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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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Female
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DOCTOR'S SIGNATURE AND STAMP
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DIAGNOSIS J03.90 - Acute tonsillitis, unspecified, E86.0 - Dehydration, R52 - Pain, unspecified, R06.2 - Wheezing
REVERA]
AETIOLOGY Enter Aetiology
a2yl Clapanal
(Please indicate the exact cause in case of injuries and maternity-related cases)
(degall dilaiall clodl g Sbball Dl (§ GBI Copunall dts slmyll)
SYMPTOMS Complaint
Aupyall ol yall No Complaints Found for Selected Appointment
CLINICAL FINDINGS : CPT Code Treatment Type
9 Consultation Gp General Consultation
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
0005-111805-1021 CHLOROHISTOL 10MG Pharmacy
0125-122107-1022 DEXAMETHASONE SODIUM PHOSPHATE Pharmacy
Ayl LI F67-5477-05016-01 VENTOLIN Pharmacy
94640 Pressurized/Nonpressurized Inhalation Treatment Co.Pay
0195-107704-0801 CEFTRIAXONE-TABUK IV Pharmacy
96360 Iv Infusion Hydration Initial 31 Min-1 Hour Co.Pay
0102-152902-1001 LACTATED RINGERS INJECTION USP Pharmacy
REMARKS Enter Remarks
Olaslodl
TREATING PHYSICIAN DR Amaizah
Flaodl Cudal!
HOSPITAL /CLINIC CITICARE MEDICAL CENTER LLC
Bobeall / o]
CONSULTATION DETAILS O New O Follow Up CONSULTATION FEES : Enter CONSULTATION FEES
8Ll g9 ol daliall 8yLédiud! pgun)
) n Dr. Amaizah Ishtiaq
o) o DH HEESO01
W CITICARE MEDICAL CENTER
DUBAI- UAE

DATE: 13/04/2025
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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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