CONSULTATION FORM
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Dear Doctor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with
this form. Eapalll 10 o (B8 o Ao g gl Aipad e g 3 ¢ Al ik ) ¢ okl 3 36

PATIENT INFORMATION

ol il
PATIENT NAME : MOHAMED IMDHADH MOHAMED NIZAM
Ryl gl
DATE OF BIRTH : 10-Jan-1999 GENDER : Male
KU il
CARD NBR : GFEA-G1E2-C2CF-8CDE PAYER : NASVN
QBladl 03, el 3858
CASE INFORMATION  : [ JACUTE (JcHRONIC (J PRE-EXISTING (JINJURY
Al g5 Bal> daje Uiso B39 90 Blo)
DIAGNOSIS : R19.7 - Diarrhea, unspecified, R10.84 - Generalized abdominal pain, R53.1 - Weakness, E86.0 - Dehydration, A49.9 -
Bacterial infection, unspecified
Ua'..u.u&“:d‘
AETIOLOGY ‘| Enter Aetiology
a‘gquA." Ol:«-.\-w.d
(Please indicate the exact cause in case of injuries and maternity-related cases)
(Gngally dilaiall clondl 9 bball D> § BAWI Caraned] dpds slx )
SYMPTOMS Complaint
abdominal pain started after yesterday iftar
duoyall yolyal! since that he went 8 times in washroom.
stool consistency is not thick mixed like.
in investigation there is high lymphocytes and low neutrophils
CLINICAL FINDINGS : CPT Code Treatment Type
96361 Iv Infusion Hydration Each Additional Hour Co.Pay
901 Free Follow-Up Consultation Of The Same Diagnosis Within 7 Days Of General
’ Initial Consultation By A General Practitioner. Consultation
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
g;gi-107704- CEFTRIAXONE-TABUK IV Pharmacy
3333_,»“ oLl
238?152902_ LACTATED RINGERS INJECTION USP Pharmacy
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
0005-136504-
1021 SCOPINAL Pharmacy
REMARKS * | Enter Remarks
(WL
TREATING PHYSICIAN : Humaira
@Lﬁd‘ Cdall
HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC
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CONSULTATION DETAILS : ONew OFollowUp  CONSULTATION FEES : Enter CONSULTATION FEES
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Dr. Humaira Mumtaz

AC
N\t A
V. - General Practitioner
\\}Q‘f\" DHA No: 54155530-002
{ CITICARE MEDICAL CENTER LLC
4 \ DUBAI - U.A.E.

DOCTOR'S SIGNATURE AND STAMP DATE: 28/03/2025
)l o5 9 235 SRl

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
ol 2B g3



