THE MEDICAL PRACTITIONERS AND DENTISTS ACT
(Cap. 253)
REFERRAL FORM FOR MEDICAL MANAGEMENT ABROAD

PART A - To be filled by the patient
i. BIO DATA OF THE PATIENT

Surname: ...........ooiiii Firstname............ooooii
OtRET NAINIE(S) + v n et enete ettt ettt et et e ee e e
ID/Passport NO: .....cvviviiiiiiiiiiiiiiiiinn Date of Birth: ........cooiiiiii
Ager .o Gender: [ Female (] Male

P.O.BOX ceuiviiiiiiiiiiiiiiicienen, Code...ouiniiiiiiiiiii Town ...oooviviiiiiii,
COUNLY ...
Email address. . .. ..o
Telephone No. ............cocoviiinnin. Mobile NO. ...

Source of funding (Tick(v')where appropriate)

Self-funded
| National Hospital Insurance Fund
| Private Insurance
| Government sponsored
_| Other, specify

ii.  DETAILS OF THE NEXT OF KIN

o100 4 =10 1 <N FIrst Name: ..o e
OtRET NAINIE(S): ++ v ettt ettt ettt e ettt et e ettt et et et

ID/Passport No: ......c.coouviiiiiiiiiiii, Date of Birth: ............c.oooi
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Email address........o.ouiiii
Telephone No........c.cocoiiiiiniinan.. Mobile NO. ..o

iii. =~ DETAILS OF THE ACCOMPANYING CARE-GIVER (If different from B above)

o100 421 1 <IN First Name: .....oooiiiiiiiiiii i

Telephone NO........coviiiiiiiiiiiiiie Mobile NO......oviiiii

iv. DETAILS OF THE DONOR (Where Appropriate)

Surname: ... First Name: ...
(01 515 B e =1 00 1 () PP TP PPN
ID/Passport NO: ......ocviiiiiiiiiiiiiiiii, Date of Birth: ...

ReIatioNSIIP. . ..ouieii

Telephone NoO........ccoevviiiiiiinnis MODILE INO. ...t
v. DECLARATION

Date
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PART B - TO BE FILLED IN BY THE REFERRING PRACTITIONER
The Practitioner should immediately send an email indicating that he/she

has referred the patient to (Email: patient.referrals@kmpdc.go.ke )
i. MEDICAL DETAILS OF THE PATIENT

(I)Provisional diagnosis

ii.  DETAILS OF THE RECEIVING FACILITY/PRACTITIONER
a. Receiving Facility

Name of facility:
City: oo Country: .....ooooiiiii
Physical address:
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Telephone/MODbile INO. ... ..o e e
iii. =~ CERTIFICATION BY THE REFERRING PRACTITIONER

Details of referring practitioner:

o100 4 -1 (1< OTRRRRURRRRRRRRRRRSUPN ol § o<1 fA\F- 1 0 1<

Qualification:
SPECIALLY . ...t

SUD-SPECIALLY ......uini

Telephone NoO........ccoveviiiiiiniienee, MODIIE NO. ...

Declaration
L DT, /PTOf ittt ettt ettt b e teebe e b e aeerereenean

(Full Names in Block Letters)
certify that the information given in Part A and B regarding
M/ MIS/MS/MSt. .. is true to the best of my knowledge and
belief.

Official Stamp of the hospital

Signature: .........oooiiiiiiii
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PART C- To be filled in by the Kenya Medical Practitioners and Dentists Council

I'wish to confirm that Dr. .................. is registered under

Registration Number.......................... validly Licensed under current

Practice License NO:..........c.cooviiiiiiiinn and is of good standing. [ Official Stamp of the
Council

Name.........coooooiiii Signature................coo Date..............ooni.

Chief Executive Officer
Kenya Medical Practitioners and Dentists Council

PART D - To be filled in by the Director of Medical Services

Approval is hereby given for...........ccocoevviiinnncicnne. who has been referred by
DI to travel abroad for medical/dental management in.............c.cccco........
(country).

Official Stamp of the Ministry of Health

Director of Medical Services

Physical Address: KMPDC Office Complex, Woodlands Rd off Lenana Rd Email: patient.referrals@kmpdc.go ke
Tel: +254 20-272 8752 | +254 20 272 4994 | +254 20 271 1478
Mobile: +254 720 771 478 |+254 738 504 112 Website: www.kmpdc.go.ke

Address: P.O Box 44839-00100, NAIROBI-Kenya
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