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) Patient Registration Form A
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Note : Write Patient's correct Name, Age

Emp. Code © . J
and Permanent Address. o (9
Date .

Mame

|"a:|:'.;!':|.'\.ﬂ/

Date of Buth :

I..LI EIL _! |u I

Flo Mio =0 ¥ Wio Hio

Address : Door No. : Street Name @

Slale l Country A

Phone with Area code i

Cell Phone No.

1i-Mail -

Have you ever registered before in this Hospital? Yes No [

Do you have a referral letter from another hospital or Doctor 7 Yes( ) Mol

If yes, Please Submil

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

Sigmature of the Patient or Thumb impression

f//{gj}k“\ Aravinn Eve HOSMTALS & POSTGRADUATE INSTITUTE OF OPHTHALMOLOGY AET/MRBIFOR/
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share my medical information for study, rescarchand  publication purposes.
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Aravind Eye Hospital, Coimbatore. if necessary, 1 also consent for photographing or televising me to
share my medical information forstudy, researchand publication purposes.
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and ocular examination, diagnostic procedure or treat

share my medical information for study, research and

The above address given by me is my permanent address and if’ | need to change my address, I agree that,
I have to follow the rules and regulations of the government. I give my consent to perform any physical

Aravind Eye Hospital, Coimbatore. If necessary, I also consent for photographing or televising me to
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publication purposes.
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a
State -

Phone with Area code { }

Pincode :

Country : -Q
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Cell Phone No.

Have you ever registered before in this Hospital? Yes [ No )

Do you have a referral letter from another hospital or Doctor 2 Yesidr  Noll
If yes, Please Submit Moiled <o D~ Parag Shah «
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The above address given by me is my permilnent address and if T need to change my address, [ agree that,
[ 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 Eve Hospital, Coimbatore. If necessary, | also consent for photographing or televising me to
share my medical information for study, researchand publication purposes.
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