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Dear Doctor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with

this form.

PATIENT INFORMATION
el iy

5l 130 g 150 Rl 505 R i 355« ol s ) ol 335

PATIENT NAME ADHISHR YADAV VINOD KUMAR YADAV
eyl sl
DATE OF BIRTH 01-Aug-1989 GENDER Female
Aall Gy il
CARD NBR E8JK-E8E2-C2CE-FCDE PAYER NAS VN
Bllagd o3 el 4S5
CASE INFORMATION O acute (J cHRONIC [J PRE-EXISTING CJINury
Al g5 sal> Biaje e B39 90 Qo)
DIAGNOSIS N77.1 - Vaginitis, vulvitis and vulvovaginitis in dis classd elswhr, B37.3 - Candidiasis of vulva and vagina, N94.10 -
Unspecified dyspareunia
e
AETIOLOGY Enter Aetiology
A yall Olua)
(Please indicate the exact cause in case of injuries and maternity-related cases)
(Gagalls dilasiall Cloadl 5 bl Dl § GBI Capasoll iy elorl)
SYMPTOMS Complaint
the patient come complainng of repeated attacks of vaginal infection with repeated dicharge and fish odour
smell
dysparena was a common symptom for the last month
also vaginal bleeding postcoital was a repeated complain
Luizyall bl

by abdominal ultrasound the patient shows bulky uterus with thickned endometrium with irregular
endometrial outlining

by local examination there was cervical inflammation with irregular bloody spots

with transvaginal ultrasound there was irregular out lining of the cervix and multiple napothian follicules
indicating cervcitis

CLINICAL FINDINGS :

CPT Code Treatment Type
76830 Ultrasound Transvaginal Radiology
. 76705 Ultrasound Abdominal Real Time W/Image Limited Radiology
Dl
10 Consultation Specialist General Consultation
REMARKS Enter Remarks
lasloll

TREATING PHYSICIAN MOHAMMED M HAMED

Tl caaall
HOSPITAL /CLINIC CITICARE MEDICAL CENTER LLC
Boball / (fddell
CONSULTATION DETAILS O New O Follow Up CONSULTATION FEES : Enter CONSULTATION FEES
B)Lidiull gg3 KYNES dayliall 8)Lidad! pgany
l’: Dr. Mohammed M Hamed Hashish

SpecialistObstetics And Gynecology
DHA No: 75385955-001
CITICARE MEDICAL CENTER LLC
DUBAI - UAE.

DOCTOR'S SIGNATURE AND STAMP

ekl 0355 155

DATE: 09/05/2025
]

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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