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PATIENT REFERRAL FROM SUNPASITTIPRASONG HOSPITAL

Referral Date…….………………………………………………………..… 
To (Name of receiving hospital)……………………………………………..............................................................................…………………………..…………

Type of Patient (Please check) 
 TB 
 HIV 
  Other……………………….………………………………………………………………………………. 

Patient Information………………………………………………………………………………………………………………………………………………………………………….…. 

Patient’s Name…………………………....................……..Age…………..… Gender   Female 
  Male
Date of Birth_____/_____/______ Occupation……………………………………..…  HN……………………………………  AN……………………………………
Address and contact information (Please specify)
Myanmar/Lao PDR/Cambodia…………………………………..…Township/District……………………………………………. Province (Thailand)……………………….………………District………………………………………………. 
Thai Phone number :…………………………….……Alternate Phone Number ………………………………… 
Chief of Complain………………………………………………………………………………………………………………………………………………………………………………

Present illness…………………………………………………………………………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………………………………………………………………………………………………..

Physical examination…………………………………………………………………………………………………………………………………………………………………………..

……………………………………………………………………………………………………………………………………………………………………………………………………………..

……………………………………………………………………………………………………………………………………………………………………………………………………………..

……………………………………………………………………………………………………………………………………………………………………………………………………..

Diagnosis ……………………………………………………………………………………………………………………………………………….……………………………………………. 
Treatment and Current Medication………………………………………………………………………………………………………………………………………………..….

……………………………………………………………………………………………………………………………………………………………………………………………………... 
……………………………………………………………………………………………………………………………………………………………………………………………………..……… 
Plan of managements……………………………………………………………………………………………………………………………………………………………………..….

…………………………………………………………………………………………………………………………………………………………………………………………………………..… 
Additional information…………………………………………………………………………………………………………………………………………… Referral Request
(Briefly describe the reasons for referral) 
Referral for the following procedure(s): ………………………………………………………………………………..……………………………………………………….… Others……………………………………………………………………………………………………………………………………….………………………………………………………….                                              

                                                         Physician Signature…………………………………………………………..

                                                                              (Referring hospital) Phone ……………..………………………………...

***************************************************************************************************************************************************************************************                         

                 If you have questions about this referral, please contact……………………………Phone…………………………..…… 
Acceptance Form Receiving Hospital ………………………………….………………………H.N………………………………… 
Patient’sName………………………..………………………………….…………….Age………………Sex………………………………… 
Date of acceptance……………………………………………………………………………. 
Note………………………………………………………………………………………………………………………………………………………………………………………………

                                                                                                       ………………………………………

                                                                                                        Physician Signature
                                                               Date_____/_____/______ 
THANK YOU FOR YOUR REFERRAL
