Doctor’s Name
Qualification (eg. MBBS, MD)
Registration No.: ……………………………………………………………………………………… (ALLOPATHY)
Full Address, Contact Details (Mobile No. E-mail etc.)

Date:

Name of the Patient……………………………………………………………………………………………………………
Address* ……………………………………………………………………………………………………………………………
Age …………………	Sex …………………		Weight** …………………

Rx
1. Name of Medicine***
Strength, Dosage, Instruction, Duration, Total Quantity***
2. -do-
3. -do-



Doctor’s Signature

Stamp


DISPENSED
Date: …………………	Pharmacist: …………………
Name of Pharmacy: ………………………………………….
City: ………………………………………………………………….

* Postal Address
** Number
*** Only for Paediatric Patients
