
Patient No : ___________________________ Time : ___________  Date :      /     / 20

Type of Service : Hospital Visit Only               Hospital Visit + Lab

Telephonic Consultation + Lab                        Only Lab                    

Name of the Patient : _________________________________________ Age: _____ Sex :_____

Name of Hospital : __________________________Referred by : _________________________

History :

Physical Examination :      Done             Not DonePhysical Examination :      Done             Not Done

Vital                            :      Temp :             PR :                BP :                   PR :                 PUPIL:   

Systemic                     :      RS :               CVS :              GIT :                   CNS :

Type of Service Provided

Management Guideline :
     

Investigation at CEARCH

Probable Diagnosis :Probable Diagnosis :
Outcome :

CEARCH TOXICOLOGY SERVICES
History / Consultation
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