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Patient Family Communication  

 

 

 

 

 

 

 

Patient Family Communication Record 

Date:                                                                                        Time:                                          

Diagnosis:                      

 

 

 

 

 

 

 

 

 

 

Doctor’s Sign ______________________ Name ___________________ ID 

______________ 

Counsellor’s/MSW’s Sign (If applicable) ____________ Name _____________ ID 

_________ 

Interpreter’s Sign (If applicable) _____________ Name ___________ Contact No. 

________ 

I have hereby understood completely the issues/plan explained to me by the above signed 

person in a language. I understand. 

Patient’s/Relative Sign ____________ Name ______________ 

Relationship_____________ 

Patient Label 
 

Name: _____________________   Age/Sex: __________ 

UHID No. _____________    IP NO._____________ 

Date of Admission: ___________ Dept./Unit: _________  

Date of Discharge: _________ Bed No.: _____________     

Ward: _________  Doctor-in charge: ________________ 

 

Issues Discussed / Counselling Done & Plan / Action Taken 
 
 
 
 
 
 
 

Prognosis:       Very Poor         Poor      Fair       Good  

Condition of Patient:     Very Critical         Critical       Improving       Stable       Good 

                                              Satisfactory         Deteriorating 

 

 

 

 

 

              



 

 

 

 

 

 

 

 

 

 

Daily Patient’s Status Briefing Record 

Date Time Name of 
Doctor 

Explained Patient’s 
Condition to 

Patient’s Relatives 

Doctor’s 
Sign. 

Name & 
Relationship 

with 

Patients 

Patient’s 
Relative’s Sign. 

 

 

      

 

 

      

 
 

      

 

 

      

 

 

      

 

 

 

Disclaimer   

The content of the E-mitra is intended to serve as a sample and guide for better understanding the 

NABH Entry Level Standards. It is not prescribed by NABH as the exclusive or only way to meet the 

standards. Healthcare organizations are encouraged to adapt and modify the materials according to 

their own scope of services and operational needs. NABH is not liable for any misinterpretations or 

errors resulting from the unmodified use of this material, or for any non-compliance during 

assessments that may arise because of such actions. 

 

Patient Label 
 

Name: _____________________   Age/Sex: __________ 

UHID No. _____________    IP NO._____________ 

Date of Admission: ___________ Dept./Unit: _________  

Date of Discharge: _________ Bed No.: _____________     

Ward: _________  Doctor-in charge: ________________ 

 


