9/21/24, 7:08 PM

Administrative MEDICAL CLAIM FORM
. Service Date :21-Sep-2024
Patient : NISAL GURUNG Health
Name Provider :CITICARE MEDICAL CENTER LLC
Card No :1040-029-121353783-01 [\ " AHSAN HUSSAIN
Policy Holder : NISAL GURUNG Name :

Network

irhamc.visionsoftwares.ae/mr_ecare_claim_print.aspx?appld=53002&patld=54312

Claim Ref:

: Green

Direct Access SP - YES

Payer Name : UNION INSURANCE [cONSULTATION][LAB/RADIOLOGY|[PHYSIO[[PHARMACY]IP[MATERNITY|[DENTAL]
 COMPANY CorInsurance :|1o‘y (INIL (NIL [Nt LT [INic][10% INa ]
max
TPA : E CARE - Blue Network 2 2
11-09-2024 To 01-01-
idi : Remarks
Validity 2025
Gender : Male
Date Of Birth : 28-Feb-1989
Patient'sTel . 9500869230
No
(J Acute O Pre-existing and chronic a Maternity

Chief Complaints : PC: ALLERGY AND REDNESS AROUND PENIS

Duration

Vitals:Temp : 36.4 Bp :136 Pulse :78 Resp :18

Clinical Findings:

Diagnosis: L23.9 - Allergic contact dermatitis, unspecified cause,N48.29 - Other inflammatory disorders of penis, Date of Onset:21/08/2024

CETIRIZINE HCL,

Requested Investigations: 0125-122107-1022, DEXAMETHASONE SODIUM PHOSPHATE,0005- (E:St':"ated
111805-1021, CHLOROHISTOL 10MG,96372, THER/PROPH/DIAG INJ SC/IM, 9, Consultation GP 0s
Prescriptions: 0027-109206-0151 - (TERBINAFINE (AS HCL) : 1%) CREAM,0195-123701-0391 - Eit's:‘at“

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.

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.

Dr. Ahsan Hussain =
' General Practitioner Patient ‘s “ 21-
z;rsne : AHSAN HUSSAIN Stamp : DHA No: 87543658-001 isgi"‘:‘:::;{"a’e"t : Date : 2324
(ITICARE MEDICAL GENTER LLC
DUBAI - UAE,
Signature : Date :21-Sep-2024
https://irhamc.visionsoftwares.ae/mr_ecare_claim_print.aspx?appld=53002&patld=54312 11



