[image: image1.emf][image: image2.png]




DATE:      
Part I
	
	Title         First                             Middle                                   Last                                       Family
	

	Name
	 FORMDROPDOWN 
      
	

	CPR
	 
	 
	 
	 
	 
	 
	 
	 
	 
	Age
	
 FORMTEXT 

     
      
	

	ADDRESS
	House
	     
	Road
	
	Block
	     
	Area 
	     
	

	TELEPHONE NO
	
	Mobile
	
	

	Inpatient
	 FORMCHECKBOX 

	Outpatient
	 FORMCHECKBOX 

	Routine
	 FORMCHECKBOX 

	Semiurgent
	 FORMCHECKBOX 

	Urgent
	 FORMCHECKBOX 

	


Department:  FORMDROPDOWN 


Diagnosis:          


 FORMCHECKBOX 
 To Take Overseas Consultation's opinion.

 FORMCHECKBOX 
 To Invite Expert Physician or Surgeon.

 FORMCHECKBOX 
 To refer for overseas Treatment.
 FORMCHECKBOX 
 Others. ………………………………............

Part II
Date if discussed in (A) Group Consultation (B) Ground Round
Date: 
 FORMTEXT 

     
                                      Yes            FORMCHECKBOX 
  No (Select which appropriate)
Name of referring Consultant:

Signature of the referring Consultant: ……………………………………………..

Counter signature of two Consultants (must re examined the patient)
(of the same or related specialty)
1. Name of the Consultant:         

                            
                            Signature:                                        Date: 

2. Name of the Consultant:  
                            
                            Signature:                                        Date:        


Decision of the committee in its meeting held on: ……………………………………… 
1.  FORMCHECKBOX 
   Approved 

2.  FORMCHECKBOX 
 Rejected 

3.  FORMCHECKBOX 
 Other recommendation
Recommendation: ………………………………………………………………………… 

Chairman of the committee: ………………………………  Date: ……………………..

مملكة البحرين


وزارة الصحــــــــــة


لجـنة الرعـاية الصحــية الثلاثية
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KINGDOM OF BAHRAIN


MINISTRY OF HEALTH


TERTIARY CARE COMMITTEE








OVERSEAS TREATMENT REQUEST FORM





Reason of Referral





Part III To be completed by the Tertiary Care Committee 





P.S. This Form must be accompanied by a full comprehensive medical report and sent to Chairperson, Tertiary Care Committee, Ministry of Health.  
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