CONSULTATION FORM
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Dear Doctor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with
this form. Epalll 130 e (B8 e Al 1 23 0l Apad i 3 5 ¢ Al s g1 ¢ el g Ju

S

PATIENT INFORMATION

ol el
PATIENT NAME : MOHAMMAD HIAL MOHAMMAD IQBAL
sl sl
DATE OF BIRTH : 27-Jul-2001 GENDER
Aol G5 eS|
CARD NBR : TMNL-3NMM-VMVM-5VAE PAYER
dBladl 03y el &8
CASE INFORMATION  : ([ JACUTE (L) CHRONIC (J PRE-EXISTING CJINJUR
EUESFEY Bol> diaje Buo 809> 90 Lol
DIAGNOSIS : J45.991 - Cough variant asthma, R06.02 - Shortness of breath, R06.2 - Wheezing
M'
AETIOLOGY ‘| Enter Aetiology
a:;.,b_).o.‘l C)M
(Please indicate the exact cause in case of injuries and maternity-related cases)
(Aegall ddlaiall CIldl g Wbl Al (§ GO Caonal! dadxs slxyJl)
SYMPTOMS Complaint
dudyall (olyall No Complaints Found for Selected Appointment
CLINICAL FINDINGS : CPT Code Treatment Type
9 Consultation Gp Gene
Cons
85025 Blood Count Complete Auto&Auto Difrntl Wbc Count Lab
86140 C-Reactive Protein Lab
82785 Gammaglobulin Ige Lab
82787 Gammaglobulin Immunoglobulin Subclasses Lab
0195-107704- CErTRIAXONE-TABUK IM Phari
0802
13)3_,‘»." éb‘.ﬁl _ _
0188-135906 PULMICORT Phari
2441
94640 Pressurized/Nonpressurized Inhalation Treatment Co.P:
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.P:
0005-111805-  Chlorohistol [Solution For Injection - 10mg/ml - 1.00 Liquids Ampoule
Phari
1021 (x5)]
0681-309101-  Dexamethasone Sodium Phosphate [Solution For Injection - 4mg/ml - Phar!
1021 1.00 Liquids Ampoule (x10)]




REMARKS * | Enter Remarks
Slaselll

TREATING PHYSICIAN DR Amaizah
el ol
HOSPITAL /CLINIC CITICARE MEDICAL CENTER LLC
Babuadl / dunol!
CONSULTATION DETAILS O New OFollowUp  CONSULTATION FEES : Enter CONSULTATIC
8Ll £ 93 RENCS dasliall 8)Liiuad! @ guny
0 Dr. Amaizah Ishtiaq
< Jm General Practitioner
%@ , DHA: 98486553-001
V CITICARE MEDICAL CENTER

DOCTOR'S SIGNATURE AND STAMP DUBAI- UAE DATE: 01
Gl @i 9 @:933 &l

I hereby authorize any healthcare provider or Insurance Company to provide and/or give copies
records to NAS Personnel in relation to current or previous treatments and services rendered to |
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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