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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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CLINICAL FINDINGS :

K29.00 - Acute gastritis without bleeding, R19.7 - Diarrhea, unspecified, E86.0 - Dehydration, M62.81

weakness (generalized)

Enter Aetiology

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

she also has history of tremors for one year .
no any acute illness

advice to do general checkcup along with h.pylori screening

patient came with recurrent diarrhea along with heart buring and general weakness . for one wee
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CPT Code Treatment Type

. Generz
9 Consultation Gp Consul
96360 Iv Infusion Hydration Initial 31 Min-1 Hour Co.Pay
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
2332_152905_ LACTATED RINGER'S INJECTION USP Pharm:
0005-174202- RISEK 40MG Pharm:




CPT Code Treatment Type

0056-116601- Metronidazole [Concentrate For Infusion - 5mg/ml - 100.00 Liquids Pharm:
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CONSULTATION DETAILS O New O Follow Up CONSULTATION FEES : Enter CONSULTATIC
8Ll g9 RENCS dasliadl 8)Liilad! p guny

Dr. Aisha Umer
- Physician- General Practitioner
% DHA- 40131439-002
Sy ; CITICARE MEDICAL CENTER

DOCTOR'S SIGNATURE AND STAMP DUBAI - U.A.E DATE: 06
Cedall 15 9 2895 Ll

I hereby authorize any healthcare provider or Insurance Company to provide and/or give copies
records to NAS Personnel in relation to current or previous treatments and services rendered to |
any of my dependents. Any copy of this consent shall be considered as the original.
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