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Dear Doctor, for your prescription, you are Kindly requested to fill the Prescription/Advice Form along with

this form.
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PATIENT INFORMATION
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PATIENT NAME

RAVIKUMAR THANGARASU
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DATE OF BIRTH 10-Jun-1985 GENDER : Male
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CARD NBR 11G-G1E2-C2CG-FCDE PAYER NAS VN
Bl o) onelil 387

CASE INFORMATION (JACUTE (JcHRONIC (J PRE-EXISTING CJINJURY
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DIAGNOSIS
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SYMPTOMS
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J02.9 - Acute pharyngitis, unspecified, R50.9 - Fever, unspecified, RO5 - Cough, J03.90 - Acute tonsillitis, unspecified

Enter Aetiology

(Please indicate the exact cause in case of injuries and maternity-related cases)
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CLINICAL FINDINGS :

Complaint

co fever pain in throat cough dry 4 days

oe enlarge tonsills

chest is congested no added sounds

restless

CPT Code Treatment Type
96375 Therapeutic Injection Iv Push Each New Drug Co.Pay

9 Consultation Gp General Consultation
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
0005-149902-1021 CLOFEN Pharmacy
2190-106618-1001 PARAFUSIV V. 10MG/ML Pharmacy
0195-107704-0801 CEFTRIAXONE-TABUK IV Pharmacy
85652 Sedimentation Rate Rbc Automated Lab
86140 C-Reactive Protein Lab
85025 Blood Count Complete Auto&Auto Difrntl Wbc Count Lab




REMARKS * | Enter Remarks
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TREATING PHYSICIAN : Humaira
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HOSPITAL /CLINIC : Irham Medical Center Arjan
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CONSULTATION DETAILS : ONew O Follow Up CONSULTATION FEES : Enter CONSULTATION FEES
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AC
\»\5 A Dr. Humaira Mumtaz
- 5 General Practitioner
"'\\\,\‘f\' DHA No: 54155530-002
{ PESHAWAR MEDICAL CENTER LLC
3 \ DUBAI - UAE.
DOCTOR'S SIGNATURE AND STAMP DATE: 09/06/2024
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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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