sre Medical College & Hospital (Paschim Medinipur)
o ' 993
m@’k}ﬂ/{, X-RAY REQU'SITION FORM Regn. No. égg) .......

s : eight:

- Patients' NameAjWLLWKMWIV ..... e Age.... .%’..Sex ..... B WVE. .. ... ter 217080
UnderDoctor-.................. S e e Ward/0.PD. ... £-ov{he e =
Paying/Non-Paying /Bed No. .. 100.00
Examination Required X
Report

Signature of the Radiologist
[P.T.0.] M.M.C H. [Paschim Medinipur]
Amount : I(BUI’.}:‘V
Adj/Disc Amt 100.60
PAID. AMOUNT : 0.60
SHRABONI DUE AMOUNT : 0.00
Total Amount:  Only FOR MIDNAPORE DIAGNOSTICS PV T 10

RECP  9:48

TGS WIS UL
re M

Signature of the Patient |

Grievance Redressal Ph. No. : {03222) 222471 Mob. : 9476220002




