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

vl oty
PATIENT NAME FEHAID FAYAZ BHAT FAYAZ AHMAD BHAT
Ryl gl
DATE OF BIRTH 18-Sep-1992 Male
ol FyG
CARD NBR JKNK-633F-LFL6-KLED NAS VN
:@Lh.f." ‘9.5‘)
CASE INFORMATION (JAcuTE (JcHRONIC (J PRE-EXISTING (JINJURY
Al gg Bol> Ly o B9 g0
DIAGNOSIS R21 - Rash and other nonspecific skin eruption, J30.9 - Allergic rhinitis, unspecified, R0O5 - Cough, R52 - Pain,
unspecified, R50.9 - Fever, unspecified
Ua'..u.u&“:d‘
AETIOLOGY Enter Aetiology
(Please indicate the exact cause in case of injuries and maternity-related cases)
(Gngally dilaiall clondl 9 bball D> § BAWI Caraned] dpds slx )
SYMPTOMS Complaint
pc : throat pain and cough which is dry started 2 days ago 14/02/25
rash on body and itching started 15/02/25
not allrgic to any drug
hs of meet intake 5 days ago
A yall (olyall ole : hyperemic pharynx

29,3,...11 Ll

CLINICAL FINDINGS :

chest wheezing

CPT Code Treatment Type

. General
9 Consultation Gp Consultation
0188-135906-
2441 PULMICORT Pharmacy
94640 Pressurized/Nonpressurized Inhalation Treatment Co.Pay
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay




CPT Code Treatment Type
H21-0927-
01183-01 CHLOROHISTOL Pharmacy
0681-309101- Dexamethasone Sodium Phosphate [Solution For Injection - 4mg/ml - Pharmac
1021 1.00 Liquids Ampoule (x10)] ¥
86005 Allergen Specific Ige Qual Multiallergen Screen Lab
REMARKS Enter Remarks
[WEESN|

TREATING PHYSICIAN
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HOSPITAL /CLINIC

Boball / (pdduall
CONSULTATION DETAILS

By Lédand |&9}

CITICARE MEDICAL CENTER LLC

O Follow Up CONSULTATION FEES :
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Enter CONSULTATION FEES

DOCTOR'S SIGNATURE AND STAMP

%&Hlpb_gaéy“

Dr. Amaizah Ishtiaq
General Practitioner
DHA: 98486553-001

CITICARE MEDICAL CENTER
DUBAI - UA.E
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K

DATE: 17/02/2025

&Dl’m

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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