ClinicSoft 8.0 - NAS CONSULTATION FORM https://irhamc.visionsoftwares.ae/mr_nas_print2.aspx?appld=54751&pa...

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
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PATIENT INFORMATION

vl ol
PATIENT NAME : NAVEEN AKULA RAMESH AKULA
sl el
DATE OF BIRTH : 25-Jul-1997 GENDER HE\Y
Mol G5 el
CARD NBR : 4CGG-CG4C-DCDC-IDEA PAYER : N
Bl o) molid! &
CASE INFORMATION  : [JACUTE [_] CHRONIC (] PRE-EXISTING [JINJURY
Al g5 Bal> ETWS o B3 g2 g Blo)
DIAGNOSIS : J02.9 - Acute pharyngitis, unspecified, J01.10 - Acute frontal sinusitis, unspecified, J30.9 - Allergic rhin
unspecified, R50.9 - Fever, unspecified
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AETIOLOGY | Enter Aetiology
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(Please indicate the exact cause in case of injuries and maternity-related cases)
(Logalb dilazall CIldl 9 LLall V> 3 GBM1 el s sll)
SYMPTOMS Complaint
PC: Cough, nasal congestion, runny nose, and pain in neck (back side).
) There is also low grade intermittent fever.
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Not present during the time of this consultation and has not been on any medicines.

Exam: Pharyngeal hyperemia noted.

CLINICAL FINDINGS : CPT Code Treatment Type

. 9 Consultation Gp General Consultation
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REMARKS | Enter Remarks
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TREATING PHYSICIAN :  Enomen Goodluck
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CITICARE MEDICAL CENTER LLC

CONSULTATION DETAILS New Follow Up  CONSULTATION FEES : Enter CONSULTATIC
8)Liiiund! £ 93 RERCS dasliall 8)Liiiaad! pguny
/ T Dr. Enomen Goodluck Ekata
— 7) General Practitioner
= ——| ( DHA No: 28040827-001
‘ CITICARE MEDICAL CENTER LLC
DOCTOR'S SIGNATURE AND STAMP / LR DATE: 11
Cdall i3 9 293 !

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
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