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Dear Doctor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with
this form. Eagaill 1an o (B o Al g gl a3 ¢ Al i)+ ol 5 36

PATIENT INFORMATION
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PATIENT NAME : SANDUNI SHASHIKALA SEWWANDI KONARA MUDIYANSELAGE
Ryl gl
DATE OF BIRTH : 31-Mar-2001 GENDER : Female
KU il
CARD NBR : 14RE-2G4C-DCDE-4DEA PAYER : NAS-SRN WN
QBladl 03, el 8%
CASE INFORMATION (JAcuTE (JcHRONIC (J PRE-EXISTING LJINJURY
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DIAGNOSIS J06.9 - Acute upper respiratory infection, unspecified, J20.9 - Acute bronchitis, unspecified, M54.5 - Low back pain,
R51.9 - Headache, unspecified, K21.9 - Gastro-esophageal reflux disease without esophagitis
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AETIOLOGY Enter Aetiology
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(Please indicate the exact cause in case of injuries and maternity-related cases)
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SYMPTOMS Complaint
PC: FEVER 30/11/2024
FLU
iyl plyal LOW BACK PAIN
HEADACHE
COUGH
DIZZINESS
CLINICAL FINDINGS : CPT Code Treatment Type
9 Consultation Gp General Consultation
96367 Iv Infusion Ther Proph Add| Sequential To 1 Hr Co.Pay
86140 C-Reactive Protein Lab
85025 Blood Count Complete Auto&Auto Difrntl Wbhc Count Lab
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
Ly ! 5L 94640 Pressurized/Nonpressurized Inhalation Treatment Co.Pay
0188-135906-2441 PULMICORT Pharmacy
0005-174202-0781 RISEK 40MG Pharmacy
0125-122107-1022 DEXAMETHASONE SODIUM PHOSPHATE Pharmacy
2190-106618-1001 PARAFUSIV LV. 10MG/ML Pharmacy
0195-107704-0801 CEFTRIAXONE-TABUK IV Pharmacy




REMARKS | Enter Remarks

Olaseloll
TREATING PHYSICIAN : AHSAN HUSSAIN
Flaadl Cadal!
HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC
Babal! / idiliaual!
CONSULTATION DETAILS : ONew OFollowUp  CONSULTATION FEES : Enter CONSULTATION FEES
Byl 95 ol dasliall 8L o 9oy

Dr. Ahsan Hussain

General Practitioner
DHA No: §7543658-001
CITICARE MED’C&L CENTEE LLe
DUBAI « A E,

DOCTOR'S SIGNATURE AND STAMP ) e DATE: 30/11/2024
Codall i3 9 2893 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.

5k e Callaall 3 AN i A sl o el el oldy alall Gilal) o cilagiia b (bl ASpd wg R ol ASpd gl sl of Ad Aga A G ghl ¢ oLl adgall Uil
Adlalls et Jusddl 1 ge o gma 4 e B ypa Lo Jaarldl

L
BENEFICIARY'S SIGNATURE
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