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Dear Doctor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with
this form. Ehpadl) Thn g U8 pe Bion g e pal i i g+ Al byl ¢ el g e

PATIENT INFORMATION

vall obbe
PATIENT NAME : HAMNA SHOUKAT SHOUKAT ALI
ol sl
DATE OF BIRTH : 27-May-2002 GENDER : Female
weod! )G ]
CARD NBR : F8JF-I8E2-C2C1-1CDE PAYER : NAS - RN,RN+
dladl o) el 3875
CASE INFORMATION ~ : [ JACUTE [ JcHRONIC [ J PRE-EXISTING CJINJURY
AUl g5 Bol> dinjo o 80990 Llo|
DIAGNOSIS :  E03.9 - Hypothyroidism, unspecified, 044.42 - Low lying placenta NOS or without hemor, second trimester
ua'.."-.ha":d‘
AETIOLOGY | Enter Aetiology
(Please indicate the exact cause in case of injuries and maternity-related cases)
(dogall dilaiall clodl 9 blall Al § GBWI Camnall daioes sloxyl)
SYMPTOMS Complaint
patient came complaining of repeated lower abdominal pain with spotting during pregnancy since the last two
months
G ypall oyl by ultrasound the gestational age showed living intrauterine single viable fetus

the placenta is low lying

by transvaginal ultrasound the placenta is marginalis not covering the cervix

https://irhamc.visionsoftwares.ae/mr_nas_print2.aspx?appld=56872&patld=54375

CLINICAL FINDINGS : CPT Code Treatment Type
82948 Glucose Blood Reagent Strip Lab
85025 Blood Count Complete Auto&Auto Difrntl Wbc Count Lab
84443 Thyroid Stimulating Hormone Tsh Lab

Ly udl LI 76830 Ultrasound Transvaginal Radiology
76705 Ultrasound Abdominal Real Time W/Image Limited Radiology
10 Consultation Specialist General Consultation

REMARKS | Enter Remarks
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TREATING PHYSICIAN : MOHAMMED M HAMED
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HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC
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CONSULTATION DETAILS ! ONew OFollowUp  CONSULTATION FEES : Enter CONSULTATION FEES
Bléclud! £ g o> Aol Byliuiaad! @ gany

DOCTOR'S SIGNATURE AND STAMP DATE: 10/01/2025
ol @i 9 2943 ]

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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