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.
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PATIENT INFORMATION
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PATIENT NAME

GODWIN KANAGA RAJ SARINIKANAGA RAJ

sl el
DATE OF BIRTH 18-May-1990 GENDER : Male
ol 70)G ol

CARD NBR 63M3-F23F-LFLK-3LED PAYER : NAS VN
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CASE INFORMATION (JAcUTE (JcHRONIC (J PRE-EXISTING (JINJURY
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HOSPITAL /CLINIC
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DIAGNOSIS A05.9 - Bacterial foodborne intoxication, unspecified, R19.7 - Diarrhea, unspecified, R11.10 - Vomiting, unspecified,
R50.9 - Fever, unspecified, K29.00 - Acute gastritis without bleeding
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AETIOLOGY Enter Aetiology
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(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
patient came with severe diarrhea and vomiting since yesterday

dudpall (olyadl abdominal discomfort and having fever
pt is dehydrated

CLINICAL FINDINGS : CPT Code Treatment Type
96375 Therapeutic Injection Iv Push Each New Drug Co.Pay
9 Consultation Gp General Consultation
96361 Iv Infusion Hydration Each Additional Hour Co.Pay
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pa

oy g5 p phylactic/Dx Inj a/ y
0439-152905-1001 LACTATED RINGERS INJECTION USP Pharmacy
0005-136504-1021 SCOPINAL Pharmacy
0005-150403-1021 PREMOSAN Pharmacy
2305-116601-1021 Metronidazole Baxter [ - -] Pharmacy

REMARKS Enter Remarks
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TREATING PHYSICIAN :  AISHA

EJla.dl Codall

CITICARE MEDICAL CENTER LLC




CONSULTATION DETAILS © ONew OFollow Up  CONSULTATION FEES : Enter CONSULTATION FEES
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Dr. Aisha Umer
=i Physician- General Practitioner
< DHA- 40131430-002
S CITICARE MEDICAL CENTER
DOCTOR'S SIGNATURE AND STAMP DUBAI - UAE DATE: 07/04/2025
Codall @i 9 24893 Ll

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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