	Dr. [Your Full Name]
MBBS, MD (Psychiatry) | Reg. No. ___________
Consultant Psychiatrist
	[Clinic / Hospital Name]
[Address Line 1]
[City, State – PIN]
Ph: [Mobile Number]
Timing: Mon–Sat  10am–6pm




PATIENT INFORMATION
	Patient Name:
	

	Age / Gender:
	
	Date:
	

	Contact No.:
	
	Visit No.:
	

	Referred By:
	



CLINICAL NOTES
	Chief Complaint:
	

	Diagnosis (ICD):
	

	Mental Status:
	



	℞
	PRESCRIPTION



	#
	Medicine Name
	Dose
	Frequency
	Duration
	Instructions

	1
	
	
	
	
	

	2
	
	
	
	
	

	3
	
	
	
	
	

	4
	
	
	
	
	

	5
	
	
	
	
	

	6
	
	
	
	
	



	ADVICE / INSTRUCTIONS
□  Avoid alcohol / substance use
□  Regular sleep schedule (7–8 hrs)
□  Counselling / Psychotherapy
□  Do not stop medicines abruptly
□  ______________________________
□  ______________________________
	FOLLOW-UP
Next Appointment:  ___ / ___ / _______
Interval:  ☐ 1 wk  ☐ 2 wks  ☐ 1 month  ☐ Other
Investigations ordered:



Signature & Stamp



This prescription is valid for 30 days from date of issue.    For emergencies call: [Emergency No.]
