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Electro Therapeutic pepartmdnt

Plate No.

Register No.

HOSPITAL
aQWoos3lTI3

Repoft / Treatment is required of

Name.............

Address

Physician / su rgeon..... U.rnfo ..:- 8. t_\

Brief history of case

Clinical Diagnosis

Particulars point to be lnvestigated

lnstruction

Urvl],'c*r g+tuQ

oate.........fi .r?.ttk -.

Notes : (1)
(2)
(3)
(4)

This form should, except in urgent cases, by by the Visiting Staff.

ln the M, C" H. this iorm should be sertt to tiie X-Rry Department at 8-30 a.nr. for appointment ol tinre.

n
No. of Bed / Cabin ..*....................


