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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

vyl wliky
PATIENT NAME : QAMAR SHAHZAD MUHAMMAD YAQOOB
vl el
DATE OF BIRTH ¢ 23-Mar-1993 GENDER : Male
ol Gyl ol
CARD NBR . 8JJF-8AF2-C2C8-JCDE PAYER : NAS-SRN WN
Bl o) el 88
CASE INFORMATION  : [ JACUTE (JcHRONIC (J PRE-EXISTING CJINJuRY
Ul g3 Bol> Laje (s 839290 Blo|
DIAGNOSIS : K29.00 - Acute gastritis without bleeding, R10.13 - Epigastric pain, K59.00 - Constipation, unspecified
&u"u&u;.dl
AETIOLOGY ‘| Enter Aetiology
(Please indicate the exact cause in case of injuries and maternity-related cases)
(dogall dilaiall ol 9 Wbilall Al § GBWI Catunal! Wi sloxyll)
SYMPTOMS Complaint
pc : loss of appetite condtipation, for many days
) no other med conditions
dyall 2Lyl
non smoker
o/e

abd soft non tender

CLINICAL FINDINGS : CPT Code Treatment Type
85025 Blood Count Complete Auto&Auto Difrntl Wbc Count Lab
82247 Bilirubin Total Lab
. 0188-135906-2441 PULMICORT Pharmacy
Dy | LN
94640 Pressurized/Nonpressurized Inhalation Treatment Co.Pay
9 Consultation Gp General Consultation
REMARKS | Enter Remarks
Olaselall
TREATING PHYSICIAN : DR Amaizah
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HOSPITAL /CLINIC CITICARE MEDICAL CENTER LLC
Baluall / (fddinal)
CONSULTATION DETAILS O New O Follow Up CONSULTATION FEES : Enter CONSULTATION FEES
8)Ladiud! g g3 dod> daslial) 8yLadadl pgasy
r Dr. Amaizah Ishtiaq
© A General Practitioner
wy/a DHA: 98486553-001
V CITICARE MEDICAL CENTER
DUBAI - UA.E

DOCTOR'S SIGNATURE AND STAMP

u_ﬁwlpb_g@.‘éy"

DATE: 11/01/2025

W

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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