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.
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PATIENT INFORMATION
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PATIENT NAME

LUCY MUTHONI GACHIGI

Ryl gl
DATE OF BIRTH 19-Sep-1992 GENDER : Female
KU il
CARD NBR 1008-004-121485692-01 PAYER : NASVN
QBladl 03, ool 3855
CASE INFORMATION (JAcuTE (JcHRONIC (] PRE-EXISTING (JINJURY
Al g5 Bal> daje Uiso B39 90 Blo)
DIAGNOSIS J02.9 - Acute pharyngitis, unspecified, J01.41 - Acute recurrent pansinusitis, RO5 - Cough, R50.9 - Fever,
unspecified, E86.0 - Dehydration, D50.9 - Iron deficiency anemia, unspecified
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AETIOLOGY Enter Aetiology
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(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 : coughing with heavy mucous yellow in color, sore throat, sneezing, associted with low garde fever
startd 03/03/35
nasal blockage , difficulty in breathig palpitations started 07/3/25
dyall el

CLINICAL FINDINGS :

oy pudl I

hx of meet allergy
o/e : look pale letargic . dehydrated
hyperemia of pharynx

chest : wheezing

CPT Code Treatment Type

96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
2190-106618-1001 PARAFUSIV V. 10MG/ML Pharmacy

9 Consultation Gp General Consultation
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
0125-122107-1022 DEXAMETHASONE SODIUM PHOSPHATE Pharmacy
0005-111805-1021 CHLOROHISTOL 10MG Pharmacy

86140 C-Reactive Protein Lab

85025 Blood Count Complete Auto&Auto Difrntl Wbc Count Lab




CPT Code Treatment Type
96360 Iv Infusion Hydration Initial 31 Min-1 Hour Co.Pay
0439-152905-1001 LACTATED RINGER'S INJECTION USP Pharmacy
0195-107704-0801 CEFTRIAXONE-TABUK IV Pharmacy
0188-135906-2441 PULMICORT Pharmacy
REMARKS Enter Remarks
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TREATING PHYSICIAN DR Amaizah
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HOSPITAL /CLINIC CITICARE MEDICAL CENTER LLC
Bobua! / Lihidiued!
CONSULTATION DETAILS O New O Follow Up CONSULTATION FEES : Enter CONSULTATION FEES
8yLadlud! g g3 dod> dasliall 8yLadud! pgu)
i 0 DrhAmaizah Ishtiaq
Y. eneral Practitioner
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DOCTOR'S SIGNATURE AND STAMP
Cadall @i 9 285

DHA: 98486553-001
CITICARE MEDICAL CENTER
DUBAI - U.A.E

DATE: 08/03/2025
Wl

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.

5 B e cllaall SLAL o (A sl ol el gladl Ly el Calal) o cilaglaa sl Gl ASpd Mg T opali ASpd ol cuah o A dga A gl ¢ Ll adgall
dalalls el Jugddll 138 (8 o gea Al LAda Byga o Jgaal)

L
BENEFICIARY'S SIGNATURE
dediunod) 28 g3



