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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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CLINICAL FINDINGS :

L03.011 - Cellulitis of right finger, R21 - Rash and other nonspecific skin eruption, R52 - Pain, unspecil

Fever, unspecified

Enter Aetiology

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

pc : bleeding and pain at rt thumb after injury with kitchen knife 01/03/25

o/e ; lacaeration of approc 2*2 cm on distal phalynx of rt thumb
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CPT Code Treatment Type
9 Consultation Gp Gene
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0195-107704- (£rTRIAXONE-TABUK IM Pharn
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CPT Code Treatment Type
D7910 suture of recent small wounds up to 5 cm Dentz
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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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