Administrative MEDICAL CLAIM FORM Claim Ref:
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specialist at Rashid hospital. Diagnosis and condition being managed uncertain but was
instructed to change dressing every 3 days. His next visit is 10th of July (5days from now).

Chief Complaints : Presenting for wound dressing of site of peracentesis leak. Said to be seeing Duration:

\Vitals:

Clinical Findings:

Diagnosis: K76.9 - Liver disease, unspecified,

Date of Onset

: 05/24/2024

Requested Investigations: 10004, DRESSING-SMALL,9, Consultation GP,51.01, Non-surgical
cleansing with surgical dressing 16 sq inches / 100 sq centimeters or less

Estimated
Cost

Estimated Cost
Prescriptions:

MEDICAL PRACTITIONER DECLARATION :

| declare that | am the patient’s medical practitioner and that the particulars given are to
the best of my knowledge true and correct.

Dr. Enomen Goodluck Ekata

. General Practitioner
z;rsne : Enomen Goodluck Stamp : DHA No: 28040827-001
CITICARE MEDICAL CENTER LLC
DUBAI- UA.E.
Signature : , Date :05-Jul-2024

PATIENT’S DECLARATION :

| hereby authorize any Healthcare provider, Insurer,
Employer or other organization to release any information
regarding my medical condition & history for purpose of
determining insurance benefits.

I.|
Patient ‘s Lo 05-
signature{Parent : Date : Jul-
if minor} 2024




