CONSULTATION FORM
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Dear Doctor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with
this form. Eapalll 10 o (B8 o Ao g gl Aipad e g 3 ¢ Al ik ) ¢ okl 3 36

PATIENT INFORMATION
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PATIENT NAME 1 Peris Wangari Kimari
Ryl gl
DATE OF BIRTH : 20-May-1998 GENDER :  Female
KU il
CARD NBR : KFMN-3M3F-LFL2-2LED PAYER : NASVN
QBladl 03, onelil! 355
CASE INFORMATION  : [ JACUTE (JcHRONIC (J PRE-EXISTING (JINJURY
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DIAGNOSIS :  N77.1 - Vaginitis, vulvitis and vulvovaginitis in dis classd elswhr, N61.0 - Mastitis without abscess, N83.291 - Other
ovarian cyst, right side
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AETIOLOGY ‘| Enter Aetiology
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(Please indicate the exact cause in case of injuries and maternity-related cases)
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SYMPTOMS Complaint
the patient comes complaining of repeated spotting last month
also there is vaginal inflammation and irritation with redness and soreness
dud pall o1yl
pyell o2l by abdominal ultrasound the uterus is bulky, with irregular endometrial lining
by TVS the endometrium shows multiple napothian cyst indicating the presence of infection together with a
small cyst on the right ovary mostly simple and non-functional
CLINICAL FINDINGS : CPT Code Treatment Type
76830 Ultrasound Transvaginal Radiology
. 76705 Ultrasound Abdominal Real Time W/Image Limited Radiology
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10 Consultation Specialist General Consultation
REMARKS | Enter Remarks
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TREATING PHYSICIAN : MOHAMMED M HAMED
Flaodl !
HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC
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CONSULTATION DETAILS : ONew OFollow Up ~ CONSULTATION FEES : Enter CONSULTATION FEES
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. Dr. Mohammed M Hamed Hashish
Specialist Obstetrics And Gynecology
DHA No: 75385955-001
CITICARE MEDICAL CENTER LLC
DUBAI - U.A.E.

DOCTOR'S SIGNATURE AND STAMP DATE: 14/06/2025
el it 9 2895 ol

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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