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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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DIAGNOSIS J06.9 - Acute upper respiratory infection, unspecified, J30.9 - Allergic rhinitis, unspecified, RO5 - Cough, R50.9 -
Fever, unspecified, K29.00 - Acute gastritis without bleeding
M‘
AETIOLOGY Enter Aetiology
(Please indicate the exact cause in case of injuries and maternity-related cases)
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SYMPTOMS Complaint
co running nose pain in the throat fever on and off dry cough 1st nov. 2024
oe
byl olyadl chest is congested no added sounds

restless

advise rest for 1 day

CLINICAL FINDINGS : CPT Code Treatment Type
. General

9 Consultation Gp Consultation
. 94640 Pressurized/Nonpressurized Inhalation Treatment Co.Pay
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0006-402805- Ventolin [Solution For Nebulization - 5mg/ml - 20.00 Liquids Bottle

Pharmacy
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CONSULTATION DETAILS ! ONew O Follow Up CONSULTATION FEES : Enter CONSULTATION FEES
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CITICARE MEDICAL CENTER LLC
\ DUBAI - U.A.E.

DOCTOR'S SIGNATURE AND STAMP ” DATE: 03/11/2024
)l @35 9 293 Dl

ﬂ
4 2
w oA Dr. Humaira Mumtaz
) # %“ o \v General Practitioner
‘gw'“’wa\@ i \ DHA No: 54155530-002

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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