HEPATITIS “B” & “C” CASE HISTORY FILE NO. - ………………….

Name of Patient – Bijay Kumar 

Age – 60Y

Date – 16-06-2011

Symptoms – Alcholic hepatitis 

Ref. Doctor’s Name – Dr. Ashu Grover

Diagnosis – Hepatitis lever jaundice / LFT five with fluids

Positive Hepatitis “B” & “C” -

Confirmed

Dated – 16-06-2011








       “B”

Treatment Started By Dated – 16-06-2011
VAIDHRANI – Mrs. Ashu Grover (Grow liv D.S. Syrup Treatment)

Pathological Reports (Receding Figures)

	Date
	Total Serum Billirubin
	Direct Serum Billirubin
	S.G.O.T.
	S.G.P.T.
	S.ALK Phosphatase.

	20-06-2011


	14.8 Mg/dl
	7.1 Mg/dl
	59 U/L
	81U/L
	169U/L

	18/-06-2011
	16.0 Mg/dl
	7.7 Mg/dl
	69 U/L
	100U/L
	270U/L

	15-06-2011
	15.9 Mg/dl
	7.8 Mg/dl
	70 U/L
	90U/L
	235U/L


Negative Report Dated –16-06-2011
Full Treatment –Rx Liv care grown liv

Gratitude/Reference Letter dated - 16-06-2011
                   PRIYAL’S GROW LIV HERBAL SYRUP

Supporting Case Files of Dr. Ashu Grover, Bhopal
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EveryTstf the Month in Gualor - Hotel Chandsrik, Opp, Raltvay Statio, (Timing - 10.00.am fo 1000 pm)
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Nameof Patent <M, Biay Kumar Sinha AgelSex: 6OVisM
v o Sl e o 57034
Dateof Adu 2062011 Datcof Din21/062011
CoutietNo. | 59IBZTS

Servieeuni Gustosnicrolony

In Charge: Dr. Mandli Kunar

Disgnosis;
Clo, CLD, decompensated, asctes, SBY, noramal renal function, grade-11 esophageal

sxere PG, non biceder, HE grade L1 (recovered), severe AH (DF-136)

History and course in the hospital: 60 yrs old

f ALD with sicoholic epatis withsbsinent snce 2 months, Now presented withclo junice for 2

e atient non disbeic,nommotensive, known case

mons, bt disienion for 10 days, drowsiness for 2 days. On examintion
feteruse, PIA- distentions,free uid present. Patent was aditied and invest

was drowsy,
ted and fourd 1o have:
deranzed LT and cougalopathy. 1 view f svere AH paient was started on oral stercids. However

7y Liles seors was 0959, hence stroids were stopped. LVP was done which evealed SUP.
s postive for . Coll Patent wastreated with 1V anibiotcs, PP, oal seroids,
supporsive measues. Duting hospial sy patent had epsiais ENT reference of
7 Manish Munjol s taken and avicefollowed. Patent s now being discharged instable conition
it sdvi fo furthr Follow up.
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'TRANSFER SUMMARY

Dr. K. Sama.
De. Anil Arora
Dr Mandhir Kumar
Dr Piyush Ranjan
Dr Haresh Baneal
Dr!Muaish Kr. Sachdeva
Dr Fankaj Jain
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Patiot Name Mo Bijy Komma Siba, Regstration No, osiis
Aze v Epiode No. 1ro0272827
Sex Male Datcof Admission 30-May-11
Discharge Type TRANSFER DatcOfDischarge 211
Ward SSRB3A ™ a1
Admiting Cons

DIAGNOSIS
ALD with alcholi hepaits
PITN - nonblecder
desompesnation ascites
HE improved
Norenal dsfunction y
CLINICAL HISTORY
History:
Patient is o known case o chanolic abstinen since 2 month, presented with /o progressive increasing jaundice since 2
mants, distntion of abdomen since | morth and drowsines since 2 days. Paient was fis reted a¢ OPD basis and now
adnitted for worsening seasorium.

PHYSICAL EXAMINATION
Pulse: 90/min. BP: 100770 mimbg Temperature: 37 degree C
No pallor, cters,cyanosis, clubbing, pedal edema or lymphadenopathy.
RS:BIL air entry equal, NVBS. No adventiious sounds.
VS S1, 52 heard.
P/A: Disended, fee fids present,
(CNS: Drovesy, flapspresen. 3

COURSE IN THE HOSPITAL
Patient was admitted, ccated conservatively wilh IV antibiotis, anticoma measures. Rouine investigations done showed

deranged LT /0 alcoholic hepatts with rased PT/INR. RFT were normal. Ascitic fluid was tspped. Repor e 110
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