

Dr. [Your Full Name]
MBBS, MD (Pediatrics)  |  Pediatrician & Child Specialist
	 [Clinic Name], [City]
	  [Phone Number]
	  Mon–Sat: 9AM – 7PM




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

	Age:  _________________
	Weight:  _________ kg
	Gender:  M  /  F  /  Other

	Parent / Guardian:  ___________________________
	Contact No.:  ______________________






DIAGNOSIS / CHIEF COMPLAINTS
Complaints:  __________________________________________________________________________
Diagnosis:    __________________________________________________________________________

Rx
1.  Medicine Name / Dose:  _______________________________________
Frequency:  ______________________     Duration:  ____________________
Instructions:  _____________________________________________________
2.  Medicine Name / Dose:  _______________________________________
Frequency:  ______________________     Duration:  ____________________
Instructions:  _____________________________________________________
3.  Medicine Name / Dose:  _______________________________________
Frequency:  ______________________     Duration:  ____________________
Instructions:  _____________________________________________________
4.  Medicine Name / Dose:  _______________________________________
Frequency:  ______________________     Duration:  ____________________
Instructions:  _____________________________________________________

ADVICE & INSTRUCTIONS
Diet:            __________________________________________________________________________
Activity:       __________________________________________________________________________
Other:          __________________________________________________________________________

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




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