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OILINDIA LIMITED HOSPITAL 
P.O. OULIAJAN- 786 602, ASSAM (INDIA) 

E-mail : medical@oilindia.in 

l·l=hMtilM • s• • • 
ULTRASONOGRAPHY / CT SCAN REQUISITION FORM 

Free/ s;11 / Paying : ............................................ Date : ......................... Routine/ Urgent: ............. . 

Patient's Name : ............................................. ~ .. ;:-~!:\ .':?.b.. ~ .......... f>. .. 9.":\ ~. ~;-; •••• ! ..•.••••••••••••••••••••• 

Wife / Husband / Son / Daughter/ Mother/ Father/ Servant of : .................................................. . 

Department : ................... : ................... SC/ Regn. No. : .. W .. \z..{) .. r ............... OPD / Ward ................ . 

Age: .......................................... Sex· PIO No • . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .................................... -... . 

Referred by Dr. : ............................................................................................................................. . 

Clinical Note and Diagnosis : ................ ~: ... '?\- .. '.) ...... .p.~ ... · ........................................................ . 

Service Required : ........................ \l .. J.S ........ (.\:~.~ .... 1 ........ ~N.'!:':t.--:-;-;J.'\ ..... r.)..~.~.-:+.. 
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FOR USE OF RADIOLOGY DEPARTMENT 

Scan No · . . ............. . . . . . . . . . . . . . . . . .. . . . . . . . .. . .. . .. . . .. . . . . .. . . . 
J~,> ) I ).J (' 

Dato : .................................................. . 
G I. 99025608 
(DPW/24) 

I 
)( 

\ 



{"type":"Form","isBackSide":false,"languages":["en-us"],"usedOnDeviceOCR":false}



