b
%

Aa

<

iya

Maraging your care pracass

MEDICAL CLAIM FORM

Provider Name: CITICARE MEDICAL CENTER LLC

Patient Name: ARSHIYA MOHAMED

Insurance Company: AAFIYA MEDICAL BILLING SERVICES LLC

Patient Contact No: 0588151023 File No: 46193

Company Name:

Member ID: 1475336

Date of Treatment : 25-Mar-2025

Date of Birth: 09-Mar-1989 Gender : Female

Chief Complaints :
the patient comes complaining of prolonged bleeding for 2 month
the patient mentioned she had miscarriage sinse one month

by abdominal ultrasound it shows enlarged bulky uterus with irregular end

by transvadinal ultrasound there was remenants and multiple uterine fibroids

ometrium

Referral(if needed):

Clinical Findings BP: TEMP: HR: RR:
Diagnosis: Leiomyoma of uterus, unspecified, Incomplete spontaneous | Diagnosis Code:D25.9, 003.39 Date of Onset

abortion with other complications 25-Mar-2025

PEC/CHRONIC O cONGENITAL O MATERNITY O DENTAL O opTicAL O WORK RELATED O OTHERS O

Treatment Plan: 10, Specialist Consultation,76700, Ultrasound, abdominal
transvaginal

, real time with image documentation; complete, 76830, Ultrasound,

Requested Investigations :

Estimated Cost :

Prescription

Estimated Cost :

MEDICAL PRACTIONER DECLARATION:

| declare that i am the patient's medical practitioner and that the
particulars given are to the best of my knowledge true and correct

0 Notarmed M Haned st
Spuiall Qs And Gynecagy
DA N 7538595501
CITCARE MEDGAL CNTER 113
DUBAI- DA

Dr's Name : MOHAMMED M
HAMED
=

Stamp:

Signature: Date: 25-Mar-2025

PATIENT'S DECLARATION:

| hereby authorize any Healthcare provider, Insurer, Employer or other
organization to release any information regarding my medical condition &
history to Aafiya for purpose of determining Insurance benifits.
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25-Mar-2025

Patient's Signature(Parent If Minor): Date :
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