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

DAVIDSON SOLOMON

sl el
DATE OF BIRTH 26-Feb-1989 GENDER Male
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DIAGNOSIS
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M43.17 - Spondylolisthesis, lumbosacral region, M54.5 - Low back pain, G43.009 - Migraine w/o aura, not
intractable, w/o status migrainosus, 110 - Essential (primary) hypertension, K21.9 - Gastro-esophageal reflux
disease without esophagitis

AETIOLOGY
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SYMPTOMS
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CLINICAL FINDINGS :
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Enter Aetiology

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

PC: Recurrent low back pain, but became severe 2 days ago after lifting a heavy object.

Duration:

2days,

Said to have began suddenly two days ago after lifting heavy object.

Pain radiates to the right lower limb, with tingling sensation on the posterior aspect.

Past Medical history is significant for gastritis and reflux disease.

ROS = Migraine (left side), hypertensive but not diabetic.

CPT Code Treatment Type

9 Consultation Gp General Consultation
85025 Blood Count Complete Auto&Auto Difrntl Wbc Count Lab

80061 Lipid Panel Lab

REMARKS
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Enter Remarks

TREATING PHYSICIAN
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HOSPITAL /CLINIC
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CONSULTATION DETAILS
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Enomen Goodluck

CITICARE MEDICAL CENTER LLC

O New

L

O Follow Up

CONSULTATION FEES :
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Enter CONSULTATION FEES




DOCTOR'S SIGNATURE AND STAMP
k.r_#]ﬁjl ‘&153 &éyﬂ

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

DATE: 29/10/2024
&gbm

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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