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Mailing Address:
AMDA-Nepal, P.O. Box 8909, Kathmandu, Nepal.
URL: www.amda.org.np, Tel: +977(1) 4910235, 4911140, Fax: +977(1)491 1141, Email: amda@amda.org.np



ig% HMIS 9.5: Non-Public Hospital Reporting Fom‘1

Health Management Information System
Hospital Monthly Reporting Form OWNERSHIP TYPE N&O
AN D A—Na <) Q 3&,\_‘ Neo N cige FACILITY TYPE Vet
A= S 6 ag ..fﬂ*lospltal VAT/PAN No. SO VAEN6H
Fiscal Year: 207 &/ 2073 » Health Facility Code: l I l I l
Reference No: Dispatched Date: 1602 /08 / 07 e
- UYHU ) Received Date: IO, CHEY. 4
ARG, K&»\WA& Sanctioned
- Suroawan Number of Beds —
Subject: Submission of Monthly Report on Hospital Services := = o - Month, 207,6,_ Year. Operational

Hospiital‘lServifces, v , tE\'!UQ!Séﬁ‘?Y’Se";YiYG?S | |Total Patients Admitted
Age Group New Clients Served Total Clients Served Total Clients Served Total Inpatient Service Days
Female Male Female Male Female Male .
Diagnostic/Other Services Unit Number
0-9 Years 3 5 3 o) ‘ ‘ ’
. X-ray Number 30
10-19 Years ")r S ’7 /g
= Ultrasonogram (USG) Number
20 - 59 Years 3% ZL' Zg zL\
i Echocardiogram {Echo) Number
2 60 Years \2 A} % 5
Electro Encephalo Gram (EEG) Number
Free Se'rvise Received by Female | Male Electrocardiogram (ECG) Number
Impaverished Citizen e L
# - PHC Outreach Clinic Trademill Number
Heart
K Immunization Clinic Computed Tomographic {CT) Scan Number
idney
c Immunization Session Magnetic Resonance Imaging (MRI) Number
ancer
- FCHV Endoscopy Persons
Head Injury
T - Colonoscopy Persons
Spinal Injury [ : : Referred Out
et Referrals | Referral In Nuclear Medicine Persons
Alzheimer gy Outpatient | In-tpatient | Emergency
- - y Total Preventive service Provided Persons
Parkinson Female 5
Total L t i i ersons
Sickle Cell Anagmia Male otal Laboratory service Provided
Other Service Provided {(if any) Persons_
Approved by LL"
Signature
N me of Medlc&?ecor er Name of Hospital Superintendent/ Director
U bl
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HMIS 9.5: Non-Public Hospital Reporting Form
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Health Management Information System

Hospital Monthly Reporting Form OWNERSHIP TYPE N D
. N . FACILITY TYPE \onkal/
Aad® u\:v& Al Q c : .
\ \N\*@* ‘k“”\&‘ k"”“"‘t, Hospital  [VAT/PAN No. ST ERIN
Fiscal Year: 2076&./ 2073, 3\“&"&\ Health Facility Code: l l J T—[ ’
Reference No: Dispatched Date: 02 /7 08 / 2078
e K&kw& Sanctioned
' %ﬂ@&(g Number of Beds  |—
Subject: Submission of Monthly Report on Hospital Services :> ¥ *. Month, 207(3_,, Year. Operational
_ Hospital Services (Emergency Services | |Total Patients Admitted
Age Group New Clients Served Total Clients Served Total Clients Served Total Inpatient Service Days
Female Male Female Male Female Male - — — -
- Diagnostic/Other.Services Unit Number
0 -9 Years 'g 5 g 5 i ot
X-ray Number 5 Q
10 - 19 Years 3 b pl N
Ultrasonogram (USG) Number
20 - 59 Years 2% ?1:} “3& K4 L’
L) Echocardiogram (Echo) Number
2 60 Years Z -~ 5 2, A 5
Electro Encephalo Gram (EEG) Number
Free Servife Recei.v'ed by: rFema'il Méle ' n Electrocardiogram (ECG) Number
Impoverished Citizen o[
. - PHC Outreach Clinic Trademill Number
Heart
Kidma Immunization Clinic Computed Tomographic (CT) Scan Number
idn
¢ Y Immunization Session Magnetic Resonance Imaging {MRI) Number
ancer
- FCHV Endoscopy Persons
Head Injury
. - Colonoscopy Persons
o |SPiNal injury Saph g o Referred Out
) ~>Referrals | Referral in Nuclear Medicine Persons
Alzheimer e = Outpatient | In-tpatient | Emergency
: Total Preventive service Provided Persons
Parkinson Female e
Tot i i P
Sickle Cell Anagmia Male otal Laboratory service Provided ersons
. Other Service Provided (if any) Persons

Name of Medical Recorger

o bl W

—>—

Approved

Signature

Name of Hospital Superintendent/ Director
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