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Dear Doctlor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with
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PATIENT NAME

IMESH MANUSHA RATHNAYAKA

vl el

DATE OF BIRTH 21-5ep-2003 GENDER Male
ol )G el

CARD NBR GFA8-FAE2-C2CG-JCDE PAYER NAS VN
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CASE INFORMATION [JAcuTE (J cHRONIC [J PRE-EXISTING CJINJURY
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DIAGNOSIS
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SYMPTOMS
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REMARKS
Ol

CLINICAL FINDINGS :

R50.9 - Fever, unspecified, J06.9 - Acute upper respiratory infection, unspecified, JOO - Acute nasopharyngitis
[common cold], R51.9 - Headache, unspecified

Enter Aetiology

(Please indicate the exact cause in case of injuries and maternity-related cases)
(Gngalls dilaiedl Clonll 9 bl D> § GBI Comaedl dusns slyll)

Complaint
PC: FEVER

SORETHRAT
COUGH
BODY PAIN
CPT Code Treatment Type

. General

9 Consultation Gp Consultation
86140 C-Reactive Protein Lab
85025 Blood Count Complete Auto&Auto Difrntl Wbc Count Lab
23;2_122107- DEXAMETHASONE SODIUM PHOSPHATE Pharmacy
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
2040-106618- Paracetamol [Concentrate For Infusion - 10mg/ml - 100.00 Liquids Pharmac
1001 Bag (x20)] ¥
0195-107704- CEFTRIAXONE-TABUK IV Pharmacy
0801
Enter Remarks
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HOSPITAL /CLINIC

TREATING PHYSICIAN

Enomen Goodluck

CITICARE MEDICAL CENTER LLC
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CONSULTATION DETAILS

O New O Follow Up
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CONSULTATION FEES :
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Enter CONSULTATION FEES

DOCTOR'S SIGNATURE AND STAMP
Gl SR 3@33

Dr. Enomen Goodluck Ekata
General Practitioner
DHA No: 28040827-001
CITICARE MEDICAL CENTER LLC
DUBAI - U.A.E.

DATE: 21/07/2024
é:ul.ﬂl

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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