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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

oAl Sy
PATIENT NAME : AMNEH YOUSEF

vl el

DATE OF BIRTH : 01-Jan-1996 GENDER . Female

wodl gy !

CARD NBR : (C253-243F-EF37-7FAD PAYER : NAS - RN,RN+
dBladl o) ool 3854

CASE INFORMATION  : [ JACUTE (JcHRONIC (] PRE-EXISTING (JINJURY
Ul g5 Bol> dinjeo o 80990 Llo|
DIAGNOSIS : E03.9 - Hypothyroidism, unspecified, R00.2 - Palpitations, R51.9 - Headache, unspecified, R50.9 - Fever,

unspecified, D50.9 - Iron deficiency anemia, unspecified

sl

AETIOLOGY | Enter Aetiology

Aty Oltannad

(Please indicate the exact cause in case of injuries and maternity-related cases)
(dogall dilxiall cldl 9 bilall Al § GBWI el daios sloxyl)
SYMPTOMS Complaint
Increasing and fast heart beat.
Duration: 2 days
b pall oty A known hypothyroid patient (Hashimotors) on thyroxine 75mg.

Feels feverish also

CLINICALFINDINGS : | cpy code Treatment Type
9 Consultation Gp General Consultation
93040 Rhythm Ecg 1-3 Leads W/Interpretation & Report Co.Pay
83550 Iron Binding Capacity Lab
83540 Iron Lab
P 85025 Blood Count Complete Auto&Auto Difrntl Wbc Count Lab
84439 Thyroxine Free Lab
84436 Thyroxine Total Lab
84480 Triiodothyronine T3 Total Tt3 Lab
84443 Thyroid Stimulating Hormone Tsh Lab
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REMARKS * | Enter Remarks
Ol

TREATING PHYSICIAN
Dl udall

HOSPITAL /CLINIC

Baluall / il
CONSULTATION DETAILS
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Enomen Goodluck

CITICARE MEDICAL CENTER LLC

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

DOCTOR'S SIGNATURE AND STAMP
k)l @35 9 &353

Dr. Enomen Goodluck Ekata
General Practitioner
DHA No: 28040827-001
CITICARE MEDICAL CENTER LLC
DUBAI - U.A.E.

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 relatio

n 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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