)Patient Registration Form | For ©ffice useonly gi/
Verified by

Note : Write Patient’s correct Name, Age | Emp, Code :
and Permanent Address.

Date
MName HHSHF] ﬁ,{_}ﬁf{ﬂﬁﬁ v NE@KW }pqymjéﬁ},{/p
Date of Birth : 1"’/‘ T e f’{" Age: 3 maa\lﬂi‘,‘f Male (] Fc:nnILM/

Fio Mo S/o B Wio Hio

Address : Door No. : Street Name : \/ fy gy 1 77 &~ (FC) WO D IYVRA
Village / Town: s @ o) 72 72 2 Taluk : A DRISHAIF
District: < P At 7 Pincode: (5 F 3506

Stie ¢ |l Country: 20/ /2

Phone with Area code {Gd{ff?é e 6 C ? 2|57
Cell Phone No. C_? /f CE ﬁ 3|06 o el g

li-Mail :

Have you ever registered before in this Hospital? Yes (O No ("

Do you have a referral letter from another hospital or Doctor 7 Yes !'i;} Nol

IT yes, Please Submil

The above address given by me is my permanent address and il 1 need to change my address, Lagree that,
I have to follow the rules and regulations of the government. [ give my consent to perform any physical
and ocular examination, diagnostic procedure or treatment  as advised by the doctors and other staffs of
Aravind Eve Hospital, Coimbatore. If necessary, 1 also consent for photographing or televising me to
share my medical information for study, researchand publication purposes.

Signature of the Patient or Thumb impression

@ Aravinn Eve Hospimars & Postoranuart INstimute oF OPHTHALMOLOGY AEH/MRIVFOR/0]
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Age: /1'-'.’; dﬂ(?f Male (L~ Female ()

IF yes, Please Submit
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Village / Town : M urunate) Koeeloay Taluk  : Jf Ea_f;: )ﬁ (i g
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Phone with Area code { ]
Cell Phone No., FIE | 2| &S|+ | £12] 82
E-Mail :
Have you ever registered before in this Hospital? Yes ) Mol
Do you have a referral letter from another hospital or Doctor 2 Yes( ) Nol)

Signature of th

The above address given by me is my permanent address and if 1 need to change my address, | agree that,
I have to follow the rules and regulations of the government. 1 give my consent to perform any physical
and ocular examination, diagnostic procedure or treatment as advised by the doctors and other staffs of
Aravind Eye Hospital, Coimbatore. [f necessary, | also consent for photographing or televising me to
share my medical information for study, rescarch and publication purposes.

T ;
atfent or Thumb impression

@‘ ARAVIND Evr Hosermars & Postaranuate INSTITuTE 0F OPHTHALMOLOGY
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Note : Write Patient’s correct Name, Age | Emp. Code : )J\ - /1#\, it (S
and Permanent Address. s ?'Ci" ! oF K 452

Date

e Paby ot TZwaQf,ua/L

Date of Birth : I% 6 C?GIS—ALL Male(]) Female[]

Flo Mo Slo I),-‘t/ Wio H/o g w&/{ %

Address : Door No, : Street Name : w @S f %w ﬂ ,Ej_
¥

Village / Town : B h oy a.hl; Taluk

District : e h— m’ Pincode :

ot o e Tl

Phone with Area code (

Cell Phone No.

I‘-ﬁ
N

5:‘;}{#1 116131816

: = {
E-Mail :
Have you ever registered before in this Hospital? Yes O Nﬂ{
Do you have a referral letter from another hospital or Doctor 7 Yes(] NolOJ

If yes, Please Submit

The above address given by me is my permanent address and i | need to change my address, | agree that,
I have to follow the rules and regulations of the government. 1 give my consent to perform any physical
and ocular examination, diagnostic procedure or treatment as advised by the doctors and other staffs of
Aravind Eye Hospital, Coimbatore. If necessary, | also consent for photographing or televising me to
share my medical information for study, researchand publication purposes.

Sgiqamza:ﬁf:z Patient or Thumb impression

@ Aravinn EvE HospiTaLs & POSTGRADUATE INSTITUTE OF OPHTHALMOLOGY AEHMRD/FOR/Q1
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Note : Weite Patisnts correct Name, AGe | By GOt | ......ommmemmosmmmbont Somasmen
and Permanent Address. Date : Zq,ﬂg/!_{_%f

LI |

MName :8/3 S"Iﬁ!ﬂlﬂbﬁﬁu.l ?: / MUJ’LG_M_D‘ULC!

Date of Birth : ID/}’ /e201S Age: 77 daﬂg Malg#]  Female (]

Fio Mo Slo Do Wio Hio

:wm pusans

Address : Door No. : Street Name

VEEEJEL‘ { Town : me Taluk Muuw\%ﬁh-k

District | WUMPM-

Pincode :
State \.{g_?m,lﬂ Country :
Phone with Area code  g11862933  ( )
Cell Phone No., @Tssq9e3m=24-\
E-Mail :
Have you ever registered before in this Hospital? Yes [] No D,a-*
Do you have a referral letter from another hospital or Doctor ? Yei}ﬁ N:}I:Jf

If yes, Please Submit

The above address given by me is my permanent address and if' 1 need to change my address, | agree that,
I have to follow the rules and regulations of the government. | give my consent to perform any physical
and ocular examination, diagnostic procedure or treatment as advised by the doctors and other staffs of
Aravind Eye Hospital, Coimbatore. [f necessary, | also consent for photographing or televising me to
share my medical information for study, research and publication purposes.

Signature of the Patient uﬁzﬂ%jsﬁﬁn

4@ AravinD EvE HospiTaLs & POSTGRADUATE INSTITUTE OF OPHTHALMOLOGY AEH/MRD/FOR/AN
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Note : Write Patient's correct Name, Age | Emp. Code : .. \a%a,
and Permanent Address.

Date : aulmam

MName : e:»o-b‘i m-c f\jéﬂhq

Date of Birth : Qg\aﬁ \&ﬂ’i}‘ Age: &ghgﬂt:g Male (0 Female ¥l

Flo M/o Sio D/o W/lo H/io

Address : Door No. : Street Name : ﬂ_

_ i D Mod
Village / Town : SUC‘ﬂMaPU‘r'.; {:nnu?ma”)uﬂ Taluk —b Me '-"\:La.a)l

District 1 (et ledoesdf Pincode :  Jot o)

State  :  UtHay fwf_-J eih Country : I dig

Phone with Area code ( )

Cell Phone No. gl (s [F|e|[3]3]3|%

E-Mail :  Cakamelverma @ Gmail Com

Have vou ever registered before in this Hospital? Yes (] No ()

Do you have a referral letter from another hospital or Doctor ? Yes@» Nol

s, Please Submit  Meiled o D Payag shak
If ves, Please Submit 0 WHOQ 'Fr\!wl Moo xul

Pekerad bu D Capo

The above address given by me is my perminent address and if Tneed to change my address, [ agree that,
[ have to follow the rules and regulations of the government. [ give my consent to perform any physical
and ocular examination, diagnostic procedure or treatment as advised by the doctors and other staffs of
Aravind Eye Hospital, Coimbatore. If necessary, | also consent for photographing or televising me to
share my medical information for study. researchand publication purposes.

F==

Signature of the Patient or Thumb impression

f@ Aravinp Eve Hospirans & POSTGRADUATE INSTITUTE OF OPHTHALMOLOGY AEHMRIDFOR/OI




