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All India Institute of Medical Sciences, Guwahati

WA 3R URAR Heu] HATe, HRd WRBR & dardy™ H T a4 e
(A statutory body under the aegis of Ministry of Health and Family Welfare, Gol)

Ref No.: 4-39/2022-23 /AIIMS/GHY/PROC.-VE/I1 /2628 Date:21.12.2024

EXPRESSION OF INTEREST (Eol)

On behalf of Executive Director, AIIMS Guwahati Eol is hereby sought from Registered
vendor for printing of necessary items which are summarised in the table below:-

DE . -/ SL.NO ITEM with Specification QNTY. Attachment
Section
CFM 1 AIIMS Guwahati News Letter Enghsh - 20 Annexure-I
Hindi- 20

2 BMD Dxa Scan Requisition Form 1000 Nos. Annexure-II

3 Angiography consumable Form 1000 Nos. Annexure-III
4

Diagnostic & MRI Consent Form 10000 Nos. Annexure-IV
Interventional 5

Radiology USG Requisition Form 50000 Nos. Annexure-V
6

X-Ray Requisition Form 50000 Nos. Annexure-VI
7

MRI Requisition Form 50000 Nos. Annexure-VII

Prospective vendors are encouraged to quote clearly indicating the price and GST
applicable for each item as per table shown above on or before 30.12.2024. Partial quote
by any party shall not be accepted for evaluation. Further to inform you that the printing
should be made in good quality paper.

A sample copy of the above registers is placed as Attachment viz., Annexure-I to
Annexure-VII. The vendors should prepare strictly according to the specifications
mentioned in the corresponding Annexure. An expert team will evaluate the sample
copies and if any discrepancies arise, the decision of the Competent Authority will be
final.

The party quoting the L! price will be awarded to contract to supply the items of specific
quantity. You are requested to submit quotes in the box, to be placed for the said
purpose in the Admin. Section of AIIMS Guwahati in sealed envelope superscribing
“Quotation for Printing Items of AIIMS Guwahati w.r.t., Ref. No.....................
dteeii ” Clearly mentioning the name and address of the bidder.

Sd/-
AAOQ, i/c
AIIMS, Guwahati

Copy to:

1. I/C Institute Website — for publishing on the Website.
2. Office Copy
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PRINTING SPECIFICATIOON FORM OF .AIIMS GUWAHATI 009
| zo,““
_ 1 BMD bxXA Scan Ruguisidan a
1? Name of the Item 3 MT
| 34 MR Fanm (10, 090, Tew thouns aud
2. /

Ql.!lanti.ty (with appropriate unit) 4}. US6 &%JU“/"?M Fanq (50’ ey [,'ﬁ t =

: ; , S} X-R 'QQLU.'H'/;G« Farm (501 009, f%/ &&j/
3. Size : 6)' MR bau fa /=
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; ) 1=

;- . ' * Plz. Specify

4. Printing Single s\id/eLboﬂ'tgdeS’

]

S. Language
i

=
| English | Hindi | Assamese | Others* |
V(Tick on applicable one)

|
r T i
6. Fc;lnt colour SRR W{e w
: Paler Colour ‘ : W&, W -

. [Staple [Pad  |Hard | OTHERS* |
i * Plz. Specify

r Sl. No. to printed page wise ek Yes No

the total
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ALL INDIA |Ng WAHAT [
DEPARTY NS’TITUTh OF MEDICAL SCIENCES, JObHPUR O UWAH
ENT OF ENDOCRINOLOGY-& METABOLISM- D/ A Lnl0S TIE
Flfloor+C-block Room-no-150- /A TERVENTION A L
5 LADIOLOGY
§ MD DXA SCAN REQUISITION FORM
atient Name,,,
............................................. G S X o A (T ESS N s oS ess So b loes Jee e ebebeneeetees
Mob No....... . :
....................... Patient ATIIMS U5y St e o eI Dt O Birth i s oms dive  cVesIEegve
OPD/ IpPD. ..
........... Ward/Bed No..........Ref, Physician, 8o s v i ooboe, oo Ref. Department.......eeeveeeeeenassses
Diagnosis:............
Chief Complaints:
SNo Parameters Response Remarks
1 Previous Fractures (spontaneous/low trauma fracture) Y/N
2 | Parent fractured hip Y/N
3 | Current Smoking Y/N
4 | Glucocorticoid use (=5mg/d prednisolone or its equivalent for >3months) Y/N
5 Rheumatoid Arthritis Y/N
6 Secondary osteoporosis (disorders strongly associated with osteoporosis)
a) Type 1 Diabetes
b) Osteogenesis Imperfecta in adults
c) Hyperthyroidism
d) Hypogonadism
e) Premature menopause (<45 years)
f) Chronic malnutrition
g) Malabsorption
h) Chronic liver disease
7 | Alcohol >3units/day* Y/N
*1 glass wine(175ml) ~ 2 unit, 1 pint beer (568ml) ~ 3 unit, 50 ml port wine ~ 1 unit, 25 ml spirit ~ 1 unit
Requestingghiaculty/S R . e Mobile Noz: &t SR e o
DateloffR e quisition s i e Signature: e N S

Instructions before BMD/DXA

1) Avoid taking calcium tablets 24 hours prior to scan

2) Avoid wearing jewellery, belts etc on the day of scan

3) Scan cannot be done within 7-14 days of contrast given for CT scan/ MRI/ Barium studies
4) Patient should be accompanied by 1 attendant

Checked by (Endocrine SR) — Date for test -

Technician’s Signature -

Bill No -




PATIENT'NAME:_
OPD/WARD:_____
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DAGNOSTIC & (NTERVENTIONA L RAN(OLOG T,

DEPARTMENT OF NEUROHMAGIN & INTERVENTOIN NEURO-RADIOLOGY

N-S. CENTRE,-AIIMS , GiUW A HA T/
UHID: S on S0
----- ... OPD/CR NO: et

Injection Omnipaque 300mg/lomeron 300mg
Injection Omniscan 20ml

Three w2ay connector (B8D)

ECG Electrodes

I.V. Infusion set (B.Braun)

Normal saline(Polypack) 500m!|

Short connecting tube with three way

Long connecting tube with three way

Luer Lock syringes 10ml / 01ml

Sterile Disposable gloves size7

Medicut 186/;’uncture needle 18G

Inj. Protamin

Inj. NTG

Inj. Nimodipin

Exchange Guidewire (TERMO) 150 cm.35.38 Angled
Neuro Intervention disposable KIT

Single Y connector (MERIT)

Double large bore Y connecter (MERIT)
Femoral sheath (Arrow) 6F/7F/8F/9F

200 mi luer lock syringe with quick fill tube
60” connecting tube with male/female lock
Inflation Device (Encore)

Picard 5 F

IST OF COMMON CONSUMABLES [TEMS TO PROCURE FOR ANGLOGRAPHY/EMBOUATION

200ml|
2 vails
6 pcs.
6 pcs.
3 sets.
5 nos.
2 nos.
4 nos.
5 nos.
10 nos.
1 nos.
1 nos.
1 amp
1 amp
1 nos.
1 pkt.
2 nos.
2 Nos.
% nos.
1 nos.
1 nos.
1 nos.
1 nos.



10
=

L

J

Prrrestiave - v éi?z (ZAA ﬁ{WWQ@

(7
ALL INDIA INSTITUTE OF MEDICAL SCIENCES, GUWAHAT!
DEPARTMENT OF DIAGNOSTIC & INTERVENTIONAL RADIOLOGY

= a :
rorms for Patients Screening and Consent Statement
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S/NAME

Last Menstruat period -

Have you evsr injured s

Whers 7
Y,.- i Nim
Have you ever s22n injurad in ths = By

THE FOLLCYING iT=MS MAY BE

THE MRI EXAMINATION BY PRODUCING AN ARTIFATS

SNTRANDICATED AND MAY INTERFERE ¥

PU=ASE INDISATE |2 VBL HSUSE ANV T
Cardiec secemakar as ;N Ticzse mars on this Srewing 1ie legaad
Aneurysm diic (s; Yes i Ng any metal insice your ooy
implantas insulin zumg Yes i Ng e
imglanied drug infusicn device Yas i Ng Q‘-"’—}'
\ s

Ecre growth stirulatcr 72 { MNT /_ \
Neurcstimuister {TENS-Us Yes ANG ;

- <
Any tyce of ticsimiizicr Yes /NS
Any type of iniemai siecirodel(s), niucin y

¥2s /i Neg

Pacing wirss =

Intemal hearing zid ; 7235/

Cochiear impiaat Ves / N f
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Swan-Ganz cathetar Y28 /NG
| Tale vest ar metallic fxaticn device WSS G '
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ODUCING AN ARTIFACY

| PR
= INATION BY
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PLEASE INDICATE IF YOU HAVE ANY OF THE FOLLOW o
yes /N

Vascular chp (s}
Hemostatic clip {5 A a0

Anry type of sugical Siip or stagie (s)

Orbital 7 eye prosthesis [
; Yas /M

Yire suturs (s
& Yes / MO

Any tyoe of impian: reis in Siace By 2 magnat /
vas / Nz

Any other implanied Zam
. vas / NO

Type

Heart vaive prosihesis

Any typeoi szr imgiant
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faticoed eysfiner 2

-80S Impl3nt held in 5y meizilic suturs

Yachrag

JO Yas / NC

‘2pal shurz
saurz Yas / NC

: <

(n

7€
)

travensicuiz sheng
S S s

fir2 mesk Af
b= g i Mic

i

v

8

Aicial imb or icin:
- AN

B (92 10 P I,
iy Wnplaneg of CTSCHT

o
w
e
o

W
)
Q
R
m
(7]
e
)

< - - - = : z /
¥ L€ ofremevatie denizi Ham : :
Yzs / hNe
...—.....-............._.-..‘...........-....---.-................,....,............-...-------------- < = =

' YCU have gry renal discidericreniem
*oc Ursa ! 8. Creatnine.

TR -~ - T ST
RTINENT FREVICUS < FUESS R-rzVs

o s - S~ s

Cemputed iomegraphy
N

Uitrzscund s

S~ b Sy ai fR . S -4 »

- i 55 2 2ESCYS intoTaalbo s s ~arra~f i pha b 2 AF =% ] g 2 0oy : == (S =i 5 - -
=L=st el he sCeve inicrmation is comsct o IO O8SiCt iy xnCwiscge. | Lndersiand e =nirs contenis ¢
S ‘o And | o e e — 4 : L o T TS - T ey
IS O ant | have had the opoomunity io ask quesions r2garcing the information oo this formm. [ ar
Vnarscl o ncermm A ecam i 7 A Pam G T AR Al A S Is o ; i -~ e =Yall B~
SParSC L Undergt Mii scarn., I requirss with ContrastiAnazasthasiz =2 By OHEG 5SK, e CCnseguences Ray

= Pt~ b
S expiained o me.

e
’ e Safeni’s S 2L
iraients SiICratuis
—
it
-t L

<y
G
e
i
23
)
=]
L




e ue — \/ o
DEPART O it 5
e :WNEDTAT l(,\)lnglDlAGNOSTIC & INTERVENTz&WR%ﬁ_‘S/E;\?ﬂ/'
TUTE OF MEDICAL SCIENCES, GUWAHATI

USG REQUISITION FORM

)

qH

Name S ferm
Age Sex
USG No. | ‘;‘f: fafeaes faamt
CR.No. as /ﬁ?ﬁ—‘ ReferringUnit . = = ———=———20
Indoor/Outdoor____ it fetd
= % m o Ambulatory/Non/-——-""‘
Examination Required

Clinical Information : INCOMPLETE FORM SHALL NOT BE ACCEPTED

feret ar ST S T

Any History of Allergy

aifqm wrgard fafs

LMP fafercdes & sEaall
SIGNATURE OF MEDICAL OFFICER

¢ O TR

Any Previous Relevant Investigation :

g fas
|dentification Mark
3t e

Thump Impression

REMARKS : T -Tafeds
. RADIOLOGIST
Your appointmentison . ~ RoomNo.:
 WhuTime Slots 830 .+ 9:00 9:30 10:00 10:30 11:00 11:30 12:00 12:30

A







Y Avoxive - V1|
pEPARTMENT OF DIAGNOSTIC & INTERVENTIONAL RADIOLOGY 2
ALL INDIA INSTITUTE OF MEDICAL SCIENCES, GUWAHATI
CLINICAL MRI REQUISITION FORM

Clinical Dept. or Unit .,

‘1-

C. R. No. g
Ward / Bed No.

DILTL SN No MILE DO bt e s ;

2. M F AW jpati ; ' i
H IPatient's Name ...........oo.occ... /Age form /Sex........

(“Tq; m ﬁ /1n Block |eners) .................................................. 3“3 ge ..

o A /Date of Birth : 3 /Day e L Lo p— L IR — T (Weight ..o 5. . /Kr..
3. General Patient Condition (Tick as appropriate)

(i) Critical and with life support (i) 1l but without life support (iiy Ambulatory

4. Clinical Details : History : (INCOMPLETE FORM SHALLNOT BE ACCEPTED)
Examinations

Relevant Investigations :

Previous CT / MR / Other Reports / Studies
(with numbers, if any)

5. BloodUrea/S Creatinine

............................................................................................................................

8. Special Instructions (Sedation, Allergy or other details W
9. (a) Contrast Enhancement ReQUIred : YBS....occmcansenseareesecssenssessss -

(b) Allergic to any drugs :
(c) Implant in Body (Tick as appropriate)

Cardiac Pacemaker ...cocoroeovreueeseeees

Metallic IMpIants.....coouseescensemsernee e

G 1] N E T oo o e e oo i =
(are AE=d A /in Block letters)
GEATH [ DeSIgNation......ecveeaseceseesses st
(Requisilion may be signed by @ Faculty Member/Sr. Resident)

Room No. : Y

Youe appointment ison:
12:00 12:30

Time Slot: 8:30 9:00 S0l 1000 M1 0:GORIER1: 00 11:30

e, o r\&

l4 - / -
A 8257556765
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PRINTING SPECIFICATIOON FORM OF AIIMS GUWAHATI

Aing  GUVAHATI /vzws LETTER..
(b wlasd on afifaous)
2. Quantity (with appropriate unit) : QO En j[ASA 20~ ‘L],,d

1. Name of the Item

3. Size Sl )4’/ | A5 | LEGAL | OTHERS* |

* Plz. Specify
4. Printing ) : Single side/ b6th sides
5. Language : ¥ o Botl, EV/?/,JL i H!'M(C‘-

| English | Hindi | Assamese | Others* |
(Tick on applicable one)

6. Font colour : 8!'@(/{
B RaperColon s 5 (e/oma/*

8. Binding . [Staple [Pad  |Hard | OTHERS"|
* Plz. Specify

9. Whether SI. No. to printed page \mse : Yes No Hl‘rﬂ(f By CrSton
(Tick on applicable orie) Y OF PG 8. = 10
10.If yes, SI. to be started from : E'\ f;S A VOA L 100

q( UK = alE
NB A sample copy of the indented item (forms. Etc.) shall be prese ted to the
Indenting Officer before the print out of the total quantity.

Name of the Indenting Faculty/ Officer : ‘Qf‘ : ‘#(WA’* te 5/1@%06@Q

Sign. witi'x Seal of the Indenting Faculty/ Officer
\'

Bl



