
(Health Information Management Services) 
(Application Form For Ammedment/Duplicate in Birth Certificate) 
















(Form-C) - 
__________________________________________  (Date) 
__________________________________________   (Mother's M.R #) 
__________________________________________  (Sex of Infant) 

___________________________________________ : (Date of Birth) 
__________________________________________  (Name of Immediate Relative)   

__________________________________________  ( Relationship with the Infant) 
__________________________________________  (Contact #) 
________ (Private)  ________(Company)   (Type) 

___________________________________________ : (Reason) 
____________________________________________ : (Change to ) 
___________________________________________________________________________________________________

(to be filled by the applicant) 
 

(The above statement is true and correct to the best of my knowledge and belief and nothing has been cancealed.)

_____________________________________________

(Signature of Mother/Father/Immediate Relative)  /  /   

(Please Note) 






 
(only Mother or Father/immediate relative is authorized to submit the application or collect the Birth certificate)

( No change will be made after the submission of this form) 




 
.   _  /  / 





 
( Original Birth Certificate with a copy of N.I.C of both the parents/Immediate relative must be submitted along with fee of RS-300/-)

(Ammended certificate will be issued after 3-4 working days)












 

(For Office Use) 
____________(cash slip #)  (Certificate Received by) 





 (Application received by) 
 ________________(Amount)  ____________________ (Signature)  __________________ (Signature) 

_______________________ Date/  ______________________Date/ 

(Receipt) 






 ____________ 












 __ ________ 
(please collect the ammended birth certificate applied for M.R #__________ on ________. Please  bring this slip with you for collection of the certificate)

_____________________________________(Name of Applicant) 
_________________ Date/  _____________ (signature)   __________________ (Application Received By) 

 # 
Liaquat National Hospital, Health Information Management Services Department, Contact # 021-3441208


