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" Note:— (1) This form should expect in urgent cases be signed by the visiting staff.
(2) . Arnote should in all fracture cases be made as to whether the splints may be removed.
(3) The time at which a Bismuth meal have been given should be noted.
(4) Inthe M. C. H. this form should be send to the X- Ray Department at 8-30 a.m. for- appomtment to time.



