
DEPARTMENT OF FIEALTH AND FAMILY WELFARE

GOVERNMEhIT OF WEST SSNGAL

BED FIEAD TICKHT

Patient's Name: Yrs. fiqdntlr '' DaF

Patient 5rl. No. :

Registration No.:
Ward :

: l;tr :jAr,",i{dmision 
Date : Adrnission Time :

Bed No.:

' i -: Paiient Category : 
i PAHNCitngf N/Cf NtRAt

Patient Type : OPD/ER

Post Office :

District :

Religion :

l:ri:r

Patient's 0ecupation :

Husband's Name

Phone / Mobile No. :

PIN:

Police Station :

MaritalStatus

Father's Name

Brought By

Doctor/UNIT

Whether Relbrred From:

Provisional Diagnosis :

IFC Serial No. :

lzrt^\.-1.*.

0iary No.:

t ?frfr*'
,.......... t.. " 1.,,, -,

Signffiure of Adntitting Officer

Des$natian

Speciff if it is a

cause ofaccidenV
Su!clde/Homicide

How injury

Occun'ed

Speciff the plaee of injury

Home/Farm

Factory/Street/Others

Whether inlury occurred

while at work

Specifu by Yes / No.

(fo be filled in BL0CK LETTERS at the end of Hospital Stay)

Outeome : Discharged/Left Against MedicalAdvice / Absconded / Refened out / Death(a)

(b)

(c)

(o

Final Diagnosis or lnjury

Principal Complications ...

Principal Associated Diseases

Stay in Hospital (n day$ From ........................................ to

Date and Hour ofDeath at ...-.....-.-.......................... Hrs

Caunter S$nature of the Wsit@ fitatr / Me'dical Ofrcer
Patn Na .

Signature af the fiodorwith Daignatin
Resn No.:


