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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. Ehpall) 130 g 18 o Do g 23 pad dipas shie g ¢ Al i o ¢ il g 36

PATIENT INFORMATION

dansall iy
PATIENT NAME :  MARY WAMAITHA KARANJA
vl el
DATE OF BIRTH :  07-Jun-1999 GENDER : Female
RN P I ol
CARD NBR :  TPR3-P1LM-VMV3-TVAE PAYER : NASVN
Bl o) el 88
CASE INFORMATION  : [ JACUTE (JcHRONIC (J PRE-EXISTING CJINJuRY
Al g5 Bal> dojo Giuo B g90 Llo|
DIAGNOSIS :  R50.9 - Fever, unspecified, R10.13 - Epigastric pain, K29.70 - Gastritis, unspecified, without bleeding, E86.0 -
Dehydration, N39.0 - Urinary tract infection, site not specified
‘)G:G.w&:\”
AETIOLOGY | Enter Aetiology
(Please indicate the exact cause in case of injuries and maternity-related cases)
(Ao goll ddlasiall Cdlndl g Wbl Ul (§ 3AWI Cownal! douzxd el Jl)
SYMPTOMS Complaint
co epigastric pain headache dizziness lower abdominal pain  dark colour urine pain in urination 20 june
2024
oe
dpyall oyl

epigastric pain severe can not eat anything

chest is congested no added sounds

restless
CLINICAL FINDINGS : CPT Code Treatment Type
96360 Iv Infusion Hydration Initial 31 Min-1 Hour Co.Pay
96367 Iv Infusion Ther Proph Addl Sequential To 1 Hr Co.Pay
96375 Therapeutic Injection Iv Push Each New Drug Co.Pay
9 Consultation Gp General Consultation
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
0005-149902-1021 CLOFEN Pharmacy
Ly udl LI 0005-242802-0781 PANTONIX 40MG V. Pharmacy
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CPT Code Treatment Type

0102-111908-1001 SODIUM CHLORIDE B.P. Pharmacy

0195-107704-0801 CEFTRIAXONE-TABUK IV Pharmacy

81001 Urnls Dip Stick/Tablet Reagent Auto Microscopy Lab

85652 Sedimentation Rate Rbc Automated Lab

RR14N C-Reartive Pratein lah
REMARKS * | Enter Remarks
Olaseladl

[ i
L
TREATING PHYSICIAN : Humaira
Fladdl Cudalt
HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC
Baleal! / (iduuno))
CONSULTATION DETAILS ' ONew O Follow Up CONSULTATION FEES : Enter CONSULTATION FEES
8)Lidiud! g g3 dod> daslial) 8yLadadl pgusy
N wOA Dr. Humaira Mumtaz
o A \J General Practitioner
A AN DHA No: 54155530-002
/ J CITICARE MEDICAL CENTER LLC
! DUBAI - UA.E.

DOCTOR'S SIGNATURE AND STAMP DATE: 26/06/2024
Colall @i 9 286 ]

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
BRI
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