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 JONI CHANDRO DAS SUBEL CHANDRA DAS
Ryl gl
DATE OF BIRTH 13-Oct-1990 GENDER : Male
ol FeyG il
CARD NBR EMK2-FH3F-LFLJ-KLED PAYER : NASVN
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DIAGNOSIS
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AETIOLOGY
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SYMPTOMS
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R21 - Rash and other nonspecific skin eruption, $91.223D - Laceration w fb of unsp great toe w damage to nail,
subs, R52 - Pain, unspecified, E86.0 - Dehydration, L03.032 - Cellulitis of left toe

Enter Aetiology

(Please indicate the exact cause in case of injuries and maternity-related cases)
(degally dilaiell CIal g blall Dl § BBMI Carned! daxs sloxyll)

Complaint

PC : PRESENTED WITH BLEEDING AND PAIN AT LEFT TOE , HX OF FALL IN TOILE

O/E : LOOK PALE,

HYPOTENSIVE

3*3 CM LACERATION AT LEFT TOE

BLEEDING PERFUSLY




CLINICAL FINDINGS : CPT Code Treatment Type
96361 Iv Infusion Hydration Each Additional Hour Co.Pay
23)8?152902_ LACTATED RINGERS INJECTION USP Pharmacy
. General
9 Consultation Gp Consultation
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
sl 31 1382'106618' PARAFUSIV LV. 10MG/ML Pharmacy
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
0005-149902-
1021 CLOFEN Pharmacy
51.03 Non-Surgical Cleansing With Surgical Dressing More Than 48 Sq Inches /  General
’ 300 Sqg Centimeters. Consultation
REMARKS Enter Remarks
[GZEAN]
TREATING PHYSICIAN DR Amaizah
Blaadl sl
HOSPITAL /CLINIC CITICARE MEDICAL CENTER LLC
Baball / bl
CONSULTATION DETAILS O New OFollowUp  CONSULTATION FEES : Enter CONSULTATION FEES
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DOCTOR'S SIGNATURE AND STAMP
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Dr. Amaizah Ishtiaq

General Practitioner
DHA: 98486553-001
CITICARE MEDICAL CENTER
DUBAI - UA.E

DATE: 12/03/2025
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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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