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Administrative MEDICAL CLAIM FORM Claim Ref:
gi;tlilf:t . ALSE B SDf:t‘:ce :28-Jan-2025 Network : Green
Health CITICARE MEDICAL .
-029- : D A P-YE
Card No ; 1040-029 Provider ‘'CENTER LLC irect Access SP- YES
121984785-01 ,
octor's .
: :DR Amaizah
Policy . ALSE B Name
Holder Co- |CONSULTATION|[LAB/RADIOLOGY ||PHYSIO|[PHARMACY|[IP |[MATERNITY [ DENTAL|
UNION :
;az::z . INSURANCE  1surance [10% max INIL INIL |[NILLivIT [NIL [[10% Na
COMPANY
E CARE - Blue Remarks :
TPA :
Network
- 02-01-2025 To
Validity : 01-01-2026
Gender : Female
Date Of
Birth : 17-May-1986
Patient's
TelNo ° 0562926974
(J Acute ) Pre-existing and chronic ) Maternity
Chief Complaints : pc : nasal congestion .dry cough , throat irritation Duration
Vitals:Temp : 36 Bp :146 Pulse :80 Resp :18
Clinical Findings:
Diagnosis: J06.9 - Acute upper respiratory infection, unspecified , R05 - Cough, Date of Onset :28/59/2025
Requested Investigations: 0125-122107-1022, DEXAMETHASONE SODIUM PHOSPHATE- Estimated :
(DEXAMETHASONE : 4 MG/ML) SOLUTION FOR INJECTION,0188-135906-2441, Cost
PULMICORT-(BUDESONIDE : 0.5 MG/ML) SUSPENSION FOR NEBULIZATION 94640,
AIRWAY INHALATION TREATMENT,0195-107704-0802, CEFTRIAXONE-TABUK IM,96372,
THER/PROPH/DIAG INJ SC/IM 96365, THER/PROPH/DIAG IV INF INIT,9.01, Follow Up
Consultation GP
Prescriptions: 2713-644001-0581 - (LEVOMENTHOL : 7 MG) (EMBLICA OFFICINALIS : 10 Estimated :

MG) (GLYCYRRHIZA GLABRA : 15 MG) (ZINGIBER OFFICINALE : 10 MG) LOZENGES ,0397- Cost
116207-0391 - (AMOXICILLIN : 500 MG (CLAVULANIC ACID : 125 MG FILM COATED
TABLETS 0837-277601-1161 - (OXOMEMAZINE : 0.33 MG/ML) SYRUP,

MEDICAL PRACTITIONER DECLARATION :

I declare that I am the patient’s medical practitioner and that the particulars given are to the
best of my knowledge true and correct.

Dr. Amaizah Ishtiag .
General Practtioner Patient ‘s s
Dr's . DR Amizah stmp: | DHKSOEEGBONY | stmurecearen
CITICARE MEDICAL CENTER
DUBAI- UAE
<L
0}/ q‘ Date : 28-Jan-2025

Signature : ! N

PATIENT’S DECLARATION :

I hereby authorize any Healthcare provider, Insurer,
Employer or other organization to release any information
regarding my medical condition & history for purpose of
determining insurance benefits.

28-
Date : Jan-
2025

https://irhamc.visionsoftwares.ae/mr_ecare_claim_print.aspx ?appld=57509&patld=55689

1/1



