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

https://irhamc.visionsoftwares.ae/mr_nas_print2.aspx?appld=54575&pa...
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PATIENT INFORMATION
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PATIENT NAME

JASTINE KENN LEGASPI MANGUIAT

Rl el

DATE OF BIRTH 22-Nov-1997 GENDER Female

ol 06 ol
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CASE INFORMATION [JAcUTE [_] CHRONIC () PRE-EXISTING 1 INJURY
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DIAGNOSIS
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AETIOLOGY
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SYMPTOMS
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CLINICAL FINDINGS :

K29.00 - Acute gastritis without bleeding, R10.13 - Epigastric pain

Enter Aetiology

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

co Imp 18th oct 2024
abdominal cramps heart burn epigastric pain
1st nov. 2024

oe chest ois clear no addded sounds

restless

CPT Code Treatment Type

96361 Iv Infusion Hydration Each Additional Hour Co.Pay
96374 Ther Proph/Dx Njx Iv Push Single/1St Sbst/Drug Co.Pay

9 Consultation Gp General Cons
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
0005-136504-1021 SCOPINAL Pharmacy
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CPT Code Treatment Type
0102-100104-1001 SODIUM CHLORIDE & DEXTROSE B.P. Pharmacy
0005-242802-0781 PANTONIX 40MG I.V. Pharmacy
86677 Antibody Helicobacter Pylori Lab
REMARKS | Enter Remarks
Olaselall
TREATING PHYSICIAN : Humaira
@)la.dl Cudal!
HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC
Baleall / pdikuel!
CONSULTATION DETAILS : New Follow Up  CONSULTATION FEES : Enter CONSULTATIC
§)Ladud! 95 s das ol 8yl pguny
NG % A Dr. Humaira Mumtaz
g R “v General Practitioner
3 U\W\ DHA No: 54155530-002
/ } CITICARE MEDICAL CENTER LLC
L) \ DUBAI - UALE.
DOCTOR'S SIGNATURE AND STAMP DATE: 06,
! @i 9 35_93 &yl

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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