
 

   

 

  

 

  
Affix Patient Identification Label  

 Unit Record Number:     

   

 Surname:         

 Given Name:         

 D.O.B:    Age:              Sex:     

 Address:         

 

 

  
Date        

  
F.H.  
F.M.  

  
B.P.    

Weight    
Comments  
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