
 
           

     ICD                                INDEX    ____________________ 

 

 

გვარი, სახელი 

_________________________________________________________________________________________________________ 

 

 

ამბულატორიული 

პაციენტის 

სამედიცინო 

ბარათი 
 

 
#   

                                                                                                                                           
                                     (ემთხვევა პაციენტის  პირად ნომერს) 

 

 

სქესი:   � მამრობითი,   �  მდედრობითი 

 

 

დაბადების თარიღი _____________________________________________             

ტელეფონი    _____________________________________________ 

 

მისამართი 

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________ 

 

სამუშაო ადგილი, პროფესია 

______________________________________________________________  

 

შესაძლებლობის შეზღუდვის სტატუსი:  

                                                        ზომიერი ,   მნიშვნელოვანი ,    მკვეთრი   

                      

 

სამედიცინო დოკუმენტაცია ფორმა 

# IV-200/ა 

დამტკიცებულია საქართველოს შრომის, 

ჯანმრთელობისა და სოციალური დაცვის 

სამინისტროს მიერ 

15.08.11   # 01-41/ნ ბრძანებით 
 

ამბულატორიული სამედიცინო დოკუმენტაციის  

წარმოების წესი  

 მუხლი 1. ზოგადი დებულებები  

     1.  ამბულატორიული სამედიცინო 

დოკუმენტაციის    წარმოების წესი საერთოა 

ყველა 

ამბულატორიული მომსახურების მიმწოდებელი 

პირისათვის (გარდა სტომატოლოგიური, 

სასწრაფო სამედიცინო დახმარებისა   და  

გადაუდებელი სამედიცინო დახმარების  

(emergency) -ს   

სერვისების მიმწოდებლებისა). 

     2.  ამბულატორიული სამედიცინო 

დოკუმენტაცია იწარმოება ყველა 

ამბულატორიული 

მომსახურების მიმწოდებელი პირის მიერ   

უნიფიცირებულად,  ამ ბრძანების შესაბამისად. 

     3.   დოკუმენტაციაში ჩანაწერები სრულდება 

სახელმწიფო ენაზე, მკაფიოდ და გასაგებად. 

     4.   ამბულატორიული სამედიცინო 

დოკუმენტაცია არ არის მკაცრი აღრიცხვის 

დოკუმენტი. 

     5.  მომსახურების მიმწოდებელი 

უფლებამოსილია,   განმარტოს დადგენილი 

ფორმების 

ცალკეული პუნქტი,     შემოიღოს დამატებები 

სამედიცინო დოკუმენტაციის წარმოების 

დამტკიცებული წესის შეუცვლელად;  

ამასთანავე,  დაწესებულების პროფილისა და 

სამედიცინო 

მომსახურების მოცულობის გათვალისწინებით, 

მოახდინოს ამ ბრძანებაში არსებული, მათთვის 

საჭირო ფორმების გამოყენება,  აგრეთვე 

მოდიფიცირება,  მათში არსებული ძირითადი 

ინფორმაციის აუცილებელი წესით 

შენარჩუნებითა და გათვალისწინებით. 

     6. მომსახურების მიმწოდებელი 

უფლებამოსილია საჭიროებიდან გამომდინარე,  

ამ ბრძანების   

ძალაში შესვლისას    მოქმედი    პირველადი 

სამედიცინო დოკუმენტაციის ფორმები 

დაურთოს 

ახალ  ,,ამბულატორიულ სამედიცინო 

დოკუმენტაციას“. 

     7. პაციენტს,  ხოლო მისი თანხმობის ან 

ქმედუუნარობის შემთხვევაში,  ნათესავს ან 

კანონიერ 

წარმომადგენელს უფლება აქვს მოითხოვოს 

ამბულატორიული სამედიცინო დოკუმენტაციის 

(ცალკეული ფორმის)   ასლი. 

     8.  ამბულატორიული სამედიცინო 

დოკუმენტაცის წარმოება შესაძლებელია 

განხორციელდეს 

ელექტრონული ფორმით. 

     9.  ამბულატორიული პაციენტის სამედიცინო 

დოკუმენტაცია    ინახება    კანონმდებლობით 

დადგენილი წესით. 



  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

სისხლის ჯგუფი__________________________ Rh-ფაქტორი   ________________________  

სისხლის გადასხმები__________________________________________________________________  
                                                                                      (როდის და რამდენი)  

ალერგია _____________________________________________________________________________  
                                                          (მედიკამენტი, საკვები და სხვა. რეაქციის ტიპი)  

 

 

დიაგნოზი: 

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________ 

                                              pT_______ N_______M________          სტადია ______________ 

yT______N_________M________ 

ჰისტომორფოლოგიური დასკვნა : 

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

_____________________________________________________                                 M   ________________/___________ 

 

სადაზღვევო კომპანია _________________________________      სადაზღვევო პოლისის #__________________________ 

 

 

დიაგნოზი დადასტურებულია: შ/მეტასტაზები დიფერენცირების ხარისხი: 

1.  ჰისტომორფოლოგიურად 1 ფილტვში G1  მაღალდიფერენცირებული  

2.  ციტოლოგიურად 2 ღვიძლში G2 საშუალოოდდიფერენცირებული  

3.  ვიზუალიზაციის მეთოდებით  3 თავის ტვინში G3 დაბალდიფერენცირებული 

 4.  მხოლოდ კლინიკურად 3 ძვლებში G4 არადიფერენცირებული 

  5.  აუტოპსიით 4 სხვა     GX უცნობია 

0.  ვერიფიცირებული არ არის 5 მრავლობითი 

ნარჩენი სიმსივნე: 

R0  ნარჩენი სიმსივნე არ არის 

R1 ნარჩენი სიმსივნე მიკროსკოპულად 

R2  ნარჩენი სიმსივნე მაკროსკოპულად 

ქირურგიული ჩარევები _________________________________________________________________________  

_________________________________________________________________________________________________________________ 

გადატანილი ინფექციური დაავადებები ________________________________________________________  

________________________________________________________________________________________________  

ქრონიკული დაავადებები (მ.შ. გენეტიკური დაავადებები) და მავნე ჩვევები  

________________________________________________________________________________________________  

________________________________________________________________________________________________  

 



 

  ფორმა №IV-200-3/ა  

დასკვნითი დიაგნოზების ცხრილი 

თარიღი დიაგნოზი (ICD-10 კოდი) 
ექიმის ხელმოწერა 

 

   

  

 

 

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   



   

 ფორმა №IV-200-5/ა  

პაციენტის გასინჯვის ფურცელი 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

_______________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            

 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            



ფორმა №IV-200-5/ა  

პაციენტის გასინჯვის ფურცელი 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

_______________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            

 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            



ფორმა №IV-200-5/ა  

პაციენტის გასინჯვის ფურცელი 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

_______________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            

 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            



ფორმა №IV-200-5/ა  

პაციენტის გასინჯვის ფურცელი 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

_______________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            

 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            



ფორმა №IV-200-5/ა  

პაციენტის გასინჯვის ფურცელი 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

_______________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            

 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            



ფორმა №IV-200-5/ა  

პაციენტის გასინჯვის ფურცელი 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

_______________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            

 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            



ფორმა №IV-200-5/ა  

პაციენტის გასინჯვის ფურცელი 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

_______________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            

 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            



ფორმა №IV-200-5/ა  

პაციენტის გასინჯვის ფურცელი 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

_______________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            

 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            



ფორმა №IV-200-5/ა  

პაციენტის გასინჯვის ფურცელი 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

_______________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            

 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            



ფორმა №IV-200-5/ა  

პაციენტის გასინჯვის ფურცელი 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

_______________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            

 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            



ფორმა №IV-200-5/ა  

პაციენტის გასინჯვის ფურცელი 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

_______________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            

 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            



ფორმა №IV-200-5/ა  

პაციენტის გასინჯვის ფურცელი 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

_______________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            

 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________         

 



ფორმა №IV-200-5/ა  

პაციენტის გასინჯვის ფურცელი 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

_______________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            

 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            



ფორმა №IV-200-5/ა  

პაციენტის გასინჯვის ფურცელი 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

_______________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            

 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________      



 

ფორმა №IV-200-5/ა  

პაციენტის გასინჯვის ფურცელი 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

_______________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            

 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            



 

ფორმა №IV-200-5/ა  

პაციენტის გასინჯვის ფურცელი 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

_______________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            

 

თარიღი __________________________                          კონსულტაციის სახე    ___________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________ 

ექიმის სახელი, გვარი ________________________                            



            პაციენტის წერილობითი ინფორმირებული თანხმობა სამედიცინო მომსახურების გაწევაზე   

ფორმა №IV-200-8/ა 

მე       ..........................................................................................................................................................       
                                                (სახელი, გვარი)  
მივიღე ინფორმაცია სამედიცინო მომსახურების გაწევის შესახებ. მკურნალმა ექიმმა გამაცნო სამედიცინო 
მომსახურების მიზანი, მისი მიმდინარეობა, თავისებურებანი და შესაძლო გართულებები. ასევე ჩემთვის ცნობილია 
სამედიცინო მომსახურებაზე უარის შემთხვევაში დამდგარი შედეგის შესახებ.  
პაციენტის (ან პაციენტის კანონიერი წარმომადგენელის) ხელმოწერა                   _________________________  
 
მე, ექიმი    –––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––  
                                                                  (სახელი, გვარი)  
ვადასტურებ, რომ პაციენტს პასუხი გაეცა ყველა შეკითხვაზე, რაც შეეხება მის ჯანმრთელობას, დაავადებას, 
მკურნალობას. ასევე მიიღო პასუხი მკურნალობის ალტერნატიულ მეთოდებზე და მის ღირებულებაზე.  

           
ხელმოწერა _________________________         თარიღი ,,--------“-----------  201__  

 

                               სამედიცინო ჩარევის ოქმი #                                      ფორმა  №IV-200-7/ა  

პაციენტის გვარი, სახელი _____________________________________________________________________  

განყოფილება _______________________________________                 ბარათის ნომერი _________________  

სამედიცინო ჩარევის სახე _____________________________________________________________________  

გაუტკივარება _______________________________________________________________________________  

დაწყების თარიღი, დრო        ___________________________  

დასრულების თარიღი, დრო ___________________________  

 

________________________________________________________________________________________________

________________________________________________________________________________________________  

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________  

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________  

________________________________________________________________________________________________  

________________________________________________________________________________________________

________________________________________________________________________________________________  

რეკომენდაცია/დანიშნულება  

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________  

 

ექიმი ________________________                                                                           ხელმოწერა __________________  
                       (სახელი, გვარი) 



პაციენტის წერილობითი ინფორმირებული თანხმობა სამედიცინო მომსახურების გაწევაზე   

ფორმა №IV-200-8/ა 

მე       ..........................................................................................................................................................       
                                                (სახელი, გვარი)  
მივიღე ინფორმაცია სამედიცინო მომსახურების გაწევის შესახებ. მკურნალმა ექიმმა გამაცნო სამედიცინო 
მომსახურების მიზანი, მისი მიმდინარეობა, თავისებურებანი და შესაძლო გართულებები. ასევე ჩემთვის ცნობილია 
სამედიცინო მომსახურებაზე უარის შემთხვევაში დამდგარი შედეგის შესახებ.  
პაციენტის (ან პაციენტის კანონიერი წარმომადგენელის) ხელმოწერა                   _________________________  
 
მე, ექიმი    –––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––  
                                                                  (სახელი, გვარი)  
ვადასტურებ, რომ პაციენტს პასუხი გაეცა ყველა შეკითხვაზე, რაც შეეხება მის ჯანმრთელობას, დაავადებას, 
მკურნალობას. ასევე მიიღო პასუხი მკურნალობის ალტერნატიულ მეთოდებზე და მის ღირებულებაზე.  

           
ხელმოწერა _________________________         თარიღი ,,--------“-----------  201__  

 

                               სამედიცინო ჩარევის ოქმი #                                      ფორმა  №IV-200-7/ა  

პაციენტის გვარი, სახელი _____________________________________________________________________  

განყოფილება _______________________________________                 ბარათის ნომერი _________________  

სამედიცინო ჩარევის სახე _____________________________________________________________________  

გაუტკივარება _______________________________________________________________________________  

დაწყების თარიღი, დრო        ___________________________  

დასრულების თარიღი, დრო ___________________________  

 

________________________________________________________________________________________________

________________________________________________________________________________________________  

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________  

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________  

________________________________________________________________________________________________  

________________________________________________________________________________________________

________________________________________________________________________________________________  

რეკომენდაცია/დანიშნულება  

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________  

 

ექიმი ________________________                                                                           ხელმოწერა __________________     
(სახელი, გვარი) 

ფორმა №IV-200-8/ა 
 

 



                                          კლინიკო-დიაგნოსტიკური გამოკვლევების შედეგები 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 
 

ICD_0    

C00-C14 tuCi, piris Rru da xaxa  C40-C41 Zvlebi, saxsrebi da sasaxsre xrtilebi 

C00.9 tuCi (garda tuCis kanisa C44.0)  C40 kidurebis Zvlebi, saxsrebi da sasaxsre 

xrtilebi 

C01.9 enis Ziri  C41 Zvlebis, saxsrebisa da sasaxsre xrtilebis 

sxva lokalizacia 

C02 enis sxva da dauzustebeli nawilebi  C42 hematopoezuri da retikuloendoTeliuri 

sistemebi 

C03 RrZili  C44 kanis melanoma 

C04 piris Rrus fskeri  C44 kani 

C05 sasa  C47 periferiuli nervebi da vegetatiuri 

nervuli sistema  

C06 piris Rrus sxva da dauzustebeli nawilebi  C48 retroperitonuli sivrce da peritoneumi 

C07 ybayura sanerwyve jirkvali  C49 SemaerTebeli, kanqveSa da sxva rbili 

qsovilebi 

C08 sxva da dauzustebeli didi sanerwyve jir-bi  C50 ZuZu (sarZeve jirkvali) 

C09 nuSura jirkvali  C51-C58 qalis sasqeso irganoebi 

C10 pir-xaxa  C51 vulva  

C11 cxvir-xaxa  C52 saSo 

C12 msxlisebri wiaRi  C53 saSvilosnos yeli 

C13 xorx-xaxa  C54 saSvilosnos tani 

C14 tuCis, piris Rrusa da xaxis sxva da aramkafiod 

gansazRvruli lokalizacia 

 C56 sakvercxe 

C15-C26 saWmlis momnelebeli sistema  C57 qalis sxva da dauzustebeli sasqeso 

organoebi 

C15 saylapavi  C60-C63 mamakacis sasqeso organoebi 

C16 kuWi  C60 sasqeso aso 

C17 wvrili nawlavi  C61 winamdebare jirkvali (prostata) 

C18 kolinji (msxvili nawlavi)  C62 saTesle jirkvali 

C19 reqtul-sigmoiduri sazRvari  C63 mamakacis sxva da dauzustebeli sasqeso 

organoebi 

C20 swori nawlavi  C64-C68 saSarde sistema 

C21 yiTa (anusi) da yiTas (analuri) arxi  C64 Tirkmeli 

C22 RviZli da RviZlSigniTa naRvlis sadinarebi  C65 Tirkmlis menji 

C23 naRvlis buSti  C66 SardsawveTi 

C24 biliaruli traqtis sxva da dauzustebeli nawilebi  C67 Sardis buSti 

C25 pankreasi (kuWukana jirkvali)  C68 saSarde sistemis sxva da dauzustebeli 

organoebi 

C26 saWmlis momnelebeli sistemis sxva da aramkafiod 

gansazRvruli organoebi 

 C69-C72 Tvali, Tavis tvini da centraluri nervuli 

sistemis sxva organoebi 

C30-C39 sasunTqi sistema da gulmkerdis Rrus organoebi  C69 Tvali da misi danamatebi 

C30 cxviris Rru da Sua yuri  C70 tvinis garsebi 

C31 cxviris danamati wiaRebi  C71 Tavis tvini 

C32 xorxi  C72 zurgis tvini, qalas nervebi da centraluri 

nervuli sistemis sxva nawilebi 

C33 sasule  C73-C75 farisebri da sxva endokrinuli jirkvlebi 

C34 bronqebi da filtvi  C73 farisebri jirkvali 

C37 mkerdukana jirkvali (Timusi)  C74 Tirkmelzeda jirkvali 

C38 guli, Suasayari da plevra  C75 sxva endokrinuli jirkvlebi da maTi 

monaTesave struqturebi 

C39 sasunTqi sistemisa da gulmkerdis Rrus sxva da 

aramkafiod gansazRvruli organoebi 

 C77 limfuri kvanZebi 

     

C81    hojkinis limfoma    
C85   arahojkinis limfoma 

 C80 ucnobi pirveladi lokalizacia 

 C97  pirveladad mravlobiTi avT.simsivne 

 


