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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. Ehpatl) Tan g U8 o Bia g e gl e i g ¢ Al i g+ el g 36

PATIENT INFORMATION
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PATIENT NAME : CHERYL EBEDO OLVIDO
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DATE OF BIRTH : 27-Nov-1978 GENDER : Female
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CARD NBR :  1G99-RRCC-DCD9-CDEA PAYER : NAS-ENCNGN
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CASE INFORMATION  : [ J ACUTE (JCHRONIC () PRE-EXISTING (JINJURY
EUESIFTY Bol> daje G 829290 Lol
DIAGNOSIS : J20.9 - Acute bronchitis, unspecified, J45.20 - Mild intermittent asthma, uncomplicated, 110 - Essential (primary)

hypertension, E78.2 - Mixed hyperlipidemia, M16.11 - Unilateral primary osteoarthritis, right hip, R52 - Pain,
unspecified
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AETIOLOGY ‘| Enter Aetiology
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(Please indicate the exact cause in case of injuries and maternity-related cases)
(degall dilaiall clodl 9 Sblall Al § GB8W Carunal! Wi sloxyll)
SYMPTOMS Complaint
PC: Dry cough, Headache, chest pain, and fever.
Duration: 3 days
b pall (2lyadl Also myalgia and one episode of vomiting.

Known hypertensive and hypercholesterolemia.

CLINICAL FINDINGS :

CPT Code Treatment Type
9 Consultation Gp General Consultation
80051 Electrolyte Panel Lab
86038 Antinuclear Antibodies Ana Lab
e 86431 Rheumatoid Factor Quantitative Lab
86140 C-Reactive Protein Lab
85025 Blood Count Complete Auto&Auto Difrntl Wbc Count Lab
80061 Lipid Panel Lab
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REMARKS * | Enter Remarks
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TREATING PHYSICIAN
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HOSPITAL /CLINIC
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CONSULTATION DETAILS
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Enomen Goodluck

CITICARE MEDICAL CENTER LLC

O New OFollowUp  CONSULTATION FEES :
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Enter CONSULTATION FEES

DOCTOR'S SIGNATURE AND STAMP
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Dr. Enomen Goodluck Ekata
General Practitioner
DHA No: 28040827-001
CITICARE MEDICAL CENTER LLC
DUBAI - U.A.E.

DATE: 06/10/2024
é.plﬂl

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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