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TB 11 - Referral Form (Community / Private / Contact)

Date: ........... Y A Y A

1. Name of Health facility referred to: ...,

2. Name of the person referred: e 3.Ag€ i, 4. Sex

5. Address Province District M/ RM Ward Tole

6. Reason of referral 1. For further diagnosis of presumtive TB 2. TB cases follow up :

3. Others including SAEs:
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Referred by:

Type of Referal 1. Community 2. Private 3. ContactTB
Name: AdAress: ..

Signature Contact number: .....ccccovveevcveeeccieenn,

Note: The origincal copy should be sent with the patient to the referred health facility and the carbon copy should be kept
with the referring person




