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CONSULTATION FORM

0T T

Dear Doctor, for your prescription, you are kindly requested to fill the Prescription/ddvice Form along with
this form. Ehgad) 13 fon Uiy Rl g 13 3l gl e 395 + Al i)+ el 6 3P

PATIENT INFORMATION

vayell el
PATIENT NAME : ZAHEER AHMAD BABAR GUL BAR KHAN
vl el
DATE OF BIRTH : 04-Dec-1984 GENDER : Male
KNP I eS|
CARD NBR ¢ 66PM-5MMM-VMVT-TVAE PAYER : NASVN
Bl o) ool 3854
CASE INFORMATION  : [ JACUTE (J cHRONIC (J PRE-EXISTING CJINJURY
Wl g5 Bal> dojo Giuo B 990 Llo|
DIAGNOSIS :  E03.9 - Hypothyroidism, unspecified, L23.89 - Allergic contact dermatitis due to other agents, E11.9 - Type 2
diabetes mellitus without complications, E78.5 - Hyperlipidemia, unspecified, E79.0 - Hyperuricemia w/o signs of
inflam arthrit and tophaceous dis
(Ja'..:.u‘“:“
AETIOLOGY * | Enter Aetiology
dud yodl Olounad
(Please indicate the exact cause in case of injuries and maternity-related cases)
(Gngally dilaiall clodl 9 Cblall Al (3 B3I Comanall s slryll)
SYMPTOMS Complaint
pc: came to refill medication
) known hypothyroidism
dpyall oyl

hyperlipidemic known

allergic dermatitis 2 days 18/12/2024

CLINICAL FINDINGS : CPT Code Treatment Type
9 Consultation Gp General Consultation
84550 Uric Acid Blood Lab
83036 Hemoglobin Glycosylated A1C Lab
Dy udl LI 84480 Triiodothyronine T3 Total Tt3 Lab
84443 Thyroid Stimulating Hormone Tsh Lab
80061 Lipid Panel Lab
REMARKS * | Enter Remarks
[IZEAN]]
TREATING PHYSICIAN : AHSAN HUSSAIN
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@’hudl %U|
HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC
Boluatl / J.&J\.“mﬂ
CONSULTATION DETAILS HEN®) New O Follow Up CONSULTATION FEES : Enter CONSULTATION FEES
8)Ladiud! £ 93 dod> daslial) 8yLadeadl pgasy

Dr. Ahsan Hussain

General Practitioner
DHA No: B7543658-001
CITICARE MEDICAL CENTER LLC
DUBAI - UAE

DOCTOR'S SIGNATURE AND STAMP E o DATE: 20/12/2024
Gl @13 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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