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Notification Request for surge ry

Diagnosis:

Procedure/Operation:

t] Etective f Emergency, Reason

fNo tr Yes, Allergic to

Antibiotic Prophylaxis :

Date & Time of Operation:

Type of surgery:

Drug AIIergy:

Add itional Req u irements :

Anesthesia: I Generar l-l seoation f Locar f spinar I rpiourat

Expected Duration of Operation:

Expected Period of stay in Hospital:

Admission. f lnpatient [l Day care (.12 hours) I Detivery

Doctor's Name & signature , 2k /.r2*- Ed <4 )r Date:
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PHYSICIANS ORDERS AND
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Allergies: Surgery: Dr. Name:

Patient's Name:

File No:

QID:

Nationality:

Agel ..... r...... r., ............ Sex:
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DISCHARGE STJMMARY

PROCEDURES & TRE TMENT PROVIDED:-PPai s:

Name of the Patient:
File No:

Na tio na tity.

Date of Admission
Date of Discharge:

ADMISSION DIAGNOSIS:

PRESENTING C REASONM

RADIOLOGY FINDINGS:

DISCHARGEM

SPECIMEN / STONE : Removed and Sent: fDISCHAM
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