CONSULTATION FORM
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Dear Doctor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with
this form. Edpall 10 o 158 o Ao g gl Apad ey 3+ Al ks ) ¢ okl 3 36

PATIENT INFORMATION

oyl il
PATIENT NAME : MUSAMMIL ABDUL AZIEZ
sl el
DATE OF BIRTH : 21-May-1987 GENDER : Male
aeall ey il
CARD NBR :  88GI-FAE2-C2CI-GCDE PAYER : NASVN
WBladl 03, onelill 8%
CASE INFORMATION  : (JAcuUTE (JcHRONIC () PRE-EXISTING (JINJURY
Al g5 Bal> daje o B39 90 Blo)
DIAGNOSIS :  M54.18 - Radiculopathy, sacral and sacrococcygeal region, S33.5XXS - Sprain of ligaments of lumbar spine, sequela,
M54.5 - Low back pain
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AETIOLOGY | Enter Aetiology
(Please indicate the exact cause in case of injuries and maternity-related cases)
(Gagalls dilaioll Clondl 9 Coblall D> § GBI Cunoll dpuns slzyJl)
SYMPTOMS Complaint
) co back pain long standing 5 days
dyall oyl
oe sacral pain chest is clear streching pain heavy weight lifting
CLINICAL FINDINGS : CPT Code Treatment Type
9 Consultation Gp General Consultation
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pa
oy 523 p phylactic/Dx Inj a/ y
0005-149902-1021 CLOFEN Pharmacy
REMARKS * | Enter Remarks
Olaselall
TREATING PHYSICIAN : Humaira
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HOSPITAL /CLINIC : Irham Medical Center Arjan
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CONSULTATION DETAILS O New OFollowUp  CONSULTATION FEES : Enter CONSULTATION FEES
8yl 95 ol dasliall 8Ll 0 9oy
e P
DOCTOR'S SIGNATURE AND STAMP DATE: 03/05/2024
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I hereby authorize any healthcare provider or Insurance Company to provide and/or give copies of medical
records to NAS Personnel in relation to current or previous treatments and services rendered to myself or
any of my dependents. Any copy of this consent shall be considered as the original.
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BENEFICIARY'S SIGNATURE
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