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CONSULTATION FORM

U AR AU AR T

Dear Doctor, for your prescription. you are kindly requested to fill the Prescription/Advice Form along with
this form. Ehpadl 12 o U e Bl gl dan i g s Bl Skl el g e

PATIENT INFORMATION

vl Cliky
PATIENT NAME :  NIKOL PFEIFEROVA
sl el
DATE OF BIRTH : 20-Apr-1993 GENDER : Female
RUN P Y\ ol
CARD NBR :  1EKI-KFE2-C2CI-GCDE PAYER : NAS-SRN WN
Lladl 0 ol 35
CASE INFORMATION  : [ JACUTE (JcHRONIC () PRE-EXISTING (CJINJURY
Pi[CN]] &9_\ Bol> au_).o e 839290 agl.ga!
DIAGNOSIS 1 J02.9 - Acute pharyngitis, unspecified, R50.9 - Fever, unspecified
u - . ’."‘
AETIOLOGY * | Enter Aetiology
Aty Oltanad
(Please indicate the exact cause in case of injuries and maternity-related cases)
(dogall dilaiall Cldl 9 Sbilall Al § GBI ol dydoes slx )
SYMPTOMS Complaint
pc : sore throat, bodypain, fever 3 days
light headed ,wakness
smokes
dudyall yolyall no drug allergies

o/e ; lethargic, hydration status not good

hypermia of pharynx

CLINICAL FINDINGS :

CPT Code Treatment Type
(1)(1)8?152902' LACTATED RINGERS INJECTION USP Pharmacy
96360 Iv Infusion Hydration Initial 31 Min-1 Hour Co.Pay
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay

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

https://irhamc.visionsoftwares.ae/mr_nas_print2.aspx?appld=57545&patld=55726
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CPT Code Treatment Type
0005-149902-
1021 CLOFEN Pharmacy
2190-106618- Parafusiv [Solution For Injection - 10mg/ml - 50.00 Liquids Vial Pharmac
1002 (x10)] ¥
REMARKS * | Enter Remarks
Olasll
TREATING PHYSICIAN : DR Amaizah
Bl Cdalt
HOSPITAL /CLINIC :  CITICARE MEDICAL CENTER LLC
Baluall / _fdiunal!
CONSULTATION DETAILS i ONew OFollowUp  CONSULTATION FEES : Enter CONSULTATION FEES
ByLiiiund! 93 RYRCS dasliall 8Ll p guny
r Dr. Amaizah Ishtiaq
= A General Practitioner
7/« : DHA: 98486553-001
V CITICARE MEDICAL CENTER
DOCTOR'S SIGNATURE AND STAMP DUBAI - UAE DATE: 29/01/2025
el @33 9 2893 el

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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