ClinicSoft 8.0 - NAS CONSULTATION FORM https://irhamc.visionsoftwares.ae/mr nas_print2.aspx?appld=55288&pa...

CONSULTATION FORM
5 i) gigad

DD SN0

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 :  Roxanne Serena
sl el
DATE OF BIRTH : 30-Oct-1996 GENDER : Female
Mol G5 el
CARD NBR . 9I2E-G1CC-DCD4-1DEA PAYER : NAS-ENCNGN
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CASE INFORMATION  : [JACUTE [_J CHRONIC (] PRE-EXISTING [JINJUR
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DIAGNOSIS : N92.1 - Excessive and frequent menstruation with irregular cycle, N77.1 - Vaginitis, vulvitis and vulvoy
classd elswhr, Z87.410 - Personal history of cervical dysplasia
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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
patient comes with recent history of unprotected sexual intercourse with positive urine results for s
transmitted infection
dpoyall olyal

she has a previous history of abnormal pap smear 3 years ago in her country

she has menstrual irregularity alternating between amenorrhea and heavy bleeding with hirsutism

CLINICAL FINDINGS : CPT

Code Treatment Type
84402 Testosterone Free Lab
84403 Testosterone Total Lab
84443 Thyroid Stimulating Hormone Tsh Lab
87389 IAAD EIA HIV-1 AG W/HIV-1&HIV-2 ANTBDY SINGLE Lab
86593 Syphilis Test Quantitative Lab
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gz;e Treatment Type
85025 Blood Count Complete Auto&Auto Difrntl Wbc Count Lab
88141 Cytp Cervical/Vaginal Req Interp Physician Lab
87623 IADNA HUMAN PAPILLOMAVIRUS LOW-RISK TYPES Lab
10.01 Free FoIIo.w-Up Consult.ation Of The Same Diagnosis Within 7 Days Of Initial Gener
Consultation By A Specialist. Consu

REMARKS | Enter Remarks

AN

TREATING PHYSICIAN : MOHAMMED M HAMED
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HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC
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CONSULTATION DETAILS : New Follow Up  CONSULTATION FEES : Enter CONSULTATIC
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DOCTOR'S SIGNATURE AND STAMP DATE: 26,

)l 35 9 2895 &l

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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