9/27/24, 11:12 PM ClinicSoft 8.0 - NAS CONSULTATION FORM

CONSULTATION FORM

S . i __;Ll-.?:hl-l‘ﬂ c.:.l  pad
AV AR AT O YA TN

Dear Doctor, for your prescription. you are kindly requested to fill the Prescription/Advice Form along with
this form. el 130 o 108 e Sl gl A e g5 Bl gl el g o

PATIENT INFORMATION

vaell wliky
PATIENT NAME : MINA THABET MIKHAEIL ARMANYOUS
sl el
DATE OF BIRTH ¢ 30-May-1985 GENDER : Male
asall Gy il
CARD NBR : 9DD6-743A-7AD2-3ADA PAYER : NAS-SRN WN
Lladl 0 ol 3,4
CASE INFORMATION  : [ JACUTE (JcHRONIC () PRE-EXISTING (CJINJURY
Al &9.\ Bol> am_,.o o 839290 :blqal
DIAGNOSIS : E86.0 - Dehydration, M62.830 - Muscle spasm of back, R52 - Pain, unspecified
el
AETIOLOGY * | Enter Aetiology
Aty Olianad
(Please indicate the exact cause in case of injuries and maternity-related cases)
(dogall dilaiall Cldl 9 bilall Al § GBI Caunad! dydoes slx )
SYMPTOMS Complaint
co dehydration back pain  25th sep. 2024
oe
b pall (olyadl muscle spasms
chest is clear no added sounds
restless
CLINICALFINDINGS : | cpt code Treatment Type
9 Consultation Gp General Consultation
96360 Iv Infusion Hydration Initial 31 Min-1 Hour Co.Pay
. 0102-111908-1001 SODIUM CHLORIDE B.P. Pharmacy
oy pundl LI
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
0005-149902-1021 CLOFEN Pharmacy
REMARKS * | Enter Remarks
Olaselall
TREATING PHYSICIAN : Humaira
Dol

https://irhamc.visionsoftwares.ae/mr_nas_print2.aspx?appld=53173&patld=49816
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HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC

Boluall / (fdidiuane!

CONSULTATION DETAILS ! ONew O Follow Up CONSULTATION FEES : Enter CONSULTATION FEES
ByLédudl g9 NYNES dasliadl ByLadud! pguny

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

DOCTOR'S SIGNATURE AND STAMP ” DATE: 27/09/2024
)l @35 9 293 il

ﬂ
4 7
w LA Dr. Humaira Mumtaz
) # %“ o \v General Practitioner
’U’%\@ i \ DHA No: 54155530-002

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.

9t e Oallaal) WAL of A gilad) o dad) gadl gl ol Giladl (e clagiie gl Gall AS 3950 omall A a0 o Guaa ol Al Aga 4 aghl ¢ oliaf ad gl U
MEM&M\\SAQGaJﬂ@\_&SJ}AGJDJM\

L.
BENEFICIARY'S SIGNATURE
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