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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 : SHAIKH SEBAJ MOHAMMAD BADAL MOHAMMAD
ol sl
DATE OF BIRTH ¢ 08-Jun-1991 GENDER : Male
el Genys il
CARD NBR : IG4R-4C4C-DCDY-IDEA PAYER : NAS- SRN WN
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CASE INFORMATION (J ACUTE (J cHRONIC (] PRE-EXISTING (J INJURY
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DIAGNOSIS
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AETIOLOGY

SYMPTOMS
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REMARKS
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CLINICAL FINDINGS :

$61.218S - Laceration w/o fb of finger w/o damage to nail, sequela

Enter Aetiology

(Please indicate the exact cause in case of injuries and maternity-related cases)
(dogally dikaiall clondl 9 blall Dl § EBWI sl LS slxyll)

Complaint

pc : injury to finger , with scissors today

skin is removed , bleeding heavily

CPT Code Treatment Type

0005-149902-

1021 CLOFEN Pharmacy
Non-Surgical Cleansing With Surgical Dressing 16 Sq Inches / 100 Sq General

51.01 . .
Centimeters Or Less Consultation

D7910 suture of recent small wounds up to 5 cm Dental Co.Pay

. General
9 Consultation Gp Consultation
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay

Enter Remarks

TREATING PHYSICIAN
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HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC
Boluall / (fdikaned!
CONSULTATION DETAILS : ONew O Follow Up CONSULTATION FEES : Enter CONSULTATION FEES
&)Ll g9 RYRCY daybial! Byluiaad! @ gany
Dr. Sandia Bhojwani
5 == \ General Practitioner
L DHA No: 65800212001
PESHAWAR MEDICAL CENTER LLC
DOCTOR'S SIGNATURE AND STAMP OUBAL; UA.E DATE: 13/01/2025
) i3 9 2893 oWl

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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