
PROFORMA FOR MONTHLY REPORTING OF TRANSPLANT OF TISSUE 

 

 

Appropriate Authority Reg. Valid Upto:     

Name of Tissue:       Hospital Name:  

Month:        State: 

 

S. No. Date of Operation Recipient’s Name & Address Age & Sex CR No. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

   

 

 

 

 

Signature of In-charge with Name & Designation 

Email:………………………..  

Contact No.……………………….  

 

 

 

   Annexure - 2    



PROFORMA FOR MONTHLY REPORTING OF TISSUE DONOR  

 

 

Appropriate Authority Reg. Valid Upto:     

Name of Tissue:       Hospital Name:  

Month:        State: 

  

S. 

No. 

Date of 

retrieval 

Donor’s Name & Address Age & Sex CR No. Cause of 

death 

Next of kin name, address 

& Contact number 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

     

 

 

 

Signature of In-charge with Name & Designation 

Email:………………………..  

Contact No.……………………….  

 



 

PROFORMA FOR MONTHLY REPORTING OF TRANSPLANT OF CORNEA 

 

 

Appropriate Authority Reg. Valid Upto:     

Name of Tissue: CORNEA      Hospital Name:  

Month:        State: 

 

S. No. Date of 

Operation 

Recipient’s Name & 

Address 

Age & Sex CR No. Type 

 (Optical/ therapeutic) 

Number of Cornea 

Transplanted  

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

     

 

No. of cornea transplanted/utilized   : 

(In the month under reporting)  

       Signature of In-charge with Name & Designation 

Email:………………………..  

Contact No.……………………….  

 

 



 

PROFORMA FOR MONTHLY REPORTING OF DONOR OF CORNEA 

 

(FOR EYE BANKS ONLY) 

 

Appropriate Authority Reg. Valid Upto:     

Name of Tissue:        Hospital Name:  

Month:        State: 

                   

S. 

No. 

Date of 

retrieval 

Donor’s Name & 

Address 

Age & Sex CR No. Cause of 

death 

No. of Cornea 

One/Both 

Next of kin name, 

address & Contact 

number 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

      

 

Total No. of cornea collected: 

(In the month under reporting) 

 

Signature of In-charge with Name & Designation 

Email……………………………...  



Contact No.………………………. 


