<html>

<head>

<title>PATIENT REGISTRATION FORM</title>

</head>

<body>

<p align="center"><b><font size="4">PATIENT REGISTRATION FORM</font></b></p>

<form method="POST" >

<table border="0" cellpadding="5" cellspacing="1" style="border-collapse: collapse" bordercolor="#111111" width="100%">

    <tr>

      <td width="100%">

      <div align="center">

        <center>

        <table border="0" cellpadding="0" cellspacing="0" style="border-collapse: collapse" bordercolor="#111111" width="650">

          <tr>

            <td width="50">

            <p align="right"><b>Date:</b></td>

            <td width="200">

            <p align="center"><input type="text" name="Date" size="22"></td>

            <td width="15">&nbsp;</td>

            <td width="170">

            <p align="right"><b>Patient Control Number:</b></td>

            <td>

            <p align="center"><input type="text" name="pcn" size="25"></td>

          </tr>

        </table>

        </center>

      </div>

      </td>

    </tr>

    <tr>

      <td width="100%"><b><font size="4">PERSONAL INFORMATION</font></b></td>

    </tr>

    <tr>

      <td width="100%">

      <table border="0" cellpadding="3" cellspacing="1" style="border-collapse: collapse" bordercolor="#111111" width="450">

        <tr>

          <td width="170" align="right"><b>Name:</b></td>

          <td width="265"><input type="text" name="name" size="30"></td>

        </tr>

        <tr>

          <td width="170" align="right"><b>CNIC#:</b></td>

          <td width="265"><input type="text" name="cnic" size="30"></td>

        </tr>

        <tr>

          <td width="170" align="right"><b>Sex:</b></td>

          <td width="265"><input type="radio" value="male" name="gender" checked>Male

          <input type="radio" name="gender" value="female">Female</td>

        </tr>

        <tr>

          <td width="170" align="right"><b>Marital Status:</b></td>

          <td width="265"><input type="radio" name="status" value="single" checked>Single

          <input type="radio" name="status" value="married">Married</td>

        </tr>

        <tr>

          <td width="170" align="right"><b>Father/Husband Name:</b></td>

          <td width="265"><input type="text" name="fhname" size="30"></td>

        </tr>

        <tr>

          <td width="170" align="right"><b>Date Of Birth:</b></td>

          <td width="265"><input type="text" name="dob" size="30"></td>

        </tr>

        <tr>

          <td width="170" align="right"><b>Phone:</b></td>

          <td width="265"><input type="text" name="phone" size="30"></td>

        </tr>

        <tr>

          <td width="170" align="right"><b>Address:</b></td>

          <td width="265"><input type="text" name="address" size="30"></td>

        </tr>

        <tr>

          <td width="170" align="right" valign="top"><b>Select Occupation:</b></td>

          <td width="265"><select size="4" name="occupation" multiple>

          <option>Student</option>

          <option>Advocate</option>

          <option>Judiciary</option>

          <option>Engineering</option>

          <option>Business</option>

          <option>Textile</option>

          </select></td>

        </tr>

      </table>

      </td>

    </tr>

    <tr>

      <td width="100%"><b><font size="4">INCASE OF EMERGENCY</font></b></td>

    </tr>

    <tr>

      <td width="100%">

      <table border="0" cellpadding="3" cellspacing="1" style="border-collapse: collapse" bordercolor="#111111" width="100%">

        <tr>

          <td width="30%" align="right"><b>Name of the person whom to contact:

          <br>

          In case of emergency (not living at same address</b></td>

          <td width="70%"><input type="text" name="ie_name" size="30"></td>

        </tr>

        <tr>

          <td width="30%" align="right"><b>Relationship with Patient:</b></td>

          <td width="70%"><input type="text" name="r_patient" size="30"></td>

        </tr>

        <tr>

          <td width="30%" align="right"><b>Phone No:</b></td>

          <td width="70%"><input type="text" name="ie_phone" size="30"></td>

        </tr>

        <tr>

          <td width="30%" align="right"><b>Address:</b></td>

          <td width="70%"><input type="text" name="ie_address" size="30"></td>

        </tr>

      </table>

      </td>

    </tr>

  </table>

  <p align="center"><input type="submit" value="Submit" name="submit"><input type="reset" value="Reset" name="reset"></p>

</form>

</body>

</html>
