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

this form.

PATIENT INFORMATION
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CONSULTATION FORM
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PATIENT NAME MUSAMMIL ABDUL AZIEZ

oyl el

DATE OF BIRTH 21-May-1987 GENDER Male
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CARD NBR 88GI-FAE2-C2CI-GCDE PAYER NAS VN
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DIAGNOSIS J01.40 - Acute pansinusitis, unspecified, J03.90 - Acute tonsillitis, unspecified, R06.00 - Dyspnea, unspecified, R50.9
- Fever, unspecified, J20.9 - Acute bronchitis, unspecified
M‘
AETIOLOGY Enter Aetiology
(Please indicate the exact cause in case of injuries and maternity-related cases)
(A gall ddlasiall Cdlndl g Wblall Ul (§ 3AWI Conual! douzxd el Jl)
SYMPTOMs Complaint
Fever, dry cough, pain in throat, dyspnea, and facial pain,
Ayl olyall also nasal congestion and recurrent sneezing
Duration: 5days.
Has been on panadol self prescribed.
CLINICALFINDINGS : | cpt code Treatment Type
9 Consultation Gp General Consultation
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
96375 Therapeutic Injection v Push Each New Drug Co.Pay
0005-149902-1021 CLOFEN Pharmacy
) 0125-122107-1022 DEXAMETHASONE SODIUM PHOSPHATE Pharmacy
@MI @L}'Jdl
0195-107704-0801 CEFTRIAXONE-TABUK IV Pharmacy
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
0188-135906-2441 PULMICORT Pharmacy
94640 Pressurized/Nonpressurized Inhalation Treatment Co.Pay
REMARKS Enter Remarks
LS|

TREATING PHYSICIAN

Enomen Goodluck

Bl Cudalt
HOSPITAL /CLINIC CITICARE MEDICAL CENTER LLC
Baluall / Likiunell
CONSULTATION DETAILS O New O FollowUp ~ CONSULTATION FEES : Enter CONSULTATION FEES
8yLadiud! g g3 NERES daslial) 8yLadiud! pgeny
/ o Dr. Enomen Goodluck Ekata

DOCTOR'S SIGNATURE AND STAMP
udall @5 9 @533

General Practitioner
DHA No: 28040827-001

\/ CITICARE MEDICAL CENTER LLC
‘/ DUBAI - U.A.E.

DATE: 30/07/2024
&t

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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