
(Health Information Management Services)  
(Bill Verification)  (Detail of Bill)  /(Labs Report)  (Discharge Summary)   (Clinical Summary) 




(Form-D)  - 
_______________________________________________ : Date/ 
_______________________________________________  (Medical Record #) 
_______________________________________________  (Patient's Name) 
_______________________________________________ : (Name of Applicant) 
_______________________________________________   (Date of Admission) 
_______________________________________________  (Date of Discharge) 
_______________________________________________  (Relationship with the Patient) 
_______________________________________________  (Contact #) 
__________ (Private)   ___________(Company)   (Type) 

_______________________________________________  (Doctor's Name)  
_______________________________________   ( Ward 
_______________________________________________ :  (Reason for Sumary 

_______________________________________  (Applicant's Signature) 

(Please Note) 
 

(Only Patient  or immediate relative is authorized to submit the application form or collect the reports)                     

( Application form must be submitted along with the processing fees of Rs 300/- _  
(Reports will be issued after 3 to 7 days)  

(For Office Use) 
____________(cash slip #)  (Reports Received by)   (Application received by) 
 ________________(Amount)  ____________________ (Signature)  _______________ (Signature) 

________________________ Date/  ________________ ___Date/ 

(Receipt) 
  /  / /  /





 

(Please Collect the report applied for M.R # ___________  on __________. Please bring this slip with you for collection of 

/Clinical Summary/Discharge Summary/Prescription/Labs Report/Detail of Bill

_________________________________________(Patient's Name) 
__________________Date/  _____________ (signature)   __________________ (Application Received By) 

 -  
Liaquat National Hospital, Health Information Management Services Department, Contact # 021-34412089


