	Dr. [Your Full Name]
MBBS, MD (Medicine), DM (Gastroenterology)
Consultant Gastroenterologist & Hepatologist
Reg. No.: _______________
	[Clinic / Hospital Name]
[Address Line 1]
[City, State – PIN]
Ph: [Mobile Number]
Email: [Email Address]
Mon–Sat  10:00 am – 6:00 pm




PATIENT INFORMATION
	Patient Name:
	


	Age / Gender:
	
	UHID / File No.:
	

	Contact No.:
	
	Date:
	

	Referred By:
	
	Visit No.:
	



CLINICAL DETAILS
	Chief Complaint:
	

	Duration of Symptoms:
	

	Diagnosis (ICD-10):
	

	Relevant History:
	



	℞
	PRESCRIPTION



	#
	Medicine / Drug Name
	Dose
	Route
	Frequency
	Duration
	Instructions

	1
	
	
	
	
	
	

	2
	
	
	
	
	
	

	3
	
	
	
	
	
	

	4
	
	
	
	
	
	

	5
	
	
	
	
	
	

	6
	
	
	
	
	
	



	INVESTIGATIONS ADVISED
☐  CBC / LFT / KFT
☐  H. pylori (Urea Breath Test)
☐  Stool Routine / Occult Blood
☐  USG Abdomen
☐  Upper GI Endoscopy
☐  Colonoscopy
☐  MRCP / CT Abdomen
☐  ______________________
	DIETARY & LIFESTYLE ADVICE
☐  Avoid spicy / oily food
☐  Avoid alcohol & tobacco
☐  Small frequent meals
☐  Adequate water intake (2–3 L/day)
☐  Avoid NSAIDs / self-medication
☐  High-fibre diet
☐  Elevate head end of bed (GERD)
☐  ______________________
	FOLLOW-UP
Next Appointment:
___ / ___ / _________
Interval:
☐ 1 wk  ☐ 2 wks  ☐ 1 month  ☐ Other
Emergency contact if:
severe pain / black stools / vomiting blood

Signature & Stamp



This prescription is valid for 30 days from the date of issue.    For emergencies: [Emergency Contact Number]
