S.B.T.C.~SCD.

REGISTRATION FORM
(SICKEL CELL DISEASE)

1.  Name of the Patient
a) Age:
b) Sex:
c) Date of Birth :
d) Identification Mark :
e) Blood Group :
f) Detail address :

2. a) Name of the Institution where patient is taking treatment at present.

b) Detail address of the Institution.

3. Date of diagnosis of the Disorder (SCD) Date/Year.

4. Final diagnosis

5. Detail of Treatment (At present)
a) Blood :
b) Tab/Capsules :
c) Injection :
d) Others:
e) Whether vaccinated for Hepatitis-B (Yes/No) :

Note : Kindly send 2 passport size photos of the patient for preparing the I-card at SBTC Office.



(Friuft )
WS {Yof 1
I) T
g) fou
®) S AR
g) olwErdt @
g R
) gl w

31) AT T IUGR U IASST Fd AT

9) R A QUf U, qREA SR

ST ISR, M st anig /ay

IR T®y g 3ifed fgH

HET PV SUAR & 3ME

3) Ve

g) e

F) IO :

) TN IER :

3) Ricrd iR (e fbar =g

AT : IMNBEUS FHAUATS! T IIAUIE ATEST WHiel T HhIHAE gredmd.



