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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 INFORMATION

oyl by
PATIENT NAME KAMEL ISA JASIM ABDULLA ALASWAD
R yell el
DATE OF BIRTH 25-Jul-1964 GENDER Male
el Gy il
CARD NBR 7997-1C1E-4ED7-AEDD PAYER NAS - EN CN GN
ABladl o3 ol 3,4
CASE INFORMATION (J ACUTE (JcHRONIC () PRE-EXISTING (JINJURY
=l &9.\ Bal> amya G 829290 Lol

DIAGNOSIS L23.89 - Allergic contact dermatitis due to other agents, R21 - Rash and other nonspecific skin eruption
e
AETIOLOGY Enter Aetiology
dud poll Cilituna)
(Please indicate the exact cause in case of injuries and maternity-related cases)
(dogall dlliall ol 9 Sblall Al § G8W Caanal! Wi slaxyll)
SYMPTOMS Complaint
pc: allergic dermatitis
history of swimmimg on a beach something felt on leg and then reddish spot appear on thigh
Ayl Lyl
swollen legs
pain in thigh
CLINICAL FINDINGS : CPT Code Treatment Type
9 Consultation Gp General Consultation
0005-111805-1021 CHLOROHISTOL 10MG Pharmacy
Ay el LI 96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
0125-122107-1022 DEXAMETHASONE SODIUM PHOSPHATE Pharmacy
REMARKS Enter Remarks
Olasloll
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HOSPITAL /CLINIC
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TREATING PHYSICIAN

AHSAN HUSSAIN

CITICARE MEDICAL CENTER LLC

https://irhamc.visionsoftwares.ae/mr_nas_print2.aspx?appld=55463&patld=54502
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Dr. Ahsan Hussain
General Practitioner
DHA No: 87543658-001

CITICARE MEDICAL CENTER LLC
DUBAI- UAE,

DOCTOR'S SIGNATURE AND STAMP DATE: 30/11/2024
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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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