
1.HealthNet Policy Number I038-000-121312147-01 2. Authoriza�on Code:

2.Pa�ent Name JEROME CALLAO MACASPAC

3.Pa�ent Date of Birth &
Sex

07-12-93(dd/mm/yy) Male Female

Mobile No.0504840809

5.Nature of illness or Injury Acute Chronic Emergency

6.Are You the pa�ent's
primary physician

Yes No

7.Presen�ng Complaints:

8.Dura�on of Symptoms:

9.Onset of Condi�on:

10.Relevent Past Medical/Surfgical History

DiagonosisiAcute upper
respiratory infec�on,
unspecified, Allergic rhini�s,
unspecified, Cough, Fever,
unspecified, Acute gastri�s
without bleeding

ICD Code J06.9, J30.9, R05, R50.9, K29.00

12.E�ology:

13.In case of Injury:mode
of Injury/place of Injury

14.Plan / Details of
Management

a.ProcedureBlood Count
Complete Auto&Auto
Difrntl Wbc Count,C-
Reac�ve
Protein,PARAFUSIV I.V.
10MG/ML-(PARACETAMOL

CPT
code85025,86140,2190-106618-1001,0005-149902-1021,0195-107704-0801,96365,96372,0188-135906-2441,87070,Influenza
A & B,9.01
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: 10 MG/ML) SOLUTION
FOR INFUSION,CLOFEN
,CEFTRIAXONE-TABUK
IV,Administered
intravenously,Intramuscular
injec�on,PULMICORT-
(BUDESONIDE : 0.5 MG/
ML) SUSPENSION FOR
NEBULIZATION,Cul Bact
Xcpt Urine Blood/Stool
Aerobic Isol,Influenza A &
B,9.019.01 - (9.01) - Follow
Up - Consulta�on GP - (AED
0.0000)

b.Labora�ry Test:

c.Radiology /
Inves�ga�ons:

15.In Case of
Hospitaliza�on: Date of
Addmission:

Date of Discharge:

16. PRESCRIPTION WITH DOSAGE & DURATION

Code Generic Dosage Dura�on Instruc�ons

No Prescrip�ons History Found

Date: 19-01-25(dd/mm/yy)

Signature and Stamp
Doctor's Name Humaira

Physician Code DHA-P-54155530 HNM Code

Authoriza�on
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I hereby authorize the Physician, Hospital or Pharmacy to file a claim for medical services on my behalf and I confirm that the above men�oned examina�on /
inves�ga�on / therapy is given to me by the doctor. I hereby authorize any Hospital, Physician, Pharmacy or any other person who has provided medical services to
me or my dependents to furnish NGI with any and all informa�on with regard to any medical history, medical condi�on or medical services and copies of all medical
and hospital records.

A Photocopy or teletax copy  of this authoriza�on shall be considered effec�ve any valid as the original

Date: 19-01-25(dd/mm/yy) Signature of Insued / Claimint
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