Inter district transfer of Judicial Officer
PROFORMA -1

Remarks/assessment of Chief Medical Officer/Chief Medical Superintendent
“I““R with venﬁod/cmmtoreigned papers

I, . .‘.\.Q.\. ...... TNuin\r’lW\' " \/Y'. . CMO/CMS, . rL) av /Q v
have perused the documents presented before me by Sri. ... .. . [Name
of the ()lfuulﬂ‘.’ ,P,'.7A, Cﬁ{w s s / ;).L o:i}gnmion CJ e ” ‘ ,
and place of posting . . . D> OOV, | iivivii. s OR on his behalf by
Sric o Relation with the officer . ... ........ ..
PhoneNo.................

who is suffering from the disease/syrrd"rome/gisa‘bxh gl D‘d ‘{".""l‘.’"(.y./’

(e %1%, 4 Aoy
[Name of the disease] . . . . .. and in my opinion he/she may require
frequent hospitalization for ;;eaﬁﬁent/ management.
II. I also verify that Sri/Smt./Sushri. . . ....... ... ... ... ...... is
suffering from the disease/syndrome/disability/disorder ...........
[Name of the disease] . . . . . and the disease(s) find(s) mention at
paragraph no. . . . of the Annexure-1 enclosed herewith.

IIl.In my professional opinion and assessment, I am convinced that the
treatment/management of the above-mentioned disease/syndrome/
disabitity/disorder in paragraph two above is possible at the districts
mentioned by the officer in l}isfher application submitted to Hon'ble
High Court.

IV The treatment/management of the above-mentioned disease,
syndro;nt//disa-b’ﬂ/ity/disorder in paragraph :bo above is also available
at the districts namely . .. . .. lsadtavr oo

V. I am aware that this document may be presented by the competent
autWapphcant for further use by a competent Medical Board.

{
VL. This document shall be valid only for . . . .. ?) . ".‘*."‘lf\’momhs only.

Signature with seal
% .M.O./ C M.S. t 5 u«
Name: . ... Js g\\ 13 L }‘ %,
IDNo: oo .. b\ ........ P o

Designation: &4 . [, mw«\

Telephone No........

Mobile No. . .. .. 3[@_’)‘) q2 é[} 0

1. Concerned District Judge/Officers in equivalent rank to get these matter expedited
from the office of CMO/CMS.

2. The CMO/CMS are requested to retain the copy of this documents and documents
placed before them for issuance of this document for future reference.
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OPD CARD L‘:'.“ oap 1A samy

Daept: Psyehintry

Doctor: Dr. Akanzha !hnrn.
Wonpn: 2023-09-23 t0s an - PMI

Patient Name :
Age/Sex iy o .pp: 20237134540 et Q U U U /‘I'

Vame :ARPITA SAMU

Date :
—dge/Sex: 3% 'HF Hurts
DOCtOf‘/U““' No: 8765006387 nun umeon unieMon EvenMove Mmun Worst
dodress : VIKALP KMHANDGOMTI NRAGAR LUCKNOW
Address !
Initial Assessmenu: negn veight BMI | Drug Allergy: Yes [ |
Vitals : BP mmHg, H/R /Min, R/R | No [ ]

Not Known, D
If Yes specify

Provisional Diagnosis :

Chief Complaints: ‘
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Next Follow up : Consultant Name :
Nutritional Assessment required : -Yes/No :':::2‘ ;:l:ne:

Nutritional Screening :- D Malnourished-over- underl:] Moderate nourished
[] well nourised

In case of any drug reactions contact on 7000951782 and toll-free no.: 18001803024
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