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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. Ehpatl) Tan g U8 o Bia g e gl e i g ¢ Al i g+ el g 36

PATIENT INFORMATION

waedl Gilile
PATIENT NAME : Roxanne Serena
0‘43‘,4." ol
DATE OF BIRTH ¢ 30-Oct-1996 GENDER : Female
all Gy ol
CARD NBR : 9I2E-G1CC-DCD4-1DEA PAYER : NAS-ENCNGN
dlagdl o3y el 38 %
CASE INFORMATION  : [ JACUTE (JcHRONIC () PRE-EXISTING CJINJURY
EUESIFTY sol> Loje Gipuno 839290 Lo
DIAGNOSIS :  N92.1 - Excessive and frequent menstruation with irregular cycle, N77.1 - Vaginitis, vulvitis and vulvovaginitis in dis
classd elswhr, Z87.410 - Personal history of cervical dysplasia
-YE A
AETIOLOGY | Enter Aetiology
Ayl Clapanal
(Please indicate the exact cause in case of injuries and maternity-related cases)
(Gegally dilaiall cloddl g Cobball Al § 3B ol daiss <loyll)
SYMPTOMS Complaint
4 yall (olyall No Complaints Found for Selected Appointment
CLINICAL FINDINGS : CPT Code Treatment Type
87623 IADNA HUMAN PAPILLOMAVIRUS LOW-RISK TYPES Lab
88141 Cytp Cervical/Vaginal Req Interp Physician Lab
76830 Ultrasound Transvaginal Radiology
76705 Ultrasound Abdominal Real Time W/Image Limited Radiology
10 Consultation Specialist General Consultation
oy g3 85025 Blood Count Complete Auto&Auto Difrntl Wbc Count Lab
86593 Syphilis Test Quantitative Lab
87389 IAAD EIA HIV-1 AG W/HIV-1&HIV-2 ANTBDY SINGLE Lab
84443 Thyroid Stimulating Hormone Tsh Lab
84403 Testosterone Total Lab
84402 Testosterone Free Lab
REMARKS ‘| Enter Remarks
Ollaselodl
TREATING PHYSICIAN : MOHAMMED M HAMED
ol Cuudall
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HOSPITAL /CLINIC :  CITICARE MEDICAL CENTER LLC
Ball! / (idined!
CONSULTATION DETAILS : ONew OFollow Up  CONSULTATION FEES : Enter CONSULTATION FEES
8Ll g9 RYRC dasliadl 8)yLiieadl pgany
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DOCTOR'S SIGNATURE AND STAMP DATE: 24/11/2024
)l @35 9 293 Dl

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
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