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

this form. Ehpadll 130 oo 1B o Ao g 2 gl el e g 3+ ) i o)+ ol g 3R
PATIENT INFORMATION
oAl ol
PATIENT NAME ANN WAIRIMU NJAMBI
oAl sl
DATE OF BIRTH 29-Oct-1996 GENDER Female
abalf eyl jgreeN |
CARD NBR R4RE-R94C-DCDI1-2DEA PAYER NAS - SRN WN
d3lasll a8, Onolill 4S s
CASE (JACUTE (J CHRONIC (JPRE-EXISTING LJINJURY
INFORMATION ) J
EVEN P sula Lao’pe Bauadugage Ll
DIAGNOSIS M62.830 - Muscle spasm of back, M25.50 - Pain in unspecified joint, D64.9 - Anemia, unspecified
- - e ll
AETIOLOGY Enter Aetiology
s b bt
(Please indicate the exact cause in case of injuries and maternity-related cases)
(Ao gy dAlail | Glladl g Gbileall Ula S 380l Curead) waniiela i)
SYMPTOMS Complaint
co back pain from one month oct 2024
s ) L1l oe chest is clear no added sound
restless
advise rest for one day
CLINICAL CPT Code Treatment Type
FINDINGS
901 Free Follow-Up Consultation Of The Same Diagnosis Within 7 Days Of General
’ Initial Consultation By A General Practitioner. Consultation
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
syl gL ‘1)8‘;?'149902' CLOFEN Pharmacy
REMARKS Enter Remarks
Sy
TREATING PHYSICIAN Humaira
wHladl calall
HOSPITAL /CLINIC CITICARE MEDICAL CENTER LLC
Sabaadl/ GAuiiiul
CONSULTATION DETAILS O New OPFollow Up CONSULTATION FEES : Enter CONSULTATION FEE
5)'.&31&4“8‘93 ERET a:..\ml 5\)@&]“&3&“‘)
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DOCTOR'S SIGNATURE AND STAMP
bl a3 9 a3 98

Dr. Humaira Mumtaz
General Practitioner
DHA No: 54155530-002
CITICARE MEDICAL CENTER LLC
DUBAI - U.A.E.

DATE: 15/11/2024

golall

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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BENEFICIARY'S SIGNATURE

aiiealf ad g

https://irhamc.visionsoftwares.ae/mr_nas_print2.aspx?appld=54878&patld=52429

2/2



