To._ fEITIE Date:

Respectfully requesting further management of patient bearing this referral form.

Name of Referring Unit: _ #2 sc Dl 4s & 2 WO IR EETT 4

Registration No.

Name of Patient; % 4 Age: Gender: ( )M ( )F
Address: BT
Contact No: ERrEa gy (RAFRIEFERK)

Reason for referral:
(X)For inclusion to DOTS / PMDT of patient based on the findings below:

1. ( )Pulmonary fili ~ ( )EP Jifi#h
2. ( )New #Hl ( )Retreatment {5147
3. ()Sm+EHEEEYE (O )Sm-EERArt:
4. CXR Jis X #
( )TB, Active ( )TB, Inactive ( )TB Activity Undetermined
TEEIEA i A THEN A
5. DST results ARG M ARE 5
( )RIif-Susp ( )RIif-Resistant ( )MTB not detected

(' )Invalid/Error

( )Other reason/s:

Name and Signature of referring official: =il O B4 01 & B4 2 BFEAV L £ 9,

Reply Slip (Please return to sending unit)

Registration No.

Date received:

Name of receiving facility:

Address of receiving facility:

Contact No. of receiving facility / officer: /

Name of patient: Age: Gender:

Action taken:

Name, designation and signature of receiving officer:

Date returned:




