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FISATT T 2 AR FT T FT H 9T/ FORMAT FOR REFERRING PATIENTS FOR
LYMPHATIC FILARIASIS TESTING

SEAAT &1 dTH:

Name of Hospital:

TRAT T AT sr/feT
Name of Patient: Age/Sex
e e =

Native Place:

FAATT 74T

Present address:

LAY T QLHTH/HTETR A HETT:

Phone/Mobile Number of Patient:

TA. T3 Y. 7 Fr o= arell I BIEARAT TAArEY /| ATSE sols THRR
Test to be done at NCDC: Filaria antibody / Night Blood Smear

[ ] [ ]



dAote; gfy Aide sors TARR Y T FAT & O FTHRR TS 8.30 T T 12.00 5 & S TAAT ALY |

Note: If blood slide is to be tested, then sample should be taken between 8.30 pm and 12.00 mid-nights.

7. Chief Complaints (31afer arfgd g forsmaa):

a. Swelling over leg b. Cough c. Breathlessness d. Swelling in Scrotum e. Any other complaint
(&R # g1) Yes/No (@Tt) Yes/No (/7 1) Yes/No (3Fzrer & GT) Yes/No (@S o= farT)
Duration: Duration: Duration: Duration: Duration:
(3rafen) (3rafen) (3rafe) (3rafen) (3rafen)

8. Results of investigations done so far (31 T T TS ST % THOMH):

a. TBtest b.  Chest X-ray c. Peripheral smear d. TLC e. DLC f. Eosinophil count

(&TrRT Y i) ER ey | (T ERR) (@r.va.dh) (Er.eer.a) (SRR T&)

g. Clinical Impression and justification for referring the patient (T3ft T YHT F¥ FT HIOT)




