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Dear Doctor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with
Epalll 128 a1 s Bt 2 s a0 e g ¢ Al sl ¢ el g 500

PATIENT NAME ELAINE BYRNE
o yell el
DATE OF BIRTH 12-Aug-1994 GENDER :  Female
ol gy il
CARD NBR 1044-004-118587671-01 PAYER : NASVN
&l 03y onelil! 884
CASE INFORMATION ~ : [ J ACUTE (JCHRONIC () PRE-EXISTING (JINJURY
Al &9.\ Bal> amya o 839290 aal.p!
DIAGNOSIS :  K21.9 - Gastro-esophageal reflux disease without esophagitis, R14.3 - Flatulence, R14.0 - Abdominal distension
(gaseous), R50.9 - Fever, unspecified, J06.9 - Acute upper respiratory infection, unspecified, E03.9 -
Hypothyroidism, unspecified, E78.5 - Hyperlipidemia, unspecified
ol
AETIOLOGY ‘| Enter Aetiology
a‘.g.q'o)aﬂ QLA-}#U-AJ
(Please indicate the exact cause in case of injuries and maternity-related cases)
(Gagall dilaiall cloedl 9 iblall Dl & 301 Caranedl dons slyll)
SYMPTOMS Complaint
pc: general pysical examination
tired for last 2 days
stomach pain
dusdpall 2lyall previously hypothyroidisim

hyperlipidemia

fever
CLINICAL FINDINGS : CPT Code Treatment Type
9 Consultation Gp General Consultation
80061 Lipid Panel Lab
84481 Triiodothyronine T3 Free Lab
oy o) ] 84443 Thyroid Stimulating Hormone Tsh Lab
86677 Antibody Helicobacter Pylori Lab
86140 C-Reactive Protein Lab
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CPT Code Treatment Type
REMARKS ¢ | Enter Remarks
Olaslod!
TREATING PHYSICIAN . AHSAN HUSSAIN
Blaall Gl
HOSPITAL /CLINIC :  CITICARE MEDICAL CENTER LLC
EX\VES | |- - A SN
CONSULTATION DETAILS ! ONew O Follow Up CONSULTATION FEES : Enter CONSULTATION FEES
8Ll g95 > dasliadl 8)Lieadl p gany

Dr. Ahsan Hussain
General Practitioner
DHA No: 87543658-001
CITICARE MEDICAL CENTER LLC
DUBAI - U,AE,

DOCTOR'S SIGNATURE AND STAMP
)l @35 9 283 gyl

DATE: 08/10/2024

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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