actual Duration of Participation in the
conference etc.

.

g miﬂﬁmmm—m/wﬁmﬁwaﬂwwmm"%m}ﬁm@ammaﬁaﬁqﬁaﬁ
’ % SR v § guee W |

B, Please state below the faculty members / Officers who will be available in the department during period of their (mentioned at ‘A" above) absence.

A A TR AW /AREH 91 A ugeE FeTeE sy d wffera B
S.No. Name & Designation of the Faculty Member/Officer @] g R
Actual Duration of Participation in the
conference ete.

-

(emae o= oifte Fva wHE B & wid Aered/furmeame 78 ghifea oxa 5 wag du/fem § sow dem-wew (@)
TR ST,/ TRE /IS / HremTer,/ reqatford wiviere] @ SR @/ § euerer 89 =ifew)

(While forwarding the applications, the Chief/Head of the Department should-ensure that 50% of the total strength of faculty (in position) of the concerned
Centre / Department should be available in the Centre/ Department during the duration of the meeting/conference/symposium/workshop/short term training in question)

ﬁ%uﬁ@ﬁm/ﬁmmﬂiﬁaﬁsﬂﬂ%ﬁmﬁ@fﬁmﬁaaﬁgﬁ

Recommendations of the Chief of Centre/Head of the Department with signature & Office stamp.



DR. RAJENDRA PRASAD CENTRE FOR OPHTHALMIC SCIENCES
& IR Iyfds s

ALL INDIA INSTITUTE OF MEDICAL SCIENCES
SIHTE (SMFAAS IGPHTe B 3fcrran) g 99T |
APPLICATION FORM FOR GRANT OF LEAVE (OTHER THAN CASUAL LEAVE)

1. E9® &AM
Name of the applicant

2, Yeq™ wa faur
Designation & Department

3. 3fé srgwrer o Safy wd
=i 9% e
No. of Days & Period of
Leave required

4.  cmafda smawrer o ymfy
Nature of Leave required

5. Ia@m 3g nfda ero
Reasons for grant of leave

6. W WM Bigq & g
fHafgg?
Whether permission is also
need to leave the Station ? : ‘ .

7. 3PN B ¥RM, WR/IE A ’
DI gl

Residential/Postal address
during leave period

8. Il aen Ramq f aifie

@ ife g9 ff fored
Indicate Biock Year, if travel concession
is required
' A - Signature of the applicant
gt el /&Tﬂﬂf 'QH ’ - with designation
Remarks of the Officer- Incharge
fermene o sifrgfio
Prof. & Head of the Deptt. Whether
T IqFTe D RERe B 1
Leave is recommended
Dated the ........coccoveemnrnecceeerercnnns
il S @ greR
Signature of the Officer I/C

geqM afga smart v RQurreae

Prof. & Head of the Deptt. with designation



o Yo w4 9 fasm &=
DR. RAJENDRA PRASAD CENTRE FOR OPHTHALIMIC SCIENCES
& AR sgfds v
ALL INDIA INSTITUTE OF MEDICAL SCIENCES . ey Gfﬁ %’?,_L

Joe Jo@ /T e /AN /wrienesi /sied-piferes  qfdia FOR ABROAD
APPLICATION FORM FOR SEEKING PERMISSION TO ATTEND SCIENTIFIC MEETINGS / CONFERENCES /
sefe ¥4 wfafaa g @t srgafa w39 emiss nu
SYMPOSIA / WORKSHIPS SHORT TERM TRAINING ETC.

Hora /AR @1 AM.Ud 9gaE
Name & Designation of the Faculty / Officer

Date of Birth

HHE—TER T AR W EIRGID]
Date of appointment as Faculty Member

Yo /R / IS/ AR/ B,/
FeqeETiendn ARG RS & e
FRA qE GG H A

Name of the organization conducting the
Meeting/conference/symposium/seminar/
workshop/short term training etc.

T wfAferd 819 8 e uTe gan 87
TE1 B 1 G4hE o @ Oy Ha e |
Whether invitation has been received. If so

a copy of the same be enclosed

w1 IUYTH wed Fron wwerd B

Whether the above organization is Private Institution?

Jom,/qeTer /TS /AR /BT
arermIfers Hie st @ e
Title of Meeting/Conferences/Symposium/
Seminar/Workshop/Short Term Training etc.

I AR/ B AH WEl IRaIfda 986,/
FRYer /TS / AFAATR / ST / SreenTford
wferer &1 rarss frar e R o

City/State where the proposed meeting/Conference/ .
svmoosium/seminar/workshop/short term training is to be held. ) . .

faa do% g @

Duration of the proposed meeting etc. '

AL xR Foerm-wew gf ol te e ¢ ‘ T
T A Wit gQ 2, AR A .

wftwfera g9 9 arefas ffd geid

Whether he/she is attending the entire period of the

meeting etc. [f not, indicate, the actual date of

participation.

TR § R 3 A @ Yow sy

A afafea 89 F ag srma @1 Rify

Date of departure from the Headquarter & arrival
after attending the meeting etc.

Jowr ganfe d wffed 89 & dRe
(SPTURGET RIS e &) 31 A
BE AT oG/ §TF F GHIIIT 3erE
A Y& R T8 &

Are you presenting any Scientific Paper/ Chairing
Session / delivering lecture during the period of
attending the meeting etc. (enclose the documentary
evidence)

. T I G B TABR Yeb AT
wm/%ménwmﬁmmaﬂﬁﬁ%l

Whether Reg. Fee only or TA/DA/Reg. Fee is
required {rom the Institute ?

. STAYST,/ ASE YR AT 3 BIS i .
TR/ T g U8 F 5y I A A o

W, A, e gfeen den wiRksis,/

AT ey & gk A Fwg |

State the facilities in terms of T.A. boarding

lodging and remuneration/honorarium etc.

being provided by the Organizers/Host Institution

or any other Institution / Agency. Furnish the

documentary evidence for the same.



o IS UHIE 3F fasm &g
DR. RAJENDRA PRASAD CENTRE FOR OPHTHALIMIC SCIENCES
e v mgfdse wves
ALL INDIA INSTITUTE OF MEDICAL SCIENCES

e Yow /aRIe /Gl /Brierensi /s wifers wiem

APPLICATION FORM FOR SEEKING PERMISSION TO ATTEND SCIENTIFIC MEETINGS / CONFERENCES /
_swife d wfafem @ 9 sl witky. @g smdew wuw
SYMPOSIA / WORKSHOPS SHORT TERM TRAINING ETC.

NEREEVE Eeane i GG
Name & Designation of the Faculty / Officer

i IR
Date of Birth
HHG—TE & dAR R F fafy

Date of appointment as Faculty Member

o,/ G/ G/ AR / BT/
reueiers Uit s/ &1 Sae
T A GIEH BT A

Name of the organization conducting the
Meeting/conference/symposium/seminar/
warkshop/short term training etc,

w1 I WS o v ®
Whether the above organization is Private Institution ?

§TH /T /HITS /ARAR wrbeer/
gftere ganfy & winfw

Title of the Meeting/Conferences/Symposium/Seminar/
Workshop/Short Term Training etc.

I WER/IMS H AT S8 wxqrfda 56/ :
FHEA /D) /G / BT/ sreamiiers

ufRerr @ i fran o § |

City / Country where the proposed meeting/

Conference/ svmposium / seminar/workshop/

short term training is to be held.

s S5 @ el sy :

Duration of the proposed meeting etc.

F et Her-wevd o) oaf ww Jow : )
waf W Wil gy & AR A9 A ,
aftafern 89 @) e Y geid

Whether he/she is attending the entire period of the

meeting etc. If not, indicate, the actual date of

participation.

TRy i o B [/ v Yee sl

A e B9 @ 9rg emreR & Ry
Date of departure from the Headquarter & arrival
after attending the meeting etc.

Jow gefe 4 @i B9 @ <RM
(VG ERATI el BY) #4137
wTg Jefve Iw/d5e o Wi sreral
AR JeTH &) W8 &

Are you presenting any Scientific Paper/ Chairing
Session / delivering lecture during the period of
attending the meeting ete. (enclose the documentary
evidence)

e w¥er geard ufliew & @ ardTe
H e 3 B o) | Aea g @
Frftee iRl &) Refa s9iY &5 o a9
fAoh wieen B st FE1?

Name the funding agency in case the expenses being
provided other than Organizer of the conference elc.
Status of the Funding Agency. Whether it is Private?

. SITTSTe,/FSTaT VeI 31 &Y e . ,

| R/ TR R YR Y S A g . .
), Ao, A gﬁm T qiiRsifies,/ '
A gAY @ aR A g | g9 wey

H U SRS WA W |

State the facilities in terms of Air Fare, boarding

lodging and remuneration/honorarium etc.

being provided by the Organizers/Host Institution

or any other Institution / Agency, Furnish the

Jocumentary evidence for the same.




Sfo Mol 991E A fas= &=
DR. RAJENDRA PRASAD CENTRE FOR OPHTHALIMIC SCIENCES
el R smyfdsme wvens
ALL INDIA INSTITUTE OF MEDICAL SCIENCES
It M R 8w (Wo /dowwigosio /28/06/08)
PROFORMA FOR POLITICAL CLEARANCE (No./EWD/28/06/08)

+ Ef5d wU A AR WY, AR e F W o § o wugaa Rl @ ade ¥ 1 W R RY 7F a) wed
wfeTs Bt &) § wR1 wig ) .
To be typed or, if filled manually then in accurate letter (not running style so that causes many times reading difficult)
* U g ARG WY /e, qetar qen Wit wu/svm 9t vy fee e | afenfig
Please ensure clarity/details, completeness and abbreviation / Anonyms, if used them differed.
I IR YD, IRT TWER B T
&ofl, e e /srR—wfa,/ g i)
@1 TH Yq goH ﬁ?l'l'c\lﬂﬁqlﬂ . _ ’
Name & Designation of the Senior most visitor/Equivalent in GOI
(e.g. secretary/Additional Secretary/Joint Secretary) Pay scale
wRifRee &@ & aawl & A,
A, YfReT s
Delegation members along with
names, designations rules etc.

IuYth Hed @ gfe & e Aaerd/ faer/
il A Hag TR aad) & qel g
Confirmation the above contains complete list of all the
visitors from your ministry / Department/Agency.

gt & @ 99 |f afwdl & faeRer

e wgy # oo § oriRee i

o) Il @ W B

[T not, then details of those in whose respect political
clearance is likely to be sought reparatlly

e o & @ Rdw 7 yrdy fem

ar B iR TR Rl @ aeghy @

R F T ‘Ihfﬁ RNEDIRE

Justification why, instead of the visit Indian Mission
abroad cannot be asked to represent our interests
Y @ A Country (ies)

fe=mes Dates,
ATAT BT IL¥T  Purpose of visit

vy el sgnefia,/ o,/ arTaa ' )
Nature : Bilateral/multilateral/private/Transit
outcome anticipated from the visit

w1 Ay oy PuiRa < | 1 e

o3 gl gan B | Al B < RExer awpa

TR I Tguely ve & o e o A

Whether on invitation received from visiting countries

If so, details (please enclose a copy) If multilatered event, level
of participation from other contries.

/A By FMfde e & e Yoa! @ e

Details of meetings fixed in countries places being visited.

T HIF RGIY e/ ORE BT SERe e
afer Yol @ AN ovegel o
Areq w@IeT | ara @ o ot T8

e g B |/R

Whether concerned [ndian mission / posts have been
consulted on arrangernents and meetings required.

Level at which administrative approval for the
visit taken in the nodal organization,

& a9 aft e e oo :
BT anfeed oRaTfdd 8 @ 991 SY UHoHlodRoToTie
¥ Roy=oYe & forg wiigfy wm &

Sources of finding for he visit.

If an{’ foreign hospitalim roposed to be accepted "

whether approved of MHA trom FCRA angle has

been obtained.
B WiEw FRIER
@ Ho '
S99 T (arged guitd)
(Signature with seal)

Contact Number
E-mail Addrest (Must)



15, fafdrea weens/oole #1 A |
w1 7 ol weer 87
Name of the funding Institution / Agency.
Whether it is private?

16. =Tel 35 ad (3o 1 el @ 31 AE a9)
@ Je Tu A amaifir weerl geany
# gffora gm @ W&
No. of Conferences etc. already attended within
the Country during the current financial year .
(i.e. from Ist April to 31st March) .

17. Heg HoHra-wew @AM O AR we o '
& aeRafy @ R 9E T B SEwTE B |
Name of the Faculty / Officer who will lookafter
the duties during his/her absence.

18, wefx Yee,/wyE /AS]/AAAR PR/
sroaifore wi¥e send A SF@) weeriEn
e yer e # e o ¥ wenw g el
How the participation in the meeting / Conference/ symposium/

seminar/Workshop/short term training etc. in question help in
his/her work at the Institute. :

wifr R Siren & 5 Sud wega Rewer A9 sen) @ oqeR wed & aur ged @i i qen furar T8 o gl
§ g8 N snsara e/ § R wwdw 56 /FHE/ /N /BT sedtios e gy 7 A wefia e
H o MESEIET B ATET § 9N IR e § Al o & A H wivenfd o wewfhan smones s ey /g

Certified that the details furnished above by me are correct to the best of my knowledge and nothing has been concealed. | also undertake that my

participation in the aforesaid meeting/conference/symposium/ workshop/ short term training etc. is in accordance with the exiating guidelines of the
Institute and | will furnish the participation certificate as soon as [ return from the same.

=i (TIED B ERER),

Date’: (Signature of the appl icant)

% uﬁwémm/m/mmmmﬁﬁm@ﬁéﬁmﬁwﬁﬁmw
frmesel g1 WRT WY -~ .

A.  Ifmore than one faculty member (s) . Officer(s) is attending the Conference etc. the following column may be filled up by the Chief of the Centre/

Head of the Department.
WA e Heprg—aew,/ AR @ 7| Td 98 } W ooy A afafeom B
S.No. : Name & Designation of the Faculty Member/Officer B e aEH )
. : Actual Duration of Participation in the

conference etc.

@ qU A 99 WaE AHH—wEed,/ RGN B A g9l (SUdw P P SFNR) T et g waw @ aruRef
% gRE fwm § Suere W |

B.  Please state below the faculty members / Officers who will be available in the department during period of their (mentioned at 'A' above) absence.

Y A HHT—- R,/ ARSI F1 A9 T4 qg- wE gy d s gm
S.No. Name & Designation of the Faculty Member/Officer F grafad @

Actual Duration of Participation in the
conference etc.

¢

(e o orifda Ra WG By @ K Heey/Rmmems 98 gk wve R wag as/Rum # so% Ser-aewd (wrive)
TR Yo,/ AR /G prleTer /aregdes U & SRM @w/fWn § S 8 =R :

(While forwarding the applications, the Chief/Head of the Department should ensure that 50% of the total strength of faculty (in position) of the concerned
Centre / Department should be available in the Centre/ Department during the duration of the meeting/conference/symposium/workshop/short term training in question)

Fg B W HEIGY/RurTens & SR Wit sweR U9 Hrierd @ g
Recommendations of the Chief of Centre/Head of the Department with signature & Office stamp.



Slo ¥olvg ysre A9 fdsme o

DR. RAJENDRA PRASAD CENTRE FOR OPHTHALIMIC SCIENCES
afge i smygfdsma e
ALL INDIA INSTITUTE OF MEDICAL SCIENCES

*HHI-FEl B TR go & a9 gg uos
* PROFORMA FOR SUBMISSION OF DEPARTURE REPORT

I, WHY Fe @ AH
Name of the Faculty Member - . .

2. 9gAM wd Rwr
Designation & Department

3 whmE A9E B R Wo Ud iy Rrad srger
B A AEd B
Ref. No. & date of the sanction memorandum, for which
he/she is intend to proceed

4. g @ Ud SeRy (WA ¥ gEd)
Place & purpose of visit (describe briefly)

5. ey A wRerH @ i

Date of departure from headquarter

6. TRUM B GEHE
Time of departure

7. mgma/?aaﬁgﬁ%nﬁé%ﬁﬁm(uﬁmé)
Booking details of flight/train (if available)

8. A W M P e B IR @ W9 o qd
- HfFy gREN/AEEa Fo
Complete contact address and Active Telephone/Mobile
numbers during the period he/she is away from duties.

9. F-A| U
E-mail Address

10, JEaerg argd o @ wwifE i e wduEw
T 3 A
Expected date of return to the headquarters and resuming of
histher duties.

1. wW EeE-TEw B AW 9 Il ey @
R 98 w9 e B |
Name of the faculty, who will look after his/her duties N
during the absence

2. ©ag WH wew &) FEAk
Consent of such faculty member.

Reetiep— « o Jira G B EIEY
Date :- Signature of faculty member

e +AP-ERI BRI T AaeR B fory o9 ) g8 wvers § gy W], Sud v RO wag @ @ wyd/favmmeny
& HEaH @ yReT ¥ qd RITOAT M, RN @ @Y SRS Rl affard §

Note : *The aforesaid departure report is mandatory 1o be submitted to the Establishment Section, RPC by the faculty member on each occasion as &
when he/she is away from the Institute, through the concemed Officer-in-charge. prior to his proceeding.

e BT B WIE/HaE ATIeaE & W g

For the use of Officer-in-charge of the concerned Section/Department only

78 yE e oiren & 59U omafy & SR R § s0% Wem-waw Sudel @ o fAwm @ dad gl
wrd fpd W v § wfdg T8

1tis certified that at least S0% faculty members will be available in the Department during the fore said period and the services & functions ofthe
Department will not suffer in any manner. St

YR ARER B ERNER

TR V=", JEPUE N



Sfo oI+ wTE A fAsi= &g

DR. RAJENDRA PRASAD CENTRE FOR OPHTHALIMIC SCIENCES

sifge TReig STyfdfs wwens
ALL INDIA INSTITUTE OF MEDICAL SCIENCES

Tlo uig wsqﬁaﬁamaﬁaaﬁm—m@/w % fog enalee ey wita sy s
P el Y YET g9 | (@I STEETy ¥g NS 2 WWiE Y & diR uR wRqga bRl enfdv ®)

Application from for grant of leave including Casual Leave for the Faculty Members / Officers at Dr. Rajendra Prasad Centre for
Ophthalmic Sciences. (The application or Earned Leave should be submitted atleast 2 weeks in advance.)

L WErg e /ARer B AW gd 9eam
Name of the Faculty Member / Officer

2. 9EAM g
Designation & Section

3. 3T g e Re @ wem
No. of days leave required

4. feE smreTa @ vk ¢ it / smefAs / wRafia

Nature of leave required. Earned / Casual / Commuted

5. aferg erawrer B emfy

Period of leave required

6. aﬁﬁamaﬁn@%@m

Reason for grant of leave applied for

7. T YA BrEA B WA ) =fey

Whether permission is also needed to leave station.

8. 9Ty I @ R ARy W ' T,

Residential / Postal address during the leave period

9. e sramm arA Rawa (e L) s
& @ =re ad g
Indicate Block Year, if Leave Travel Concession
(LTC) is required.

10. srguRRerfy & s & SR Fewget @ . g Assigntment
Te sreven Y WeE @ g gae
[mportant assignment during the period of absence

1.
2.
arrangement suggested 3.

farvrie:—

Date :-

T ST @ STy A W erdgly e, Ryl ;& /W

 Recommendation of the Officer-in-charge whether Leave is recommended : Yes / No

ofg &, e el & <RM B @) W FRE B R b way § |

If yes, arrangement of looking after the work during the leave period.

AR F

Arrangement orderd
b f3egor
Teaching :
2. gt wr
Clinical Work :
3. oY FH

Research Work

4, ¥ T Td oy Rty o ot e |
Administrative work & other Misc. work, if assigned

fesiie—

Date :-

T 9EIgd,/doyosiie & Wi/ fewaford

AREE B ERER

Signature of Applicant .

R e & FwIER
Signature of the Officer-in-charge

S UH B D I "EET P ERER
Sienature of the Chief. Dr. RPC



Dr. RAJENDR ‘ CENTRE FOR OPHTHALMIC SC §§E“éb§g

ALL INDIA INSTITUTE OF MEDICAL SCIENCES

Instruction for follow after Eye - Surgery

Your doétor has been treated you by his best skill and effort. This is ycur
responsubn!!ty that you should be follow the instruction given before fcr avoid the
complication after surgery.

Keep tighten the cap of eye drops phial after use and keep in cool and clean place.
Wash your hand before use of drop. Pull your lower eyelid and put eyedrops
regularly as prescribed. :

Use spectacles. Always keep clean your glasses ; .

Take normal diet. Patients afflicted with blood- -pressure and diabetes should follow the
precautions and take their medicine regularly as advice.

- Avoid wash your eyes directly with water. You can clean around you{ eyes wrth luke

warm water with swab gently.

Don’t rub your operated eye.

Protect your eyes with heat, sunshine, dust and smoke.

Avoid head massage.

Avoid to lift heavy weight.

Avoid any kind of exercise

Don'’t play with small children.

Protect your eyes with any kind of injury / harm.

Avoid smoking, alcohol and tobacco.

If you have any complaint such as pam in eyes, redness of eyes, excess water flow

from eyes, suddenly low vision etc. then please contact your ophthalmologist

immediately.

HOspitaI Administration
Dr. Rajendra Prasad Centre
for Ophthalmic Sciences
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2.

Bilo U wHie 9% e s=
siiger ardia ongisme gorm

qT HATWIE § 9 wE o4 givm Rerd

s Rilsenes o gft mEm @ svoest o Reoy 2 sffRes @ | Bie aeh
TS @ S & v Gew Tuwed o ulsie Sheen oNOSsT IoaTaiiem 2

o B ToRpel ClOndsT WIS 08 SuEl WO O T SO = H g By
Mt s &5t Brech uses dfoese sim @ B omer A sad ol em o

foraidm e s

7.
.
9.

10.

“12.
13.

14.
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