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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 :  PEARLY JOY ROLDAN GALVE
vl el
DATE OF BIRTH : 23-Jun-1993 GENDER . Female
KIWN | t"..’JG e 3]
CARD NBR : 1044-004-120022601-01 PAYER : NAS-RN,RN+
dBladl o) oneli! 3874
CASE INFORMATION  : [ JACUTE [JcHRONIC [ PRE-EXISTING [JINJURY
Pi|eA|] g9 Bol> dinjeo o 80990 Llo|
DIAGNOSIS . J45.20 - Mild intermittent asthma, uncomplicated, M54.5 - Low back pain, L40.9 - Psoriasis, unspecified, J20.9 -
Acute bronchitis, unspecified, B35.3 - Tinea pedis, G43.D0 - Abdominal migraine, not intractable, K21.9 - Gastro-
esophageal reflux disease without esophagitis
Ua'.."-.h.““:d‘
AETIOLOGY | Enter Aetiology
(Please indicate the exact cause in case of injuries and maternity-related cases)
(dogall diilasiall ol 9 Cblall D> § 3BU! Caanad! s sloyli)

SYMPTOMS Complaint

PC: COUGH

ASTHMATIC KNOWN
LOW BACK PAIN

PSORIASIS
deioyall lyal

BRONCHITIS

MIGRAINE KNOWN

FUNGAL INFECTION

CAME TO REFILL MEDICATION
CLINICAL FINDINGS : CPT Code Treatment Type

85025 Blood Count Complete Auto&Auto Difrntl Wbc Count Lab
. 9 Consultation Gp General Consultation
43)3,& E‘al’iﬂl

86140 C-Reactive Protein Lab
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REMARKS * | Enter Remarks
Ol

TREATING PHYSICIAN
Dl udall

HOSPITAL /CLINIC

Baluall / il
CONSULTATION DETAILS

Byl |&93

AHSAN HUSSAIN

CITICARE MEDICAL CENTER LLC

O New OFollowUp  CONSULTATION FEES : Enter CONSULTATION FEES
RYRC S dasliall Byliiiand! @ guny

DOCTOR'S SIGNATURE AND STAMP

lep»gtﬁﬁ

Dr. Ahsan Hussain
General Practitioner
DHA No: 87543658-001
CITICARE MEDICAL CENTER LLC
DUBAI » %i

DATE: 22/10/2024
o

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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BENEFICIARY'S SIGNATURE
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