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CONSULTATION FORM
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Dear Doctor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with
Ehpadll 130 a1 pu Al gl 3 pad dipa i g 4 bl ks gl o okl g B

this form.

PATIENT INFORMATION
anall il

PATIENT NAME LUIS CARMELO MANERO SANZ
vl gl
DATE OF BIRTH 22-Sep-1978 GENDER Male
wheoll eyt I ES]
CARD NBR 1018-004-118550217-01 PAYER NAS - SRN WN
Bl o3, ool 48
CASE INFORMATION (JAcuTE (JcHRONIC (J PRE-EXISTING CJINJURY
Ul g g Bal> dinje s B9 90 4ol
DIAGNOSIS J06.9 - Acute upper respiratory infection, unspecified, J30.9 - Allergic rhinitis, unspecified, R50.9 - Fever,
unspecified
‘.’ ) < ‘“I
AETIOLOGY Enter Aetiology
&.,.;o).dl OM
(Please indicate the exact cause in case of injuries and maternity-related cases)
(Aogadb dilaied! bl g blall Bl 3 EAU el dadass sl )

SYMPTOMS Complaint

C/0:

sore throat - 4 days

cough

fever
dupyall olyadl fatigue

on exam:

swimming teacher by profession

throat: hyperemic and congested

systemic exam:unremarkable

CLINICAL FINDINGS :

CPT Code Treatment Type
oy g5 9 Consultation Gp General Consultation
REMARKS Enter Remarks
Olaseloll
TREATING PHYSICIAN Dr Bushra
ol ol
HOSPITAL /CLINIC CITICARE MEDICAL CENTER LLC
Babeall / ntidiaual!
CONSULTATION DETAILS : ONew O Follow Up CONSULTATION FEES : Enter CONSULTATION FEES
8Ll g3 ol dasliadl 8)Lédlud! @ guury

P

DOCTOR'S SIGNATURE AND STAMP

Dr. Bushra Mufti
General practitioner
DHA: 75646242-001
CITICARE MEDICAL CENTER
DUBAI - UA.E

DATE: 08/02/2025
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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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