
No.  0001 

 

                    โรงพยาบาลเวชชารักษ์ ล าปาง 
                   Tel. 054-281766 ต่อ 103 

 
 

 
REQUEST FOR X-RAY 

 
Ward or Department …………………………………………………………………………. 

Date....................................................................................... 

Name..........................................................................................................  Age .......................ป ี   HN. ………………………..……… 

สิทธิ์การรักษา       เบิกได/้จ่ายตรง        รฐัวิสาหกิจ              ประกันสังคมมีใบส่งตัว           ประกันสุขภาพมีใบส่งตัว 

                        ท.74                     จ่ายเงินเอง              อ่ืนๆ (ระบ)ุ ............................................................... 

V/S    T………………. C.     P …………. /min.       RR …………………. /min.   BP ………………… mm/Hg   BW ………….……. Kgs 

CC. …………………………………………………………………………………………………………………………………………………………………………………… 

PI. …………………………………………………………………………………………………………………………………………………………………………………….. 

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

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

Part to be examination 

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

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

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

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

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

               Request by                                                                                          พยาน 

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

(………………………………………………………….)                                      (………………………………………………………….) 
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