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Dear Doctor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with
this form. Ehpadl) Thn g U8 pe Bion g e pal i i g+ Al byl ¢ el g e

PATIENT INFORMATION

oAl Sy
PATIENT NAME : CLEMENT SAGOE
vl el
DATE OF BIRTH : 26-Jul-1994 GENDER : Male
waal! FeyG el
CARD NBR : 88KI-FIE2-C2C1-ECDE PAYER : NASVN
dBladl o) el 387
CASE INFORMATION  : [ JACUTE (JcHRONIC (] PRE-EXISTING (JINJURY
Ul g5 Bol> dinjeo o 80990 Llo|
DIAGNOSIS :  R21 - Rash and other nonspecific skin eruption, C84.00 - Mycosis fungoides, unspecified site, L23.89 - Allergic
contact dermatitis due to other agents
sl
AETIOLOGY | Enter Aetiology
Aty Oltannad
(Please indicate the exact cause in case of injuries and maternity-related cases)
(dogall dilxiall cldl 9 bilall Al § GBWI el daioxs sloxyl)
SYMPTOMS Complaint
co ITCHING ON WHOLE BODY and groin area 2nd nov. 2024
) oe chest is clear no added sounds
Ayl ol

restless

CLINICAL FINDINGS : CPT Code Treatment Type
. General

9 Consultation Gp Consultation
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pa

oy g2 p phylactic/Dx Inj a/ y
0005-111805- Chlorohistol [Solution For Injection - 10mg/ml - 1.00 Liquids Pharmac
1021 Ampoule (x5)] ¥

REMARKS * | Enter Remarks

Olaseloll

TREATING PHYSICIAN : Humaira

Eihull (.rg.{uh”

HOSPITAL /CLINIC :  CITICARE MEDICAL CENTER LLC
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Bobuall / (fddewad!
CONSULTATION DETAILS ! ONew O Follow Up CONSULTATION FEES : Enter CONSULTATION FEES
8)Liciud! g3 KYRES daslial! Byliiiead! @ gany
B an) Dr. Humaira Mumtaz
K 2 R\O General Practitioner
“NANYY DHA No: 54155530-002
/ ' CITICARE MEDICAL CENTER LLC
&1 S DUBAI - U.A.E.
DOCTOR'S SIGNATURE AND STAMP DATE: 28/11/2024
Cpeall 35 9 2365 Nl

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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