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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. i padll 130 jn (BB jn Rl g1 23 g e e g 8 ¢ Al i o) & ol g 36

S

PATIENT INFORMATION

ol Ol
PATIENT NAME : JASMIN HOLLY BORLOS
sl el
DATE OF BIRTH : 26-Apr-1999 GENDER : Female
RUN P eS|
CARD NBR ¢ UFJ-EJE2-C2CK-JCDE PAYER : NAS-ENCNGN
WBladl o) ol A
CASE INFORMATION  : [JACUTE [_] CHRONIC (] PRE-EXISTING [JINJURY
Al g5 Bal> Tnjo Wi 539590 Blo)
DIAGNOSIS : J06.9 - Acute upper respiratory infection, unspecified, R50.9 - Fever, unspecified, RO5 - Cough
L’a'..".bﬁ:"‘
AETIOLOGY : | Enter Aetiology
aﬂﬂ‘ Ow
(Please indicate the exact cause in case of injuries and maternity-related cases)
(Aegall ddlaiall CIldl g ObLall Ul g B3OW) Cunad) dodaxs slayll)
SYMPTOMS Complaint
CO fever on and off dry cough throat pain 14 th oct 2024
. oe
deioyell olyal

chest is congested no added sounds

restless

CLINICAL FINDINGS : CPT Code Treatment Type
9 Consultation Gp General Col
94640 Pressurized/Nonpressurized Inhalation Treatment Co.Pay

. 0006-402803-2071 VENTOLIN NEBULES Pharmacy
86140 C-Reactive Protein Lab
85025 Blood Count Complete Auto&Auto Difrntl Wbc Count Lab
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REMARKS Enter Remarks
Ul
TREATING PHYSICIAN Humaira
@lla.dl Cudal!
HOSPITAL /CLINIC CITICARE MEDICAL CENTER LLC
Baluall / (pdiducel!
CONSULTATION DETAILS New Follow Up  CONSULTATION FEES : Enter CONSULTATIC
8)Liiiuad! £ 93 RERCS dasliall 8)Liiiaad! p guny

i A Dr. Humaira Mumtaz

General Practitioner
DHA No: 54155530-002
CITICARE MEDICAL CENTER LLC
DUBAI - U.A.E.

DOCTOR'S SIGNATURE AND STAMP DATE: 27,
Cdall i3 9 2993 !

I hereby authorize any healthcare provider or Insurance Company to provide and/or give copies
records to NAS Personnel in relation to current or previous treatments and services rendered to 1
any of my dependents. Any copy of this consent shall be considered as the original.
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BENEFICIARY'S SIGNATURE
ERTYE
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