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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
Elhpadll 13 oo (B e Rl 1 gl el Sl g 5 Al i gl ¢ il g T3

this form.

PATIENT INFORMATION

oyl Sty

PATIENT NAME SHAVKATBEK BAKHTIYORJON UGLI MIRZAEV

u'a:\)dl \o..w|

DATE OF BIRTH 27-Apr-2004 GENDER Male
Aol Gy il

CARD NBR AJA1-12E2-C2CF-ECDE PAYER NAS VN
QBladl 03, ool 3%

CASE INFORMATION (J ACUTE (JJ cHRONIC (J PRE-EXISTING (J INJURY

Al ggd Bol> dinje Uiens B2 g g0 dlo|

DIAGNOSIS

L)a".“:‘““‘a’ v
AETIOLOGY
Z#‘o _).A” C)W

SYMPTOMS

dusyall lyal

%’M‘ ESL‘UJl

REMARKS
Ol

K29.00 - Acute gastritis without bleeding, E86.0 - Dehydration, R11.0 - Nausea, R19.7 - Diarrhea, unspecified

Enter Aetiology

(Please indicate the exact cause in case of injuries and maternity-related cases)
(degally dilaiall CIloall g blall Al § BBNI el daoxs slaxyl)

Complaint

pc : losse stool 4 episodes per day, nausea without vomitting feels lethargic and weak

4 days

18/03/25

started after antibiiotic course

o/e : look dehydrat

ed, lethargic

CLINICAL FINDINGS :

CPT Code

Treatment

Type

0195-107704-0801
9

96365

96372
0125-122107-1022
96361
0102-152902-1001

CEFTRIAXONE-TABUK IV

Consultation Gp

Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr
Therapeutic Prophylactic/Dx Injection Subg/Im
DEXAMETHASONE SODIUM PHOSPHATE

Iv Infusion Hydration Each Additional Hour
LACTATED RINGERS INJECTION USP

Pharmacy

General Consultation
Co.Pay

Co.Pay

Pharmacy

Co.Pay

Pharmacy

Enter Remarks

TREATING PHYSICIAN

DR Amaizah
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HOSPITAL /CLINIC . CITICARE MEDICAL CENTER LLC
Boluad! / el
CONSULTATION DETAILS : ONew OFollowUp  CONSULTATION FEES : Enter CONSULTATION FEES
Byl g95 Lol dasliall ByLidud! pguny
Dr. Amaizah Ishtiaq
© Jm General Practitioner
7/5 - DHA: 98486553-001
%QM/ CITICARE MEDICAL CENTER

DOCTOR'S SIGNATURE AND STAMP DUBAI - UAE DATE: 22/03/2025
Codall @25 9 2B g 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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