

Dr. [Your Full Name]
MBBS, MD (General Medicine)  |  General Physician
[Clinic / Hospital Name], [City]   |   Ph: [Phone Number]   |   Mon–Sat: 9AM – 7PM


	PATIENT INFORMATION
	Patient Name: ________________________________________
	Date: ____ / ____ / ________


	Age: __________
	Gender: M / F / O
	Wt: _____ kg
	BP: ______/______ mmHg


	Temp: ________
	Pulse: ________
	SpO2: _______
	Contact No.: ____________________






COMPLAINTS & DIAGNOSIS
	Chief Complaint: ______________________________________
	Duration: ____________________________


History / Examination: ________________________________________________________________________
Diagnosis: ________________________________________________________________________________

INVESTIGATIONS ADVISED
Tests / Labs: ___________________________________________________________________________
Imaging / Other: ________________________________________________________________________

Rx
1. Drug / Dose: ______________________________________________
Frequency: ________________    Duration: ______________    Route: ______________
Instructions: ______________________________________________________________
2. Drug / Dose: ______________________________________________
Frequency: ________________    Duration: ______________    Route: ______________
Instructions: ______________________________________________________________
3. Drug / Dose: ______________________________________________
Frequency: ________________    Duration: ______________    Route: ______________
Instructions: ______________________________________________________________

ADVICE & INSTRUCTIONS
	Diet: ____________________________________
	Activity / Rest: __________________________


Other Instructions: __________________________________________________________________________

	Next Visit / Follow Up:
____ / ____ / ________
	Doctor's Signature & Stamp
Dr. [Your Name]



Reg. No: [Reg No.]   |   Prescription valid for 30 days   |   For emergencies call: [Emergency No.]
