
	Dr. [Your Full Name]
MD, DM (Endocrinology) | Diabetologist & Endocrinologist
Reg. No: MCI-XXXXXXXX  |  RSSDI Member
	[Clinic / Hospital Name]
[Address Line 1, City]
[State – PIN Code]
Ph: [+91 XXXXX XXXXX]
[Email / Website]



PATIENT INFORMATION
	Patient Name
__________________________
	Age
__________
	Gender
_________
	Date
__________________

	Patient ID / UHID
__________________
	Contact No.
_______________
	Referred By
__________________



VITALS & ANTHROPOMETRY
	Wt (kg)
__________
	Ht (cm)
__________
	BMI
__________
	Waist (cm)
__________
	BP (mmHg)
__________
	Pulse (bpm)
______________



CLINICAL DETAILS
Chief Complaint / History:  __________________________________________________________________________
	Diagnosis (ICD Code):  ____________________________
	Type of DM / Endocrine Disorder:  ______________________

	Duration of Illness:  ______________________
	Known Allergies:  _______________________________

	Co-morbidities (HTN/Dyslipidemia/PCOS/etc.):  __________________
	Blood Group:  ________



GLYCEMIC PARAMETERS  (Latest Values)
	FBS (mg/dL)
	PPBS (mg/dL)
	HbA1c (%)
	RBS (mg/dL)
	Insulin Level
	C-Peptide

	
____________
	
____________
	
____________
	
_____________
	
______________
	
_______________



THYROID / HORMONAL PANEL  (Latest Values)
	TSH (uIU/mL)
	T3 (ng/dL)
	T4 (ug/dL)
	Free T3
	Free T4
	Anti-TPO

	
____________
	
____________
	
____________
	
______________
	
______________
	
________________


℞  PRESCRIPTION
	#
	Medicine Name & Dose
	Strength
	Frequency
	Duration
	Timing (B/A/W Food)
	Route

	1
	
	
	
	
	
	

	2
	
	
	
	
	
	

	3
	
	
	
	
	
	

	4
	
	
	
	
	
	

	5
	
	
	
	
	
	



	  Investigations Advised
1. __________________________________________
2. __________________________________________
3. __________________________________________
	  Diet / Lifestyle / Special Advice
1. ___________________________________________
2. ___________________________________________
3. ___________________________________________




	Next Visit:  ______________
	SMBG Target:  FBS _____  PPBS _____
	Doctor's Signature
______________________



