
(Health Information Management Services) 
(Application form for death verification/Ammendment Letter) 

(Form-B) - 
 ___________________________________________________ (Date) 
___________________________________________________ Deceased's Medical Record #) 
___________________________________________________ (Name of Deceased) 
___________________________________________________ (Date of Death) 
___________________________________________________: ( Full name of Applicant) 
___________________________________________________ (Relationship with the Deceased) 
___________________________________________________ (Contact #) 
___________________________________________________ (Please Specify Reason) 
___________________________________________________ (Change to) 


(the above statement is true and corect to the best of my knowlege and belief and nothing has been concealed)

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


(Only immediate family member is authorized to submit/Collet the letter in peron)  

 
(Copy of C.N.I.C of deceased and applicant along with Rs300/- must be submitted with the Application)

 
( The original N.I.C of deceased and applicant will have to be produced for verification at the time of  the submission of the application )

   
( Information give above will be considered final & authentic No change will be  accepted after the submission of this application form)

(the Letter will be issued after 3-4 days)  

(For Office Use) 
___________________(cash slip #)  (Letter Received by)  (Application received by) 
___________________________(Amount)  __________________(Signature)  _______________(Signature) 

__________________ Date/  ___________________Date/ 

(Receipt) 
 ______________  _____________ 


Please collet the letter applied for Deceased Medical Record # on  ________. Please bring this slip along with you for collection of letter)

_________________________ (Deceased Name) 
________________ Date/  _____________ (signature)   _____________________ (Application Received By) 

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


