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CONSULTATION FORM
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Dear Doctlor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with
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this form.

PATIENT INFORMATION

el il
PATIENT NAME ISHAAK SSUUBI
vl el
DATE OF BIRTH 01-May-1984 GENDER Male
Aol Gy vl
CARD NBR 1019-004-118137885-01 PAYER NAS VN
QBladl 03, onelill 8%
CASE INFORMATION (JAcute (JcHRONIC [ J PRE-EXISTING (JINJURY
Al ggd Bol> dinje Uiens B2 g g0 dlo|
DIAGNOSIS
L)a".“:‘““‘& ‘Ul
AETIOLOGY Enter Aetiology
Zg,‘o)dl C)W
(Please indicate the exact cause in case of injuries and maternity-related cases)
(dogall dilazall cIldl 9 Whlall Al (§ AW Corunall dpus £lxyll)
SYMPTOMS Complaint
TIENT CAME FOR FOLLOW UP
dudyall (ol WOUND IS BETTER STILL RED NO BLEEDING NO DISCHARGE

a3,3,..4| il

REMARKS
Ol

CLINICAL FINDINGS :

COMPLAIN OF HEART BURN AND MOUTH ULCERATION

CPT Code Treatment Type
85025 Blood Count Complete Auto&Auto Difrntl Wbhc Count Lab
9.01 Fr.e.e Follow-Up .Consultation Of The Sa.rpe Diagnosis Within 7 Days Of General .
Initial Consultation By A General Practitioner. Consultation
86140 C-Reactive Protein Lab
96374 Ther Proph/Dx Njx Iv Push Single/1St Sbst/Drug Co.Pay
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
23;2_122107_ DEXAMETHASONE SODIUM PHOSPHATE Pharmacy
833?'174202' RISEK 40MG Pharmacy
5103 Non-Surgical Cleansing With Surgical Dressing More Than 48 Sq Inches / General
300 Sq Centimeters. Consultation
15850 Removal Sutures Under Anesthesia Same Surgeon Co.Pay

Enter Remarks

Fladdl sl
HOSPITAL /CLINIC

TREATING PHYSICIAN

DR Amaizah

CITICARE MEDICAL CENTER LLC
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CONSULTATION DETAILS t O New OFollowUp  CONSULTATION FEES : Enter CONSULTATION FEES
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Dr. Amaizah Ishtiaq

© an General Practitioner
7/« DHA: 98486553001
%<:/ CITICARE MEDICAL CENTER
DOCTOR'S SIGNATURE AND STAMP DUBN - UAE DATE: 10/03/2025
Colall @i 9 2895 Ll

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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