CONSULTATION FORM
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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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this form.

PATIENT INFORMATION
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PATIENT NAME

VINOD SINGH GOVIND SINGH
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DATE OF BIRTH 30-May-1998 GENDER Male
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CARD NBR |GG4-GGAC-DCD9-2DEA PAYER NAS VN
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DIAGNOSIS
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SYMPTOMS
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CLINICAL FINDINGS :

J02.9 - Acute pharyngitis, unspecified, RO5 - Cough, J30.9 - Allergic rhinitis, unspecified, R50.9 - Fever, unspecified,

E86.0 - Dehydration, K29.00 - Acute gastritis without bleeding

Enter Aetiology

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

PC : SORETHROAT , SNEEZING , COUGH WHICH IS DRY

LOW GRADE FEVER STARTED 19/03/25

O/E : LOOK PALE ,LETHARGIC

HYPEREMIC PHARYNX

0195-107704-0802 CEFTRIAXONE-TABUK IM

CHEST CONGESTED

CPT Code Treatment Type
96374 Ther Proph/Dx Njx Iv Push Single/1St Sbst/Drug Co.Pay
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay

9 Consultation Gp General Consultation
96360 Iv Infusion Hydration Initial 31 Min-1 Hour Co.Pay
86140 C-Reactive Protein Lab
85025 Blood Count Complete Auto&Auto Difrntl Wbc Count Lab
0188-135906-2441 PULMICORT Pharmacy
94640 Pressurized/Nonpressurized Inhalation Treatment Co.Pay
0102-152902-1001 LACTATED RINGERS INJECTION USP Pharmacy
2190-106618-1001 PARAFUSIV LV. 10MG/ML Pharmacy
0125-122107-1022 DEXAMETHASONE SODIUM PHOSPHATE Pharmacy

Pharmacy




REMARKS * | Enter Remarks
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TREATING PHYSICIAN : DR Amaizah
Tl okl
HOSPITAL /CLINIC :  CITICARE MEDICAL CENTER LLC
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CONSULTATION DETAILS : ONew OFollowUp  CONSULTATION FEES : Enter CONSULTATION FEES
8)Lédiud! £ g3 dods> dasliall 8)yLiniaad! @ guny
r Dr. Amaizah Ishtiaq
© /n General Practitioner
% DHA: 98486553-001
V CITICARE MEDICAL CENTER

DOCTOR'S SIGNATURE AND STAMP UGN - DAE DATE: 20/03/2025
Codall @i 9 289 &

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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