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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
Fhpadl 13 fn B po Alc pl1 22 3 Al 2l g8+ ) ol ¢ uagall g e

this form.

PATIENT INFORMATION
)l ey

PATIENT NAME
syl gl
DATE OF BIRTH
Aodl oy
CARD NBR
aBladl o3

OGHENEMINE ENAWORU
28-Nov-1992 GENDER
el
PAYER
oneldl 3855

M5NL-3NMM-VMVP-PVAE

Male
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CASE INFORMATION
Ultl g5

(JAcuTE
Bal>

(J PRE-EXISTING
Urno 83950

(JcHRONIC

diaje

(JINJuRY
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DIAGNOSIS

3 'ua.\]" W1
AETIOLOGY
Ayl Olued

SYMPTOMS

eyl byl

CLINICAL FINDINGS :

K29.01 - Acute gastritis with bleeding, R11.2 - Nausea with vomiting, unspecified, R63.0 - Anorexia, R09.81 - Nasal
congestion, J01.41 - Acute recurrent pansinusitis

Enter Aetiology

(Please indicate the exact cause in case of injuries and maternity-related cases)
(Ao gally dilakell Clondl 9 Ciblall Dl § BN ol ks sl

Complaint

LOSS OF SMELL , BITTER TASTE, Bad tste , epigastric pian

FOUL SMELLING stoool dark in color

STARTED 20/03/25
HX OF GERD

O/E : LOOK PALE

LETHARGIC , DEHYDRATED

TENDER EPIGASTRIC REGION

Blasll Cuglall

HOSPITAL /CLINIC

Baleall / Lpiuaall
CONSULTATION DETAILS

B)ylédd lbi

CITICARE MEDICAL CENTER LLC

O New

e

O Follow Up CONSULTATION FEES :

daliall 8)Léend! p guny

CPT Code Treatment Type
0439-152905-1001 LACTATED RINGER'S INJECTION USP Pharmacy
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
0005-150403-1021 PREMOSAN Pharmacy
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
9 Consultation Gp General Consultation
96361 Iv Infusion Hydration Each Additional Hour Co.Pay

Ayl LI 87045 Cul Bact Stool Aerobic Isol Salmonella&Shigella Lab
87338 laad Eia Hpylori Stool Lab
0188-135906-2441 PULMICORT Pharmacy
94640 Pressurized/Nonpressurized Inhalation Treatment Co.Pay
0102-152902-1001 LACTATED RINGERS INJECTION USP Pharmacy
0005-174202-0781 RISEK 40MG Pharmacy

REMARKS Enter Remarks

Ollaselodl

TREATING PHYSICIAN DR Amaizah

Enter CONSULTATION FEES




n Dr. Amaizah Ishtiaq
) A General Practitioner
DHA: 98486553-001

2
%gﬂ/ CITICARE MEDICAL CENTER

DOCTOR'S SIGNATURE AND STAMP DUBN) - DAE DATE: 02/04/2025
Gl Qi3 9 2893 e

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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