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Republic of Lebanon
Ministry of Public Health

Inflammatory Bowel Diseases

+» Patient Information
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+* Medical Information
|:| New application |:| Renewal
Height: ............ cm Weight: ............. Kg ICD-10 Specific Diagnosis:

Prior treatment and / or current immunosuppressant (if applicable):

Drug Dose Period (from - to)

+* Physician Information

Physician name:

Response

LOP Registration No:

Side effects

Specialty: Telephone: ----/

Signature & Stamp:

+* Documents to be submitted:
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2. Detailed Medical report <kl 5 i

3. Physician’s prescription 4xhll daa )

4. Reactivation risk: HBs Ag, HCV Ab, PPD, Chest X-Ray
5. Basic Labs: CBC, plts, LFTs (ALT & AST), CRP ...
6
7
8

Colonoscopy & Pathology Result
Imaging if available (CT scan, MR, ...)
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1. This form must be completed by the doctor
2. All information should be attached
3. All attached reports and studies should be original and official
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