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 : NI PUTU CAROLINA FEBRIANI
vl el
DATE OF BIRTH : 13-Feb-1990 GENDER : Female
weodl Gyt ol
CARD NBR : PMT3-TPLM-VMVR-3VAE PAYER : NASVN
QBladl 03, onelid! 384
CASE INFORMATION  : [ JAcCUTE (JcHRONIC [ J PRE-EXISTING (JINJURY
Al ggd Bol> dinje Uiens B2 g g0 dlo|
DIAGNOSIS : J02.9 - Acute pharyngitis, unspecified, R50.9 - Fever, unspecified, J45.991 - Cough variant asthma, R52 - Pain,
unspecified, E86.0 - Dehydration
&M‘
AETIOLOGY | Enter Aetiology
Zg,‘oﬁjl C)lﬁ\mﬁ.’
(Please indicate the exact cause in case of injuries and maternity-related cases)
(degall dilazall cIldl 9 WLlall Al (§ GEAW! Cornall dpus £lxyl)
SYMPTOMS Complaint
pc; sore throat, cough, bodypain ,sneezing . ASSOCIATED WITH FEVER WHICH IS LOW GRADE started
21/02/25
ORAL INTAKE IS REDUCED 20/02/25
' . o/e ; look pale
Az yell 21yl
dehydrated
hyperemic pharynx
chest congested
CLINICAL FINDINGS : CPT Code Treatment Type
96367 Iv Infusion Ther Proph Addl Sequential To 1 Hr Co.Pay
9 Consultation Gp General Consultation
2190-106618-1001 PARAFUSIV LV. 10MG/ML Pharmacy
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
0125-122107-1022 DEXAMETHASONE SODIUM PHOSPHATE Pharmacy
Ay pandl LI 0005-111805-1021 CHLOROCHISTOL 10MG Pharmacy




CPT Code Treatment Type
0195-107704-0802 CEFTRIAXONE-TABUK IM Pharmacy
0188-135906-2441 PULMICORT Pharmacy
94640 Pressurized/Nonpressurized Inhalation Treatment Co.Pay
96361 Iv Infusion Hydration Each Additional Hour Co.Pay

REMARKS Enter Remarks
Olaselod!
TREATING PHYSICIAN DR Amaizah
Dl cdall
HOSPITAL /CLINIC CITICARE MEDICAL CENTER LLC
Boba! / Liiiiuued!
CONSULTATION DETAILS O New OFollowUp  CONSULTATION FEES : Enter CONSULTATION FEES
8Ll g95 ol dasliall 8)yLédud! 0 guny
C Dr. Amaizah Ishtiaq
) Jn General Practitioner
y/« DHA: 98486553-001
V CITICARE MEDICAL CENTER

DOCTOR'S SIGNATURE AND STAMP DUBAI-UAE
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DATE: 23/02/2025
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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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