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CONSULTATION FORM
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Dear Doctor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with
Eisall 138 o 1B s Al g gl dal s g i+ el s gl ¢ il g

this form.

PATIENT INFORMATION
oAl Gl

PATIENT NAME

MOHAMED IMDHADH MOHAMED NIZAM

sl el
DATE OF BIRTH 10-Jan-1999 GENDER : Male
ol 70)G ol

CARD NBR GFEA-G1E2-C2CF-8CDE PAYER : NAS VN
QBladl 03, el 3858

CASE INFORMATION (JAcUTE (JcHRONIC (J PRE-EXISTING (JINJURY

Ul g s Bol> Bje o 39290 Gl

DIAGNOSIS

ué:’—"u&u:dl
AETIOLOGY

SYMPTOMS

duoyall plyal

CLINICAL FINDINGS :

oyl I

REMARKS
Ol

R19.7 - Diarrhea, unspecified, R10.84 - Generalized abdominal pain, R53.1 - Weakness, E86.0 - Dehydration

Enter Aetiology

(Please indicate the exact cause in case of injuries and maternity-related cases)
(degally dilaxall ol g blall Dl § BN Conall daus sl i)

Complaint

abdominal pain sta

since that he went

rted after yesterday iftar

8 times in washroom.

stool consistency is not thick mixed like.

CPT Code Treatment Type

9 Consultation Gp General Consultation
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay

96361 Iv Infusion Hydration Each Additional Hour Co.Pay

96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
0005-136504-1021 SCOPINAL Pharmacy
0195-107704-0801 CEFTRIAXONE-TABUK IV Pharmacy
0102-152902-1001 LACTATED RINGERS INJECTION USP Pharmacy

86140 C-Reactive Protein Lab

85025 Blood Count Complete Auto&Auto Difrntl Wbc Count Lab

Enter Remarks

TREATING PHYSICIAN
Blaall gl

HOSPITAL /CLINIC

Babual / ikl
CONSULTATION DETAILS

Humaira

CITICARE MEDICAL CENTER LLC

O New OFollowUp  CONSULTATION FEES :

Enter CONSULTATION FEES
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Dr. Humaira Mumtaz

N
\Geot
4 Z’S &) t‘: General Practitioner
AANNY DHA No: 54155530-002
{ \ CITICARE MEDICAL CENTER LLC
Ak DUBAI - U.A.E.

DOCTOR'S SIGNATURE AND STAMP DATE: 27/03/2025
Gl @3- 9 2udg3 DLl

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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