West Behgal Form No. 815 PIaBNE ...

Q@(\m?mgeg

REOERIND. ... i

R. G. KAR MEB CAL COLLEGE & HOSPITAL

Electro Therapeutic Department L asfdeaL (S Y2
M{L}; @f—% %7—@\3?\/\ ol 4 :

Repoﬂ / Treatment is required of

. IL \
Name.............. B 0 ...... Q UA&MW\Q\%J\M ...... Age........ \C{ ................... Sex....... M‘ ......
Address.......... S ”V\C)‘“BO\Q\N ..... ()\CT\PQ’Q_Q%@N\CKQ .......................................................
. ' f
Physician/Surgeon...... PUJ\QCLEE'&F?:F“ A Ward—g‘\'w .............. No. of Bed/Cabin O_BB\
i e DB -2
PalB I NOnPaying ... oo R

Brief history of case

¢ Niov-oful b‘\—‘} P el
Clm.ca! Diagnosis NQ,M\OJ‘_U“\ W PRV

Particulars point to be Investigated ‘ L
Instruction :
200 (¥ . S

REPORT




