CONSULTATION FORM
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Dear Doctlor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with
this form. £ padll 130 pon 188 e R g1 13yl e Sl 3 6+ gl s gl ¢ el g

PATIENT INFORMATION

all Sl
PATIENT NAME : AKILA MADUWINDA KOSGAMAGE
vl el
DATE OF BIRTH : 04-Apr-1993 GENDER : Male
weodl Gyt eS|
CARD NBR : FMKN-363F-LFL2-3LED PAYER : NASVN
QBladl 03, ool 3%
CASE INFORMATION  : [ JACUTE (JcHRONIC [ J PRE-EXISTING (JINJURY
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DIAGNOSIS : K29.00 - Acute gastritis without bleeding, R11.2 - Nausea with vomiting, unspecified, R10.84 - Generalized
abdominal pain, R50.9 - Fever, unspecified
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AETIOLOGY | Enter Aetiology
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(Please indicate the exact cause in case of injuries and maternity-related cases)
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SYMPTOMS Complaint
PC: LOWER ABDOMEN PAIN , RADIATING TO FLANKS
ASSOCIATED WITH FEVER AND SHIVERING FOR 1 WEEK
STOOL CONSISTENCY IS SOFT AND LIGHT IN COLOR
COMPLAINS OF BLOATING AFTER EATING MEAL AND NAUSEA
dyall oyl
O/E : LOOK EMACIATED AND PALE
TENDERNESS AT BOTH RT AND LFT ILIAC FOSSA
CLINICAL FINDINGS : CPT Code Treatment Type
96361 Iv Infusion Hydration Each Additional Hour Co.Pay
82247 Bilirubin Total Lab
. General
9 Consultation Gp Consultation
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
0005-150403- Metoclopramide [Solution For Injection - 5mg/ml - 2.00 Liquids Vial
Pharmacy
1021 (x5)]
0195-107704- Ceftriaxone-Tabuk [Powder For Injection - 1000mg - 1.00 Tablets Vial Pharmac
0801 + Solvent (x1)] ¥
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CPT Code Treatment Type
H21-4630-
04160-01 RISEK Pharmacy
96360 Iv Infusion Hydration Initial 31 Min-1 Hour Co.Pay
2333-207801- LACTATED RINGER'S & DEXTROSE USP Pharmacy
87045 Cul Bact Stool Aerobic Isol Salmonella&Shigella Lab
81001 Urnls Dip Stick/Tablet Reagent Auto Microscopy Lab

REMARKS * | Enter Remarks
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TREATING PHYSICIAN DR Amaizah
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HOSPITAL /CLINIC CITICARE MEDICAL CENTER LLC
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CONSULTATION DETAILS
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Enter CONSULTATION FEES

DOCTOR'S SIGNATURE AND STAMP
Codall SR &.3_95

Dr. Amaizah Ishtiaq

© J@F General Practitioner
%« DHA: 98486553-001
%<:/ CITICARE MEDICAL CENTER

DUBAI - UA.E

DATE: 13/02/2025
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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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