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

this form.
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PATIENT NAME
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09-Sep-1991 GENDER : Male
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DIAGNOSIS
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SYMPTOMS
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J06.9 - Acute upper respiratory infection, unspecified, H65.02 - Acute serous otitis media, left ear, H92.02 - Otalgia,
left ear

Enter Aetiology

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

PC: Funal nail infection of the little toe of both feet
Recurrent for over 3months.
Also complaint of pain in the left ear and pain on swallowing.

with low grade intermittent fever.

CLINICAL FINDINGS : CPT Code Treatment Type
9 Consultation Gp General Consultation
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pa

oy 5053 p phy /Dx Inj a/ y
0005-149902-1021 CLOFEN Pharmacy

REMARKS Enter Remarks
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TREATING PHYSICIAN : Enomen Goodluck

Blaadl Cudal!

HOSPITAL /CLINIC CITICARE MEDICAL CENTER LLC
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CONSULTATION DETAILS : ONew O Follow Up CONSULTATION FEES : Enter CONSULTATION FEES
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https://irhamc.visionsoftwares.ae/mr_nas_print2.aspx?appld=55228&patld=52212

12



11/25/24, 10:40 AM ClinicSoft 8.0 - NAS CONSULTATION FORM

” ¢
e /" 7]
= ;b'[ —

\/

DOCTOR'S SIGNATURE AND STAMP /
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Dr. Enomen Goodluck Ekata
General Practitioner
DHA No: 28040827-001
CITICARE MEDICAL CENTER LLC
DUBAI - U.A.E.

DATE: 25/11/2024
&gbm

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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