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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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this form.
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KAREN ARANDELA LORENZO

01-Dec-1979
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DIAGNOSIS
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SYMPTOMS
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REMARKS
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CLINICAL FINDINGS :

R03.0 - Elevated blood-pressure reading, w/o diagnosis of htn, G44.201 - Tension-type headache, unspecified,
intractable, E78.2 - Mixed hyperlipidemia

Enter Aetiology

(Please indicate the exact cause in case of injuries and maternity-related cases)
(4o godby ddlaiall Clodl 9 blall Al (3 381 Carnad! dudoes sl yll)

Complaint

PC : HEADCHE , DISCOMFORT AND DIZINESS

HEADCHE . PAIN IN ARM ,,,,

O/E : LOOK PALE AND IRRITABLE

CPT Code Treatment Type

96374 Ther Proph/Dx Njx Iv Push Single/1St Sbst/Drug Co.Pay
0064-167502- Furosemide [Solution For Injection - 10mg/ml - 2.00 Liquids Pharmacy
1022 Ampoule (x10)]

9 Consultation Gp g::segftlation
80051 Electrolyte Panel Lab

96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
282?149902_ CLOFEN Pharmacy
85025 Blood Count Complete Auto&Auto Difrntl Wbc Count Lab

80061 Lipid Panel Lab

Enter Remarks




TREATING PHYSICIAN : DR Amaizah

Dlaadl Copcdal
HOSPITAL /CLINIC :  CITICARE MEDICAL CENTER LLC
Bl / fdiiunall
CONSULTATION DETAILS : O New OFollowUp  CONSULTATION FEES : Enter CONSULTATION FEES
8)Léied! £ 9o ol dasliall ByLéckead! p guny
Dr. Amaizah Ishtiaq
© Jm General Practitioner
% DHA: 98486553-001
<K“,/ CITICARE MEDICAL CENTER

DOCTOR'S SIGNATURE AND STAMP DUGA-DAE DATE: 09/06/2025
Cudall @is 9 2845 EW!

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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