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. Egaill 130 on 108 n Rl g1 £ 3 g a3 i ¢ Al ki) ¢ il 3 036

PATIENT INFORMATION
el iy

PATIENT NAME FATIMA ALZAHRA AMIN MAHMOUD ASSAD
vyl sl
DATE OF BIRTH 17-Jun-1992 GENDER Female
ool gy ool
CARD NBR ¢ 6IN6-MMMM-VMVR-TVAE PAYER NAS - RN,RN+
Bllad o3 ool 35,5
CASE INFORMATION O acute (J cHrRONIC (J PRE-EXISTING O inury
Yl g5 Bol> Ainje Uiruso B39 90 L)
DIAGNOSIS K29.00 - Acute gastritis without bleeding, A09 - Infectious gastroenteritis and colitis, unspecified, R19.7 - Diarrhea,
unspecified, R10.10 - Upper abdominal pain, unspecified, N39.0 - Urinary tract infection, site not specified
el
AETIOLOGY Enter Aetiology
Ayl Olua)
(Please indicate the exact cause in case of injuries and maternity-related cases)
(Aagolly dkaiall Clodl 9 bl Al § AU Capunall daukons sloryl)
SYMPTOMS Complaint
C/o: upper abdominal pain since last week
also has been having diarrhea since last night,
A yall polyall 'stool is watery, non bloody and not mucoid.

she is not a known hypertensive and not diabetic. and has no other medical condition in the past.

has previously been diagnosed of H. pylori infection in the past.

CLINICAL FINDINGS :

CPT Code Treatment Type
96360 Iv Infusion Hydration Initial 31 Min-1 Hour Co.Pay
0005-242802-0781 PANTONIX 40MG L.V. Pharmacy
0005-136504-1021 SCOPINAL Pharmacy
Lyl 5L 85025 Blood Count Complete Auto&Auto Difrntl Whc Count Lab
81001 Urnls Dip Stick/Tablet Reagent Auto Microscopy Lab
9 Consultation Gp General Consultation
REMARKS Enter Remarks
Olasloll

TREATING PHYSICIAN Enomen Goodluck

sl cadall
HOSPITAL /CLINIC Irham Medical Center Arjan
Bobual! / (fdidunad
CONSULTATION DETAILS O New O Follow Up CONSULTATION FEES : Enter CONSULTATION FEES
B)Ladiudl g93 Sl dasliall 8)Ladiund! pgany
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— Dr, Enomen Goodluck Ekata
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= =3, oA o: 2000088101
PESHAWAR vaci‘k CENTER LLC
DOCTOR'S SIGNATURE AND STAMP / ] DATE: 27/05/2024
el 035 5 2135 e

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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