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PROTABLE X-RAY REQUISITION FORM

NAMIE:........ooooeeeeeercsrsserresssssssssssssssssssssssssssens Age/Sex................ Date..................... Time...................
PALIENT ID..........ouooeeeeeeescee v s sssssssersserssssssssssssssnsesssssons Ward/Bed No..........................
Pregnancy if any (YES/NO)..........eeeeveeereveeerissmsssssssssssssssns Date of LMP.........................
Portable X-ray Billing No.............ereecerrecerersrsrrrernens

Clinical History and Provisional Diagnosis:-

Reason for which Portable X-ray is Required:-

Clinician’s Signature

Name and Designation



