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Maraging your care pracass

MEDICAL CLAIM FORM

Provider Name: CITICARE MEDICAL CENTER LLC

Patient Name: KATRINA JAYNE MCDERMOTT

Insurance Company: AAFIYA MEDICAL BILLING SERVICES LLC

Patient Contact No: 0585892602 File No: 46736

Company Name:

Member ID: 1007-026-119877004-01

Date of Treatment : 05-May-2025

Date of Birth: 04-Jul-2000 Gender : Female

Chief Complaints :
pt came for sick leave .

she already got treatment from another clinic

Referral(if needed):

Clinical Findings BP: 122 TEMP:37.4 HR: 84 RR: 18
Diagnosis: Acute pharyngitis, unspecified, Fever, unspecified, Pain, Diagnosis Code:J02.9, R50.9, R52, | Date of Onset

unspecified, Other allergic rhinitis 130.89 05-May-2025

PEC/CHRONIC O cONGENITAL O MATERNITY O DENTAL O opTicAL O WORK RELATED O OTHERS O

Treatment Plan: 9, GP Consultation

Requested Investigations :

Estimated Cost :

Prescription

Estimated Cost :

MEDICAL PRACTIONER DECLARATION:

| declare that i am the patient's medical practitioner and that the
particulars given are to the best of my knowledge true and correct

O Asha Uner
Py General Prcoer
DR 0RG143002
CITIGARE EDICAL CENTER
DUBAI-UAE

Dr's Name : AISHA
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Stamp:

Signature: Date: 05-May-2025

PATIENT'S DECLARATION:

| hereby authorize any Healthcare provider, Insurer, Employer or other
organization to release any information regarding my medical condition &
history to Aafiya for purpose of determining Insurance benifits.
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05-May-2025

Patient's Signature(Parent If Minor): Date :
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