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

this form.
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PATIENT INFORMATION
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DIAGNOSIS
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SYMPTOMS
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CLINICAL FINDINGS :

110 - Essential (primary) hypertension, E78.5 - Hyperlipidemia, unspecified, K21.9 - Gastro-esophageal reflux
disease without esophagitis, E79.0 - Hyperuricemia w/o signs of inflam arthrit and tophaceous dis, 120.9 - Angina
pectoris, unspecified, L40.9 - Psoriasis, unspecified, Z79.899 - Other long term (current) drug therapy, J45.20 - Mild
intermittent asthma, uncomplicated, M54.5 - Low back pain

Enter Aetiology

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

For medication refill.
A known hypertensive, asthmatic and hyperlipidemia with a history of MI.
Previousoly being managed by the cardiologist.

complained also of eruptive hypertrophied lesion on the kneel joint.

CPT Code Treatment

Type

9 Consultation Gp General Consultation

Enter Remarks
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TREATING PHYSICIAN

CONSULTATION DETAILS

Enomen Goodluck

CITICARE MEDICAL CENTER LLC

O New O Follow Up CONSULTATION FEES : Enter CONSULTATION FEES
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o Dr. Enomen Goodluck Ekata
7] General Practitioner
A o E DHA No: 28040827-001
CITICARE MEDICAL GENTER LLC
DUBAI - U.A.E.

DOCTOR'S SIGNATURE AND STAMP
Codall @i 9 2865 L

DATE: 22/10/2024

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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