
PATIENT INFORMATION

ضᖁᗫملا تاناᘭب

PATIENT NAME : MANNU KUSHWAHA PURAN KUSHWAHA

ضᖁᗫملا مسا

DATE OF BIRTH : 16-Oct-1985 GENDER : Male

س جلا دلᘭملا خــــᗫرات

CARD NBR : EA2G-GFE2-C2CK-ECDE PAYER : NAS - SRN WN

ةقاطᘘلا مقر ᣃᡫمأتلا ةكᣌᢕᡧ

CASE INFORMATION : ACUTE CHRONIC PRE-EXISTING INJURY

ةلاحلا عᖔن ةداح ةنمزم اقᘘسم ةدوجوم ةᗷاصإ

DIAGNOSIS : N39.0 - Urinary tract infecƟon, site not specified, R50.9 - Fever, unspecified, K29.00 - Acute gastriƟs without
bleeding, R19.7 - Diarrhea, unspecified

صᘭخشᙬلا

AETIOLOGY : Enter Aetiology

ةᘭضرملا تاᙫᘘسمل

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

( ᣚᡧ قيقدلا بᛞسملا دᘌدحت ءاجرلا
ᢝ اصلا ةلاحᗷةقلعتملا تلاحلا و تا ᗷةموملا )

SYMPTOMS : Complaint

co fever   headache dark colour of urine   pain in the urinaƟon 

9th nov. 2024 

oe chest is clear no added sounds 

restless

 tambakoo

ةᘭضرملا ضارعلا

CLINICAL FINDINGS : CPT Code Treatment Type

96367 Iv Infusion Ther Proph Addl SequenƟal To 1 Hr Co.Pay

0131-116601-1001 Metronidazole [Concentrate For Infusion - 5mg/ml - 100.00 Liquids
BoƩle (x1)] Pharmacy

0005-149902-1021 CLOFEN Pharmacy
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CPT Code Treatment Type

2190-106618-1002 Parafusiv [SoluƟon For InjecƟon - 10mg/ml - 50.00 Liquids Vial
(x10)] Pharmacy

96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay

0195-107704-0801 CEFTRIAXONE-TABUK IV Pharmacy

81001 Urnls Dip SƟck/Tablet Reagent Auto Microscopy Lab

86140 C-ReacƟve Protein Lab

85025 Blood Count Complete Auto&Auto Difrntl Wbc Count Lab

9 ConsultaƟon Gp General
Consulta

ةᣄᗫᖁᗫلا جئاتنلا

REMARKS : Enter Remarks

تاظحلملا

TREATING PHYSICIAN : Humaira

جلاعملا بᘭبطلا

HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC

ةداᘭعلا ͭ ᣛᡧشᙬسملا

CONSULTATION DETAILS : New Follow Up  CONSULTATION FEES : Enter CONSULTATION FEES

ةراشᙬسلا عᖔن دᘌدج ةعᗷاتملا ةراشᙬسلا موسر

DOCTOR'S SIGNATURE AND STAMP DATE: 13/11/2024

بᘭبطلا متخ و عيقوت خــــᗫراتلا

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.

ويلبقنمنيلاعملادارفللوأيلقباسلاوأيلاحلاجلعلانأشبيبطلافلملانمتامولعميأبسانةكرشديوزتبنيمأتةكرشوأبيبطوأةيبطةهجةيأضوفأ
هيلصلاكربتعتليوختلااذهنعهروصةيا .هنمةروص

BENEFICIARY'S SIGNATURE
دᘭفتسملا عيقوت
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