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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. Ehpatl) Tan g U8 o Bia g e gl e i g ¢ Al i g+ el g 36

PATIENT INFORMATION

vyl wliky
PATIENT NAME : PREET SANDHU JASPREET SINGH SANDHU
R yell el
DATE OF BIRTH : 02-Mar-1993 GENDER : Female
el Gy il
CARD NBR : 1G12-IG4C-DCD1-9DEA PAYER : NAS-SRN WN
&l 03, et 3875
CASE INFORMATION  : [ J ACUTE (JcHRONIC () PRE-EXISTING CJINJuRY
=l &9.\ Bal> amya G 829290 Lol
DIAGNOSIS : N39.0 - Urinary tract infection, site not specified, R50.9 - Fever, unspecified, R10.30 - Lower abdominal pain,
unspecified
Ua‘.."-.uk“:“
AETIOLOGY | Enter Aetiology
(Please indicate the exact cause in case of injuries and maternity-related cases)
(Logall ddlazall CIdl g blall Bl 3 BAUI Cauned! dadkoes slxyJl)
SYMPTOMS Complaint
co lower abdominal pain dark colour of urine pain in the urination 19th oct 2024
i oe
Gyl olyal
chest is clear no added sounds
restless
CLINICALFINDINGS : | cpy code Treatment Type
96361 Iv Infusion Hydration Each Additional Hour Co.Pay
9.02 Gp Repeat Visit For Op Consultation Refers To Week 2, 3 & 4 From The General
’ Date Of Initial Consultation For Same lliness In Opd. Consultation
81001 Urnls Dip Stick/Tablet Reagent Auto Microscopy Lab
Ay el 1 96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
0102-111908- 551y yM CHLORIDE B.P. Pharmacy
1001
0131-116601- Metronidazole [Concentrate For Infusion - 5mg/ml - 100.00 Liquids Bottle
Pharmacy
1001 (x1)]
REMARKS * | Enter Remarks
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TREATING PHYSICIAN ¢ Humaira

Flaodl Codall

HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC

Balual! / féunod!

CONSULTATION DETAILS ' ONew OFollowUp ~ CONSULTATION FEES : Enter CONSULTATION FEES
Byladdl g5 ol dasliall 8yLaduud! pgun)

Dr. Humaira Mumtaz

a
N oA
Ry
A ’Q A > "‘1 General Practitioner
\VK\@ i k\ DHA No: 54155530-002
/ ) CITICARE MEDICAL CENTER LLC
A % DUBAI - UAE.

DOCTOR'S SIGNATURE AND STAMP DATE: 23/10/2024
Gl (25 9 ad g3 gy

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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