	Name Age Address 


 Operation Planed  :__________________________________________________________                 
Preanesthetic Checkup
Medical History -  HT /DM /TB/Asthma /CAD/CVE/Thyroid Problem __________
____________________________________________________________________________
O/E - General Condition  - Mod/Fair/Poor

Pulse__________BP____________RR______RS________CVS_________Spo2______ASA_______
[bookmark: _Hlk227672897]Intra Operative Monitoring
	
[bookmark: _GoBack]Type of Anesthesia – MAC/LA /Sedation/GA without ETT/GA with ETT
O/E - General Condition  - Mod/Fair/Poor
Pulse__________BP__________RR________RS__________CVS_________Spo2_________


Post Operative Monitoring
	
Pulse__________BP____________RR_________RS__________CVS_________Spo2________
Name Of Anesthesiologist                                            Sign _____________________



	Pre Surgery Medication 
Pre Surgery Tropical PlusEye Drop                
Drop Every 10 Minutes  2 Times)
Post Surgery : IMoxiroot Eye Drop
                       Idylon Eye Drop 
                   Amfinac OD Eye Drop 
Dr Sign _______________________
Dr Name  ____________________                      


     Medication Order                                           
             Pre Surgery Tropical Plus Eye Drop 
             ( Drop Every 10 Minutes  2 Times)                  
              Date & Time ___________________
              Date & Time ___________________
         Nurse Sign :_____________________
         Nurse Name ________________________                                                                

