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 : THISARA MADUSANKA ARACHCILAGE
Ryl gl
DATE OF BIRTH : 11-Jan-2000 GENDER : Male
KU il
CARD NBR : 91G4-9RCC-DCD4-9DEA PAYER : NASVN
QBladl 03, el 3858
CASE INFORMATION  : [ JACUTE (JcHRONIC (J PRE-EXISTING (JINJURY
Al g5 Bal> daje Uiso B39 90 Blo)
DIAGNOSIS :  MA47.22 - Other spondylosis with radiculopathy, cervical region, M54.2 - Cervicalgia, M79.2 - Neuralgia and neuritis,
unspecified
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AETIOLOGY ‘| Enter Aetiology
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(Please indicate the exact cause in case of injuries and maternity-related cases)
(Gngally dilaiall clondl 9 bball D> § BAWI Caraned] dpds slx )
SYMPTOMS Complaint
PC: Pain on the right shoulder, and neck that radiates down the right upper limb,
with associated tingling and up to the small finger.
Duration: over a month (date uncertain).
dud pall ol 4l
deyell 22l There is no history of trauma but works as a house keeper in a hotel.
Pain is exercerbated after the day's job and feels better by morning.
Not hypertensive and not diabetic and has no other medical condition of note.
CLINICAL FINDINGS : CPT Code Treatment Type
. 9 Consultation Gp General Consultation
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REMARKS * | Enter Remarks
Ol
TREATING PHYSICIAN : Enomen Goodluck
EJ\:.«N Cudall
HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC
Babuall / il
CONSULTATION DETAILS : ONew O Follow Up CONSULTATION FEES : Enter CONSULTATION FEES
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DOCTOR'S SIGNATURE AND STAMP
k.r_#]ﬁjl ‘&153 &éyﬂ

Dr. Enomen Goodluck Ekata
General Practitioner
DHA No: 28040827-001
CITICARE MEDICAL CENTER LLC
DUBAI - U.A.E.

DATE: 19/12/2024
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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
R



