
  

 

 

 

ARUSHA CITY HOSPITAL 

DISCHARGE FORM 

Patient`s Name……………….……………………Age--------- Sex………..Reg.No………  

Admission Date..……………………………Discharge Date……………………. 

Return appointment………………………………….... 

Admission Diagnosis…………………………Discharge Diagnosis…………… 

 

DISCHARGE SUMMARY 

 

 

 

 

 

 

 

 

 

 

Doctor`s Name ………………………………… Signature………………………….. 


