Dear Doctlor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with

this form.
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PATIENT NAME
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CLINICAL FINDINGS :

R50.9 - Fever, unspecified, N39.0 - Urinary tract infection, site not specified, RO5 - Cough

Enter Aetiology

(Please indicate the exact cause in case of injuries and maternity-related cases)
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Complaint

patient came with the complain of fever .

follow up shows mild improvement but according to reports raised crp patient needs iv medication .

CPT Code Treatment Type

901 Free Follow-Up Consultation Of The Same Diagnosis Within 7 Days Of General
Initial Consultation By A General Practitioner. Consultation

96360 Iv Infusion Hydration Initial 31 Min-1 Hour Co.Pay

81001 Urnls Dip Stick/Tablet Reagent Auto Microscopy Lab

96374 Ther Proph/Dx Njx Iv Push Single/1St Sbst/Drug Co.Pay

87088 Culture Bct Isol&Prsmptv Id Isolate Ea Urine Lab

8;3?’107704' CEFTRIAXONE-TABUK IV Pharmacy

2(1)8?111908' SODIUM CHLORIDE B.P. Pharmacy
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Dlaod! Conddal!
HOSPITAL /CLINIC
Boleall / Lidiened!

ByLédand |&3§

TREATING PHYSICIAN

CONSULTATION DETAILS

Humaira

CITICARE MEDICAL CENTER LLC
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O Follow Up
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Cudal! SR @:933

a4, x’%‘

NGO
X\m\\f\“’“
£y \

Dr. Humaira Mumtaz
General Practitioner
DHA No: 54155530-002
CITICARE MEDICAL CENTER LLC
DUBAI - U.A.E.

DATE: 14/02/2025
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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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