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. Z el 130 gon (B8 ja Rl g0 73y Adgad e gn 53 4 Al ki ol ¢ el g a3

PATIENT INFORMATION

el il
PATIENT NAME :  MIRALUMA JARON PEPITO
eyl sl
DATE OF BIRTH : 30-Sep-1979 GENDER : Female
el &y !
CARD NBR : 22HE-N33F-LFL3-MLED PAYER : NASVN
Bllagd o3 ol 35,5
CASE INFORMATION  :  (JACUTE (J cHRONIC [J PRE-EXISTING O inury
Yl g5 Bol> dioje Wiiuo 39290 ol
DIAGNOSIS : 110 - Essential (primary) hypertension, E78.5 - Hyperlipidemia, unspecified, R07.9 - Chest pain, unspecified, R52 -
Pain, unspecified, J03.90 - Acute tonsillitis, unspecified, RO5 - Cough
e
AETIOLOGY | Enter Aetiology
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(Please indicate the exact cause in case of injuries and maternity-related cases)
(Aegaly dkaiall Clodl 9 bl Al § AU Capunall daukoxs sloryll)
SYMPTOMS Complaint
PC: BLURRY VISION , NUMBNESS IN WHOLE BODY ,LEFT SIDED SHOULDER AND ARM PAIN FOR MANY DAYS
FAMILY HX OF HYPERTENSION
Lpell byl

O/E : HIGH BP 180

LOOK IRRITABLE DUE TO PAIN IN LEFT SHPOULDER

CLINICAL FINDINGS :

CPT Code Treatment Type
9 Consultation Gp General Consultation
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
93000 Ecg Routine Ecg W/Least 12 Lds W/I&R Co.Pay
0005-111805-1021 CHLOROHISTOL 10MG Pharmacy
oyl il 0125-122107-1022 DEXAMETHASONE SODIUM PHOSPHATE Pharmacy
0195-107704-0801 CEFTRIAXONE-TABUK IV Pharmacy
0005-149902-1021 CLOFEN Pharmacy
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
REMARKS ‘| Enter Remarks
lasloll
TREATING PHYSICIAN : DR Amaizah
Bl dall
HOSPITAL /CLINIC :  CITICARE MEDICAL CENTER LLC
Bolal! / (dikeall
CONSULTATION DETAILS : O New OFollowUp ~ CONSULTATION FEES : Enter CONSULTATION FEES
B)Ladiull go3 KNS Azl 8)Lidad! pgany
. Dr. Amaizah Ishtiaq
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W CITICARE MEDICAL CENTER
DOCTOR'S SIGNATURE AND STAMP DUBA - U4 E DATE: 02/05/2025
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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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BENEFICIARY'S SIGNATURE
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