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Dear Doctor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with
this form. Ehpall) 130 g 18 o Do g 23 pad dipas shie g ¢ Al i o ¢ il g 36

PATIENT INFORMATION

el Slile
PATIENT NAME . JWNGSAR DAIMARY
vl el
DATE OF BIRTH : 11-Mar-1999 GENDER ¢ Male
RN P I !
CARD NBR :  R2EC-CRCC-DCDG-2DEA PAYER : NASVN
Bl o) el 3874
CASE INFORMATION  : [JACUTE (JCHRONIC () PRE-EXISTING (J INJURY
PSP Bal> Gaje e B3 g2 g0 R
DIAGNOSIS : M79.642 - Pain in left hand, M62.830 - Muscle spasm of back, R50.9 - Fever, unspecified, M62.81 - Muscle
weakness (generalized)
‘wl
AETIOLOGY | Enter Aetiology
(Please indicate the exact cause in case of injuries and maternity-related cases)
(Ao goll ddlasiall Cdlndl g Wbl Ul (§ 3AWI Cownal! douzxd el Jl)
SYMPTOMS

Complaint

pc: wound on left hand dorsal side multiple abrasion got accident few hours before on roadside while walking
duppall oyl hit by bicyclcle
pain in left hand

CLINICAL FINDINGS :

CPT Code Treatment Type
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
Non-Surgical Cleansing With Surgical Dressing 16 Sq Inches / 100 Sq General
51.01 . .
Centimeters Or Less Consultation
. General
9 Consultation Gp Consultation
A el LI 96365 Iv Infusion Therapy/Prophylaxis /Dx 15t To 1 Hr Co.Pay
2190-106618- PARAFUSIV L.V. 10MG/ML Pharmacy
1001
0005-149902-
1021 CLOFEN Pharmacy
REMARKS * | Enter Remarks
Ol
TREATING PHYSICIAN : AHSAN HUSSAIN

https://irhamc.visionsoftwares.ae/mr_nas_print2.aspx?appld=55721&patld=55193 1/2



12/9/24, 8:20 PM ClinicSoft 8.0 - NAS CONSULTATION FORM

Tl cudall

HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC

Baluall / (e

CONSULTATION DETAILS : ONew O Follow Up CONSULTATION FEES : Enter CONSULTATION FEES
8)Ladiud! g g3 dod> daslial) 8yLadadl pgasy

Dr. Ahsan Hussain
General Practitioner
DHA No: 87543658001
CITICARE MEDICAL CENTER LLC
DUBAI» UAE,

DOCTOR'S SIGNATURE AND STAMP DATE: 08/12/2024
Gl @3 9 285 ]

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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