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Form 4
Confidential

Facility Based COVID-19 Death Summary Form

NOTE:
« This form must be filled for all Institutional COVID Deaths.
« Mark with Y wherever applicable.
+ For Date use Day/Month/Year format. For time use 24 hours clock format.
+ Complete within 24 hrs.

« Make 2 photocopies & send original to MRD, a copy to DNO/Dy CMHO(H), and one
retained with nodal Officer for further action.

(Performa to be filled up for the COVID-19 confirmed patients who have died)

. Name of the referral hospital with address:

. Duration of stay in referral hospital:

. Reported by Medical Unit:

. Patient Identification Data: CR no
a) Name:
b) Date of Birth (dd/mm/yy) - -/ ~/---- Age (in yrs): - -
¢) Sex Male [ Female [J

If Female, was the patient pregnant? Yes[] (weeks pregnant) No [J Unknown []

d) Residential status: [] Urban ] Rural,
¢) specify address with contact telephone no. (mobile preferred) of family member

. History of contact with COVID-19 positive/ Foreign travel/ Paramedical staff/ Clinician/
Suspect COVID-19 in community/ attended a large congregation

a) Clinical Data (Please tick one or more than one symptoms/ailments the patient had)
A] Asymptomatic -——-- B] Symptomatic = ----—---

C] Brought dead-—--——-——--



b) Signs and symptoms with date of onset (dd/mm/yy) : - -/ -/--

Duration (in days)

> Mild fever ] » High grade fever ]
» Cough ] » Fall in Blood Pressure []
» Fatigue ] » Sputumwithblood [ ]
» Breathlessness [ | » Loss of smell ]
» Sore throat ] » Loss of taste ]
» Sore throat ] > Any other, specify

» Vomiting M

» Diarrhoea ]

6. Did the patient have any high risk illness / predisposing condition

i) Age >65 years- [J Yes[] No
ii) Diabetes mellitus []Yes [] Controlled [0 Uncontrolled [ No [] Unknown

iiiy  Chronic Lung disease (specify with duration)

iv) Hypertension & Coronary artery disease (On medication)

V) HIV +ve only Yes [ No[] Unknown [
vi)  AIDS Yes [] No[J Unknown O

vij)  Chronic Liver disease (specify with duration)

vii)  Chronic Kidney disease (specify with duration)

ix)  Cancer (specify with duration)

X) History of Cerebrovascular Accident

xi)  Cortisone therapy + Yes[] No[J Unknown []
Immuno suppressive Therapy

xil)  Incidental/ Accidental Disorders E.g. Surgical including latrogenic, Trauma, Violence,
Anaesthetic complications,
xiii)  Any other (specify with duration)




Diagnostic Findings (clinical) :

a) General tests:

CBC Ferritin
DLC ' Procalcitonin
CRP D-dimer ------=-------
LDH Trop-T-------===-
Any other
b) Did the patient have any of the following tests?
Chest x ray Ifyes, [ Normal []  Abnormal [] Unknown
Chest CT scan - Ifyes, 7 Normal [[] Abnormal 0 Unknown N

c) Ifchest x- ray or chests CT scan result abnormal:
Was there evidence of pneumonia?
Yes [ No [ Unknown [J

d) SARS-CoV-2 testing:

Date of collection of sample: _ // /[

Date of declaration of Firstresult: :__ //  //__

Name of the lab which conducted test:
Result: Daywise '

Day 0 Day 3 Day 6 Day 9 Day Day Day Day

Treatment details
a) Previous treatment history

b) Treatment for other symptoms

¢) Name of the Hospitals/health facilities/private practitioner where treatment taken with dates

d) Treatment given in the hospital where patient died
I. Date of admission: I

II. Date of death: : I Cause of Death:

Drug Date initiated Date discontinued Dosage( if known)

III. Monitor side effects of Drugs:
a. CBC
b. ECG (QT interval)
c. RFT
d. LFT




IV. Treatment for complications (details)

V. Did the patient require mechanical ventilation? Yes [] No [ Unknown [
9. IN YOUR OPINION WERE ANY OF THESE FACTORS PRESENT?

System Example Y N | Notknown
Personal/ delay in seeking help
family refusal of treatment or
admission
refusal of admission in previous facility
logistical lack of transport from home to health
Problems care facility
lack of transport between health care
facilities
lack of assured referral system
facilities lack of facilities, equipment or
consumable
lack of blood/ blood products
lack of Ot availability
Health lack of human resources lack
personnel .
problems of anesthetist

lack of expertise, training or education

10. CASE SUMMARY (please supply a short summary of the events surrounding hospital
stay and the death of the patient)

Form filled by the MO on duty nodal Officer of the Hospital:
Name & Signature Name& Signature
Designation Address of the Institution

Stamp & Date:



