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

L97.329 - Non-pressure chronic ulcer of left ankle with unsp severity, R52 - Pain, unspecified

Enter Aetiology

(Please indicate the exact cause in case of injuries and maternity-related cases)
(Gngally ddlaiedl cILl g iblall Wl § EBWI carned] s lyJl)

Complaint

pt came with both ankel skin eruption due to wearing of shoes

surface area is large and having redness
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TREATING PHYSICIAN ¢ AISHA
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I hereby authorize any healthcare provider or Insurance Company to provide and/or give copies
records to NAS Personnel in relation to current or previous treatments and services rendered to |
any of my dependents. Any copy of this consent shall be considered as the original.
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