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

this form. Ehpall 120 o 1B o Ao g 3 gl Aipad e g 3 ¢ Al ks gl ¢ okl 3 36
PATIENT INFORMATION
oaabl bl
PATIENT NAME : JOHANNES PETRUS DU PLOOY
Al
DATE OF BIRTH : 08-Dec-1983 GENDER : Male
ol | a5 e
CARD NBR :  A7C2-723F-EF42-DFAD PAYER : NAS VN
43l a3, o) As yuls
CASE (JACUTE (JCHRONIC (JPRE-EXISTING (JINJURY
INFORMATION i J
EV NP dala Loy B dugage Ll
DIAGNOSIS ¢ M25.48 - Effusion, other site, E79.0 - Hyperuricemia w/o signs of inflam arthrit and tophaceous dis, R22.41 -
Localized swelling, mass and lump, right lower limb, R52 - Pain, unspecified
Y]
AETIOLOGY | Enter Aetiology
IV CTINNY
(Please indicate the exact cause in case of injuries and maternity-related cases)
(o ghls dalail) cullaldl § Gbslall Ula (o8 380l Cascal ) saandi elayll)
SYMPTOMS Complaint
h/f gout
daui Ll ol co swelling of the foot 14th jan. 2025
oe chest is clear no added sounds
restless
CLINICAL * | CPT Code Treatment Type
FINDINGS
86430 Rheumatoid Factor Qualitative Lab
9 Consultation Gp General Consultation
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
0005-149902-1021 CLOFEN Pharmacy
86140 C-Reactive Protein Lab
A 5yl | AL .
85025 Blood Count Complete Auto&Auto Difrntl Wbc Count Lab
84550 Uric Acid Blood Lab
REMARKS : | Enter Remarks
2 IEENI
TREATING PHYSICIAN :  Humaira
Tl Calall
HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC
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CONSULTATION DETAILS ¢ ONew OFollow Up CONSULTATION FEES : Enter CONSULTATION FEE
&leiiicall £ 93 KVREN daalal &)Ll & 9oy
N "m
“\;'\u..,;{v,'? A Dr. Humaira Mumtaz
i o General Practitioner

X\LNW\ DHA No: 54155530-002

' CITICARE MEDICAL CENTER LLC

\ DUBAI - UAE.
DOCTOR'S SIGNATURE AND STAMP DATE: 18/01/2025
bl ol g 22395 Gl

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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