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

this form.

Epalll 128 a1 s Bt 2 s a0 e g ¢ Al sl ¢ el g 500

PATIENT INFORMATION

oAl Sy

PATIENT NAME
syl ol
DATE OF BIRTH
Aal! ZyG
CARD NBR
4BUadl o3,

SOUZAN EL AYOUBI ABRASH

GENDER
el
PAYER
el &8

11-Apr-1972 Female

218E-AFE2-C2C1-2CDE NAS VN

CASE INFORMATION
Ul g5

(JINJURY
ol

(J ACUTE (JcHRONIC () PRE-EXISTING

Bol> Lo e 839290

DIAGNOSIS
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H11.30 - Conjunctival hemorrhage, unspecified eye, Z79.899 - Other long term (current) drug therapy, 110 -
Essential (primary) hypertension, E03.9 - Hypothyroidism, unspecified

Enter Aetiology

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

she is hypertensive taking medicine valsarten red spot in the eye left side 15th oct 2024
oe chest is clear no added sounds
restless

she want also hypertensive medicine
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CONSULTATION DETAILS

CLINICALFINDINGS : | cpt code Treatment Type

. 9 Consultation Gp General Consultation
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REMARKS Enter Remarks
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TREATING PHYSICIAN Humaira

CITICARE MEDICAL CENTER LLC

O Follow Up CONSULTATION FEES : Enter CONSULTATION FEES
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Dr. Humaira Mumtaz
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{ ' \\ CITICARE MEDICAL CENTER LLC
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DOCTOR'S SIGNATURE AND STAMP , DATE: 17/10/2024
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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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