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Administrative MEDICAL CLAIM FORM Claim Ref:
. Service
Patient . JANELLE THOMAS Date :21-May-2025 Network : Green
Name Health
CardNo  : 784-1978-8386848-7 Pf:vi 4oy CITICARE MEDICAL CENTER LLC Direct Access SP - YES
Policy Doctor's
: JANELLE THOMAS .
Holder Name :Dr.Farhan lyas
Payer ' &Z‘:Jg::zé IngnI/ﬁ)m:( Co- [[consuLTATION][LAB/RADIOLOGY|[PHYSIO|[PHARMACY][IP_|[MATERNITY|[DENTAL]
Name ADNIC Insurance  1[10% max  |[NIL [NIL [N umi [N fzo% Na ]
TPA : E CARE - Blue Network
. Remarks
validity  :19-03-2025 To 18-03-2026
Gender : Female
Date Of
: 22-May-197
Birth ay-1978
Patient's
: 2492
Tol No 0585924925
(J Acute a Pre-existing and chronic O Maternity

Chief Complaints : irregular menstural cycle depression insomnia fatigue lethargy mood swings Duration:

Vitals:Temp : 36.1 Bp :124 Pulse :84 Resp :18

Clinical Findings:

Diagnosis: N92.6 - Irregular menstruation, unspecified, Date of Onset :21/55/2025

Requested Investigations: 83001, FOLLICLE STIMULATING HORMONE (FSH), SERUM,83002, Estimated
LUTEINIZING HORMONE (LH), SERUM,84146, PROLACTIN, SERUM,85025, COMPLETE BLOOD COUNT Cost
(CBC), BLOOD,9, Consultation GP,459, BLOOD PACKAGE -459,9, Consultation GP

Estimated Cost
Prescriptions:

MEDICAL PRACTITIONER DECLARATION : PATIENT’S DECLARATION :
| declare that | am the patient’s medical practitioner and that the particulars given are to | hereby authorize any Healthcare provider, Insurer,
the best of my knowledge true and correct. Employer or other organization to release any information

regarding my medical condition & history for purpose of
determining insurance benefits.

Dr .Frahan llyas Malik
Physician-General Practitioner | patient s &2 21-
Dr's : Dr.Farhan lyas Stamp : DHA-08441782-001 signature{Parent : Date : May-
Name if minor} 2025
CITICARE MEDICAL CENTER
DUBAI U.AE
Signature : W Date :21-May-2025

https://irhamc.visionsoftwares.ae/mr_ecare_claim_print.aspx?appld=62861&patld=57943

7



