

Dr. [Your Full Name]
MBBS, MS (OB-GYN)  |  Obstetrician & Gynecologist
High-Risk Pregnancy  |  Laparoscopic Surgery  |  Infertility
	  [Clinic / Hospital Name], [City]
	  [Phone Number]
	Mon – Sat: 10AM – 6PM  




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

	Age:  __________________
	Weight:  _______ kg
	LMP:  ____ / ____ / ________

	G:  ______________
	P:  ______________
	Contact No.:  ______________________________






DIAGNOSIS / PRESENTING COMPLAINTS
Complaints:  ____________________________________________________________________
Diagnosis:  ____________________________________________________________________

OBSTETRIC / GYNAECOLOGICAL DETAILS
	GA / EDD:  ____________________
	BP:  ______ / ______ mmHg
	Hb:  _________ g/dL


USG Finding:  ______________________________________________________________________

Rx
1.  Medicine / Dose:  ____________________________________________________
Frequency:  ______________________       Duration:  ____________________
Instructions:  ____________________________________________________________
2.  Medicine / Dose:  ____________________________________________________
Frequency:  ______________________       Duration:  ____________________
Instructions:  ____________________________________________________________
3.  Medicine / Dose:  ____________________________________________________
Frequency:  ______________________       Duration:  ____________________
Instructions:  ____________________________________________________________
INVESTIGATIONS ADVISED
Tests / Scans:  _________________________________________________________________                              ______________________________________________________________________________
ADVICE & INSTRUCTIONS
Diet / Nutrition:  ____________________________________________________________
Activity / Rest:  ____________________________________________________________
Other Instructions:  __________________________________________________________
	Next Visit / Follow Up:
____ / ____ / ________
	Doctor's Signature & Stamp
Dr. [Your Name]




Reg. No: [Registration No.]  |  Valid for 30 days from date of issue  |  Emergency: [Emergency No.]
