1/10/25, 9:42 PM

S

ClinicSoft 8.0 - NAS CONSULTATION FORM

CONSULTATION FORM
Byl zd

I|IIIIIIﬂ|ﬁ||]|ﬂi|||[||||ﬂ|’l|||]l|IN]IIM]IMIM [ LI

Dear Doctor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with

this form.
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PATIENT INFORMATION
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PATIENT NAME SOUNDARYA RAVIRAJ AMIN
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DATE OF BIRTH 12-Dec-1997 GENDER Female
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Bl o) el 8%
CASE INFORMATION (J ACUTE (JCHRONIC (J PRE-EXISTING (J INJURY
Ul pgs Bol> Gaje (auno B39 g0 Glol

DIAGNOSIS
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SYMPTOMS
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CLINICAL FINDINGS :

N61.1 - Abscess of the breast and nipple, Z48.03 - Encounter for change or removal of drains

Enter Aetiology

(Please indicate the exact cause in case of injuries and maternity-related cases)
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Complaint

she had a breast abcess drinage in the aster mankhol hospital 7th jan. 2025 now she came here for dressing
oe wound is clean

chest is clear no added sounds
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CPT

Code Treatment Type
Non-Surgical Cleansing With Surgical Dressing 16 Sq Inches / 100 Sq General

51.01 . .
Centimeters Or Less Consultation

9 Consultation Gp General

Consultation

Enter Remarks
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TREATING PHYSICIAN

CONSULTATION DETAILS

Humaira

CITICARE MEDICAL CENTER LLC

O New CONSULTATION FEES : Enter CONSULTATION FEES
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O Follow Up
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Dr. Humaira Mumtaz

e
Q8 o
\ A - \! General Practitioner
N AN DHA No: 54155530002
{7 } CITICARE MEDICAL CENTER LLC
3 DUBAI - UA.E.

DOCTOR'S SIGNATURE AND STAMP : DATE: 10/01/2025
)l (35 9 2343 Ll

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.
5 b O Gallaal) 3 A0 i I st ol el mlal) i el Cilall (e claglia ol oul ASpd g 5 Gl A gl sk oAb Aga A Gaghl ¢ oL ad gall Ui
Adalls pfiad gy o3l 13 (8 o g &) LAda B e e Jguanl)

BENEFICIARY'S SIGNATURE
el 2 g3

https://irhamc.visionsoftwares.ae/mr_nas_print2.aspx?appld=56876&patld=55525 2/2



