	DR. [YOUR FULL NAME]
MD (Dermatology & Venereology)  |  MBBS
Medical Registration No.: _______________
	[CLINIC / HOSPITAL NAME]
Address, City – PIN Code
Ph: +91 XXXXX XXXXX
Timing: Mon–Sat, 10 AM – 7 PM



		Patient Name:  ______________________
	Age:  ________
	Sex:  ________
	Date:  ________________


	Contact No.:  ______________________
	Weight:  _________  kg
	Skin Type (Fitzpatrick):  ____________


	Known Drug / Food Allergies:  ____________________________
	Case / Visit No.:  ________________






DIAGNOSIS / CLINICAL FINDINGS
	Diagnosis:  __________________
	Affected Area(s):  ______________
	Duration:  ______________________


Remarks / Additional Notes:  ________________________________________________________________________________

℞  MEDICATIONS    (Medicine name, strength, frequency & duration)
	#
	Medicine / Drug Name
	Strength / Form
	Dose & Frequency
	Duration
	Special Instructions

	1
	
	
	
	
	

	2
	
	
	
	
	

	3
	
	
	
	
	

	4
	
	
	
	
	

	5
	
	
	
	
	



TOPICAL / LOCAL TREATMENT
	#
	Cream / Gel / Lotion / Ointment
	Apply On Area
	Frequency
	Duration & Notes

	1
	
	
	
	

	2
	
	
	
	

	3
	
	
	
	



	INVESTIGATIONS / TESTS ADVISED
1.  ______________________________________
2.  ______________________________________
3.  ______________________________________
4.  ______________________________________
	SKIN CARE ADVICE / INSTRUCTIONS
☐  Apply sunscreen (SPF ≥ 30) daily
☐  Avoid scratching or picking the skin
☐  Use mild, fragrance-free cleanser
☐  Keep affected area clean & dry
☐  Dietary restriction / avoid triggers:
☐  Other: ________________________



	Follow-up After:  ______________
	Prescription valid for 30 days
	Doctor's Signature: _______________


