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Dear Doctor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with
this form. Ehpall) 130 g 18 o Do g 23 pad dipas shie g ¢ Al i o ¢ il g 36

PATIENT INFORMATION

capell Sl
PATIENT NAME : SAFA ABDELHAMID
vl el
DATE OF BIRTH : 30-Aug-2000 GENDER : Female
ol Gyl eS|
CARD NBR : N311-RRMM-VMV6-PVAE PAYER : NASVN
Bl o) ool 8858
CASE INFORMATION  : [ JACUTE (JcHRONIC (J PRE-EXISTING CJINJuRY
Ul g3 Bol> Gaje e B3 g2 g0 R
DIAGNOSIS : N39.0 - Urinary tract infection, site not specified, R30.9 - Painful micturition, unspecified, R50.9 - Fever,
unspecified, E86.0 - Dehydration
ud:!.‘-"l'.w:':\”
AETIOLOGY | Enter Aetiology
(Please indicate the exact cause in case of injuries and maternity-related cases)
(Ao goll ddlasiall Cdlndl g Wbl Ul (§ 3AWI Cownal! douzxd el Jl)
SYMPTOMS Complaint
dudyall olyall No Complaints Found for Selected Appointment
CLINICALFINDINGS : | cpt code Treatment Type
901 Free Follow-Up Consultation Of The Same Diagnosis Within 7 Days Of General
’ Initial Consultation By A General Practitioner. Consultation
96361 Iv Infusion Hydration Each Additional Hour Co.Pay
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
0056-116601- Metronidazole [Concentrate For Infusion - 5mg/ml - 100.00 Liquids Vial
Pharmacy
) 1021 (x1)]
oy pund! LN
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
0005-136504-
1021 SCOPINAL Pharmacy
0102-111908- 551y M CHLORIDE B.P. Pharmacy
1001
REMARKS * | Enter Remarks
Olaselall
TREATING PHYSICIAN : SANDIA
@\:AJI %w|
HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC
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CONSULTATION DETAILS : ONew O Follow Up CONSULTATION FEES : Enter CONSULTATION FEES
8)yliniaadl £ g3 ol daslial) 8Ll pgasy
Dr. Sandia Bhojwani
: B e \ General Practitioner
;N.\-/’ i DHA No: §5900212-001
o PESHAWAR MEDICAL CENTER LLC
DOCTOR'S SIGNATURE AND STAMP QUBAL U.AE. DATE: 27/12/2024
Colall @i 9 2995 ol

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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