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. Eagaill 1an o (B o Al g gl a3 ¢ Al i)+ ol 5 36

PATIENT INFORMATION

vaell Gty
PATIENT NAME : YANGCHHEN LAMA
Ryl gl
DATE OF BIRTH 1 27-May-1997 GENDER : Female
KU il
CARD NBR :  K1EA-GIE2-C2CJ-2CDE PAYER : NASVN
QBladl 03, ool 3%
CASE INFORMATION  : [ JACUTE (JcHRONIC (J PRE-EXISTING LJINJURY
Al g5 Bal> diaje Uiso B39 90 Blo)
DIAGNOSIS :  R21 - Rash and other nonspecific skin eruption, T78.40XS - Allergy, unspecified, sequela
ué:’—"u&u:dl
AETIOLOGY ‘| Enter Aetiology
(Please indicate the exact cause in case of injuries and maternity-related cases)
(degaly dilaxall cdlonll g bl Dl § B! Conall dauxs slx i)
SYMPTOMS Complaint
PC: Highly pruritic hyperemic raised rashes.
Following ingestion of fish meal.
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Counselled to continue Gupisone.
Cetirizin replaced with telfast.

Patient is counselled on avoidance of trigger.

CLINICAL FINDINGS :

CPT Code Treatment Type
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
901 Free Follow-Up Consultation Of The Same Diagnosis Within 7 Days Of General
’ Initial Consultation By A General Practitioner. Consultation
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
{:MI Ll B B
cl)ggi 111805 Chlorohistol [Solution For Injection - 10mg/ml - 1.00 Liquids Ampoule (x5)] = Pharmacy
238?100104' SODIUM CHLORIDE & DEXTROSE B.P. Pharmacy
REMARKS * | Enter Remarks
Olaselall
TREATING PHYSICIAN :  Enomen Goodluck
@lla.dl Cdall
HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC
Babual! / diiaul!

CONSULTATION DETAILS : ONew OFollow Up  CONSULTATION FEES : Enter CONSULTATION FEES
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Dr. Enomen Goodluck Ekata

General Practitioner
DHA No: 28040827-001
CITICARE MEDICAL CENTER LLC

DOCTOR'S SIGNATURE AND STAMP s 8 DATE: 15/12/2024
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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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BENEFICIARY'S SIGNATURE
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