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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

BILAL HUSSAIN MUHAMMAD SHARIF
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DATE OF BIRTH 28-Feb-1991 GENDER Male
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DIAGNOSIS
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SYMPTOMS
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CLINICAL FINDINGS :

L03.032 - Cellulitis of left toe

Enter Aetiology

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

PC: sweling and pain on the leftt big toe
Duration: 5 days.

There's associated oozing of pus from the affected toe nail.

This time, nail removal is advised with wedge excision of the nail bed edge.
Also currently has nasal congestion and pain in the nasal bridge (sinusitis).

Not diabetic and has no other medical condition of note

This is the second episode in the patient, but only managed with antibiotics 2months ago in another center.
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CITICARE MEDICAL CENTER LLC

CPT Code Treatment Type
11760 Repair Nail Bed Co.Pay
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
. 0195-107704-0802 CEFTRIAXONE-TABUK IM Pharmacy
Dy | LN
0005-149902-1021 CLOFEN Pharmacy
9 Consultation Gp General Consultation
REMARKS Enter Remarks
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TREATING PHYSICIAN DR Amaizah




CONSULTATION DETAILS : O New OFollow Up ~ CONSULTATION FEES : Enter CONSULTATION FEES
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Dr. Amaizah Ishtiaq

< { General Practitioner
Wﬂ/w‘ DHA: 98486553-001
V CITICARE MEDICAL CENTER
DOCTOR'S SIGNATURE AND STAMP DUBNI- UAE DATE: 25/03/2025
Codall @i 9 24893 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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