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CONSULTATION FORM
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Dear Doctor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with
this form. Ehpadl) Thn g U8 pe Bion g e pal i i g+ Al byl ¢ el g e

PATIENT INFORMATION

o)l il
PATIENT NAME : FRANCIS KABUYE
vl el
DATE OF BIRTH ¢ 23-Jun-1993 GENDER : Male
waal! FeyG el
CARD NBR . 1JGE-A1E2-C2CI-ICDE PAYER : NASVN
dBladl o) iUy
CASE INFORMATION  : [ JACUTE (JcHRONIC (] PRE-EXISTING (JINJURY
Ul g5 Bol> dinjeo o 80990 Llo|
DIAGNOSIS : R50.9 - Fever, unspecified, J06.9 - Acute upper respiratory infection, unspecified, RO5 - Cough, J03.90 - Acute
tonsillitis, unspecified, K29.00 - Acute gastritis without bleeding
oAl
AETIOLOGY | Enter Aetiology
Aty Oltannad
(Please indicate the exact cause in case of injuries and maternity-related cases)
(dogall dilxiall cldl 9 bilall Al § GBWI el daios sloxyl)
SYMPTOMS Complaint
co
pain in throat secreation is coming through the cough uncomfortable 5th sep.2024
o yall gyl oe
enlarge and inflamed tonsills chest is congested no added sounds
restless
CLINICALFINDINGS : | cpy code Treatment Type
0195-107704- CEFTRIAXONE-TABUK IV Pharmacy
0801
94640 Pressurized/Nonpressurized Inhalation Treatment Co.Pay
0006-124513- Ventolin [Solution For Nebulization - 5mg/2.5ml - 2.50 Liquids
. Co.Pay
o ! LI 2071 Nebule (x20)]
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
. General
9 Consultation Gp Consultation
REMARKS | Enter Remarks

Olaseloll
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TREATING PHYSICIAN ¢ Humaira

T aadl Call

HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC

Bobuadl / (fddianed!

CONSULTATION DETAILS : ONew OFollowUp  CONSULTATION FEES : Enter CONSULTATION FEES
Byladudl gg5 dod> dasliall 8yLadeult pgan)

Dr. Humaira Mumtaz

N
NTGOA
A % %’:\M General Practitioner
N AN DHA No: 54155530-002
/ } CITICARE MEDICAL CENTER LLC
o DUBAI - UAE.

DOCTOR'S SIGNATURE AND STAMP DATE: 03/10/2024
Codall @3- 9 24943 Nl

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.
98 e Oallaall 31 AL g I gilad) o ) gladl iy adal) Gilall (e cilaglia b oul ASpd 395 (el ASpd i quala of Ad dga A aghl ¢ oLal adgall U
Aglalls il G sA3l 13 (8 0 s Ayl LAda Boga o Jguanl)

BENEFICIARY'S SIGNATURE
bl 135
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