CONSULTATION FORM
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Dear Doctor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with
this form. £ palll 138 on U pu Al gl 23t Al i g 5 4 Al i gl ¢ gl g 35

PATIENT INFORMATION

sall Sl
PATIENT NAME : ZAHEER AHMAD BABAR GUL BAR KHAN
vl gl
DATE OF BIRTH : 04-Dec-1984 GENDER : Male
ol GG eS|
CARD NBR : 66PM-5MMM-VMVT-TVAE PAYER : NASVN
Bl o3, el 484
CASE INFORMATION  : (J ACUTE (JcHRONIC (J PRE-EXISTING CJINJURY
Wl g Bol> Qnje Uieso B39 g0 Aol
DIAGNOSIS : R11.11 - Vomiting without nausea, R10.13 - Epigastric pain, K29.00 - Acute gastritis without bleeding, M54.5 - Low
back pain, R50.9 - Fever, unspecified, E86.0 - Dehydration
‘.’ ) < '.“I
AETIOLOGY | Enter Aetiology
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(Please indicate the exact cause in case of injuries and maternity-related cases)
(Aogadb dilaied! bl g blall Bl 3 EAU el dadass sl )
SYMPTOMS Complaint
pc: nausea and vomiting since miorning 09/12/2024
) epigastric pain
dpzpall gLyl

fever

low back pain

CLINICALFINDINGS : [ cpr code Treatment Type

General

9 Consultation Gp Consultation

0195-107704-

0801 CEFTRIAXONE-TABUK IV Pharmacy
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
96360 Iv Infusion Hydration Initial 31 Min-1 Hour Co.Pay
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
238?152902‘ LACTATED RINGERS INJECTION USP Pharmacy
Gyl Pl 0005-149902- CLOFEN Pharmacy
1021
2190-106618- PARAFUSIV LV. 10MG/ML Pharmacy
1001
0005-174202-
0781 RISEK 40MG Pharmacy
0005-136504-
1021 SCOPINAL Pharmacy
0005-150403- Metoclopramide [Solution For Injection - 5mg/ml - 2.00 Liquids Vial
Pharmacy
1021 (x5)]
REMARKS + | Enter Remarks

Olaslodl

TREATING PHYSICIAN : AHSAN HUSSAIN
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HOSPITAL /CLINIC :  CITICARE MEDICAL CENTER LLC
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CONSULTATION DETAILS : ONew OFollowUp ~ CONSULTATION FEES : Enter CONSULTATION FEES
B)Lacdudl g3 ol dasliall 8yLadiud! p gy

Dr. Ahsan Hussain
General Practitioner
DHA No: 87543658-001
CITICARE MEDICAL CENTER LLC
DUBAI- UAE,

DOCTOR'S SIGNATURE AND STAMP DATE: 09/12/2024
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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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