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Dear Doctor, for your prescription,

this form.

PATIENT INFORMATION
oAl Gl

CONSULTATION FORM
B i) plgad

you are kindly requested to fill the Prescription/Advice Form along with

gl 130 g o A gl 23305 e i 55 ¢ Al s o ¢ el g 336

PATIENT NAME WAH WAH WIN
Ryl gl
DATE OF BIRTH 05-Jun-2000 GENDER Female
KU il
CARD NBR G2EF-AFE2-C2CJ-KCDE PAYER NAS VN
QBladl 03, onelil! 355
CASE INFORMATION (JAcuTe (JcHRONIC (] PRE-EXISTING (JINJURY
Al g5 Bal> daje Uiso B39 90 Blo)
DIAGNOSIS : J06.9 - Acute upper respiratory infection, unspecified, R50.9 - Fever, unspecified, J30.9 - Allergic rhinitis,
unspecified, RO5 - Cough

Ua'..u.u&“:d‘
AETIOLOGY Enter Aetiology

(Please indicate the exact cause in case of injuries and maternity-related cases)

(degally dilaxall ol g bl Ul § BN Conall dauis sl i)
SYMPTOMS Complaint

PC: Pain in throat, nasal congestion and cough

dudpoll (ol yall Duration: 1 week

CLINICAL FINDINGS :

oy ! il

REMARKS
Olasladl

There is no fever.

CPT Code

Treatment Type

9

Consultation Gp General Consultation

Enter Remarks

TREATING PHYSICIAN
Dlaod! Copdal

HOSPITAL /CLINIC

Boleall / ol
CONSULTATION DETAILS
Byl g b

Enomen Goodluck

CITICARE MEDICAL CENTER LLC

O New OFollowUp ~ CONSULTATION FEES : Enter CONSULTATION FEES

ol EERVN] 8L o gunry

DOCTOR'S SIGNATURE AND STAMP

wh)l&‘gé}s

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

DATE: 01/10/2024
@J‘.’m




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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