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

this form. Ehpadll 130 oo 1B o Ao g 2 gl el e g 3+ ) i o)+ ol g 3R
PATIENT INFORMATION
oAl ol
PATIENT NAME : NITHISH KALIGOTA GANGADHAR KALIGOTA
oAl sl
DATE OF BIRTH ¢ 25-Dec-2000 GENDER : Male
sbalf gyls ol
CARD NBR : EIIK-8GE2-C2CE-FCDE PAYER : NAS VN
43l a3, o) A4Sy
CASE (JACUTE (J CHRONIC (JPRE-EXISTING LJINJURY
INFORMATION ) J
CVEN(FY) sula Loy B dugage Ll
DIAGNOSIS S01.21XA - Laceration without foreign body of nose, initial encounter, G89.11 - Acute pain due to trauma
- - e ll
AETIOLOGY Enter Aetiology
s Ll bl
(Please indicate the exact cause in case of injuries and maternity-related cases)
(o ghls daleil) Cullaldl § bslall Ula (o8 Ba8ul) Cascal ) saansi elayll)
SYMPTOMS Complaint
PC: Injury to the nose, following a fall.
Duration: 30mins.
e Bleeding was significant but not associated with dizziness and no LOC.
Exam: Avulsion of the left nasal ala from the roof of the mouth/floor of the nose.
CLINICAL CPT Code Treatment Type
FINDINGS
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
0005-149902-1021 CLOFEN Pharmacy
G 4 yeall @ALEAL 9 Consultation Gp General Consultation
REMARKS Enter Remarks
SUasdlf
TREATING PHYSICIAN ¢ Enomen Goodluck
bl Calall
HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC
Sulaall / oddtied |
CONSULTATION DETAILS ' ONew OFollow Up CONSULTATION FEES : Enter CONSULTATION FEE
&liicall £ 93 KVREN daalal 8 Ludiicadl o gy
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j/ T Dr. Enomen Goodluck Ekata
— ~77 General Practitioner
= ;ﬂ Ao DHA No: 28040827-001
./ CITICARE MEDICAL GENTER LLC

\
DOCTOR'S SIGNATURE AND STAMP / LALLIED L3 DATE: 04/10/2024

bl add 9 24394 &l

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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