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

https://irhamc.visionsoftwares.ae/mr_nas_print2.aspx?appld=57483&patld=55252

CONSULTATION FORM
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PATIENT INFORMATION

)l iy
PATIENT NAME mohammad yunus
Ryl
DATE OF BIRTH 25-May-1978 GENDER Male
SUNF Y ol
CARD NBR CRI9-4G4C-DCDE-EDEA PAYER NAS - SRN WN
ABladl o) ool 4S5
CASE INFORMATION (] ACUTE ["] CHRONIC (] PRE-EXISTING [_]INJURY
Wl go5 Bol> dnje Biino B392g0 Lol
DIAGNOSIS R21 - Rash and other nonspecific skin eruption, T78.40XA - Allergy, unspecified, initial encounter
L)a'..":.“':‘“:‘J
AETIOLOGY Enter Aetiology
2\’(.{0)-&" Qw
(Please indicate the exact cause in case of injuries and maternity-related cases)
(dogall dlainll CIlodl 9 Wbball Al 3 3B Camnedl douses slyll)
SYMPTOMS Complaint
co itching all over the body 24th jan. 2025
) oe chest is clesr no added sounds
Aoyl el
restless
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Complaint

h/f sea food
CLINICAL FINDINGS : CPT Code Treatment Type

9 Consultation Gp General Consultation

96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pa
oyl 301 p phylactic/Dx Inj a/ y

0005-111805-1021 CHLOROHISTOL 10MG Pharmacy
REMARKS : | Enter Remarks
Olaselall
TREATING PHYSICIAN : Humaira
HOSPITAL /CLINIC :  CITICARE MEDICAL CENTER LLC
Boladl / (pdduod!
CONSULTATION DETAILS : New Follow Up  CONSULTATION FEES : Enter CONSULTATION FEES
8yladud! &9.) RENES dau Lol 8)ladd! P o)

\“‘”fj@h w DA Dr. Humaira Mumtaz
At W General Practitioner
\ LAY DHA No: 54155530-002
/ Y ‘\k CITICARE MEDICAL CENTER LLC
{ ) " DUBAI - UA.E.

DOCTOR'S SIGNATURE AND STAMP DATE: 28/01/2025
ol i3 9 2963 Ll

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
el g5

3 of 3 1/28/2025, 10:58 AM



