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‘ METRO HOSPITALS & HEART INSTITUTE
Cﬂjy (A unit of Metro Institutes of Medical Sciences Pvt. Ltd.)

CIN No : U00000DL1990PTC039293
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EXAMINATION : C
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DIAGNOSIS :

DRUG ALLERGY : (DOCTOR SIGNATURE)

b OUT TIME
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FOR OPD APPOINTMENT: +91 98711 24095 (Cardiology) Next Followup:

NUTRITIONAL SCREENING: 0 Wt. Loss [ Loss Of Appetite [ Muscle Wasting O Delay Wound Healing

O Lethargy [ Decrease Mobility

Pain scale 0. NO PAIN oz Mild Pain 04 Annoying Pain 06 Moderate Pain 08 Severe Pain @/ 10 Worst Pain

Cardiology Wing X-1, Sector-12, Noida - 201301
Tel. : 0120-2533491, 2444466, 4366666 | Fax : 0120-2533487
Regd. Office : 14, Ring Road, Lajpat Nagar IV, New Delhi-110024
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Multispeciality Wing L-94, Sector 11, Noida-201301
Tel. : 0120-2522959, 2442666 | Fax : 0120-2442555
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DEPARTMENT OF RADIODIAGNOSIS
A.LLLLM.S., NEW DELHI - 110029

PLAIN X-RAY/CONTRAST STUDIES REQUISITION FORM

Name : MM ’ Age/Sex : Ib L’ Ref. Deptt./Unit: J A. Date :
Indoor (Bed No.) / Outdoor/ Casualty ‘ UHID No. : LMP :
Examination Required : lo 29446 3uy

Clinical History and Examination :

Clinical / Working Diagnosis : h Ql/ (YIL ﬂﬂ\/
Blood Urea/ S. Creatinine :

Any h /o allergy or asthma : @ )(\a' Z17L (_1_71 e

(for IVU patients only) :

Signature gfBeferring Physician / Date : @ X\” _Sfc-q,u OZA&UF{/

Consent :-
I hereby give consent for the performance of any diaghositc or
without the use of contrast injection and / or sedation. The ass
explained to me.

ic radiological procedure with or
leatipns and risks have been

—
Signature of Patient/ Date :
Your appointment is on : Rcom No. :
Time Slot : 8:30 9:00-  9:30 10:00 10:30 11:00 11:30 12:00 12:30
X- Ray No.: | Size / No. of Films
| Date : . | Kvp/mAS :
Sign. of Radiographer : | PT.O.
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DEPARTMENT OF RADIODIAGNOSIS
A.LLM.S., NEW DELHI - 110029

PLAIN X-RAY/CONTBAST STUDIES REQUISITION FORM
Name : AVWM | Age/Sex: |g

. Ref.Deptt/Unit: Date: 20/ €[ (4.

Indoor (Bed No.)/ Outdoor/ Casualty "UHID No. : LMP :
1639463u g *

Examination Required :

Clinical History and Examination : - ’g‘e f LAy

Clinical / Working Diagnosis : Xy, LI oo ) — boe n'y s

Blood Urea/ S. Creatinine :
Any h /o allergy or asthma :
(for IVU patients only) :

Signature, &f-Beferring Physician / Date :

Consent :-

| hereby give consent for the performance of any diagnosits or therapeutic raliological procedure with or
without the use of contrast injection and/ or sedation. The assqciated compligations and risks have been
explained to me.

Signature of Patient/ Date :

four appointment is on : Rcom No. : //
Time Slot : 8:30 9:000  9:30 10:00 10:30 11:00 11:30 12:00 12:30
X- Ray No. : ' Size / No. of Films
’ Date : - | Kvp/mAS :
Sign. of Radiqgrap'her . ' PT.O.
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. Sanjay Gandhi Postgraduate Institute of Medical Sciences, Lucknow
Em’g Deptt. of Endocrinology
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Medical Social Worker, OPD Hall No. 1
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EYTOGENETICS. LADORATORY
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