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HASTANIN ADI SOYADI : KLİNİK:
TARİH : TEŞHİS:

SAAT TARİH İLAÇ ADI DOZU ALARJİK
REAKSİYON
DURUMU

DOKTOR
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………………………………………………………………………………………………………………………………………………………………………………………………..........
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HAZIRLAYAN(…/…/….) KONTROL EDEN(…/…/….) ONAYLAYAN(…/…/….)

Kalite Güvence Koordinatörü Dekan

GAZİANTEP ÜNİVERSİTESİ 
DİŞ HEKİMLİĞİ FAKÜLTESİ
DOKTOR ORDER FORMU


