12/13/24, 7:22 PM ClinicSoft 8.0 - NAS CONSULTATION FORM

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. Eapalll 10 o (B8 o Ao g gl Aipad e g 3 ¢ Al ik ) ¢ okl 3 36

PATIENT INFORMATION

ol il
PATIENT NAME : ANN WAIRIMU NJAMBI
Ryl gl
DATE OF BIRTH : 29-Oct-1996 GENDER : Female
KU il
CARD NBR :  R4RE-R94C-DCD1-2DEA PAYER : NAS-SRN WN
QBladl 03, onelid! 3858
CASE INFORMATION  : [ JACUTE (JcHRONIC (J PRE-EXISTING (JINJURY
Al g5 Bal> daje Uiso B39 90 Blo)
DIAGNOSIS : J06.9 - Acute upper respiratory infection, unspecified, RO5 - Cough, R52 - Pain, unspecified
ué:’—"u&u:dl
AETIOLOGY ‘| Enter Aetiology
(Please indicate the exact cause in case of injuries and maternity-related cases)
(Gngally dilaiall Clondl 9 lball D> § BBWI Carned] dpdxs slxyll)
SYMPTOMS Complaint
co dry cough headache pain in throat 10 th dec. 2024
dud gl (olyadl oe chest is congested no added sounds
restless
CLINICAL FINDINGS : CPT Code Treatment Type
9 Consultation Gp General Consultation
94640 Pressurized/Nonpressurized Inhalation Treatment Co.Pay
. 0188-135906-2441 PULMICORT Pharmacy
By | I
86140 C-Reactive Protein Lab
85025 Blood Count Complete Auto&Auto Difrntl Wbhc Count Lab
REMARKS * | Enter Remarks
Ol
TREATING PHYSICIAN : Humaira
Bladl ol
HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC
Babual! / il
CONSULTATION DETAILS : ONew OFollowUp  CONSULTATION FEES : Enter CONSULTATION FEES
8)Lédind! 93 ol dasliall 8Ll o gun
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DOCTOR'S SIGNATURE AND STAMP
k.r_#]ﬁjl ‘&153 &éyﬂ

Dr. Humaira Mumtaz
General Practitioner
DHA No: 54155530-002
CITICARE MEDICAL CENTER LLC
DUBAI - U.A.E.

DATE: 13/12/2024
&gbm

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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