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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

ol il
PATIENT NAME : SUKHWINDER KUMAR HARBANS LAL
Ryl gl
DATE OF BIRTH : 01-Jan-1994 GENDER : Male
KU il
CARD NBR : T1IPN-MPMM-VMVP-3VAE PAYER : NASVN
QBladl 03, el 384
CASE INFORMATION  : [ JACUTE (JcHRONIC (] PRE-EXISTING (JINJURY
Al g5 Bal> daje Uiso B39 90 Blo)
DIAGNOSIS : R07.9 - Chest pain, unspecified, 120.9 - Angina pectoris, unspecified, R73.9 - Hyperglycemia, unspecified, E78.5 -
Hyperlipidemia, unspecified, E78.00 - Pure hypercholesterolemia, unspecified
Ua'..u.u&“:d‘
AETIOLOGY ‘| Enter Aetiology
a‘gquA." Ol:«-.\-w.d
(Please indicate the exact cause in case of injuries and maternity-related cases)
(Gngally dilaiall clondl 9 bball D> § BAWI Caraned] dpds slx )
SYMPTOMS Complaint
pc : chest pain
hopc : pt came with left sided chest pain with sweating not radiates towards hand and upper side of neck and
jaw
dudyall olyall patient ha past history of high cholesterol and hypeglycemia but he is not taking any medication
pmh :

high cholesterol ,hyperglycemia

aspirin given
CLINICAL FINDINGS CPT Code Treatment Type
9 Consultation Gp General Consultation
oy g5 81000 Urinls Dip Stick/Tablet Reagnt Non-Auto Micrscpy Lab
93000 Ecg Routine Ecg W/Least 12 Lds W/I&R Co.Pay
REMARKS ‘| Enter Remarks
Olaseloll
TREATING PHYSICIAN ¢ AISHA
Tlaedl Cudal!
HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC
Babuall / il
CONSULTATION DETAILS : ONew OFollow Up  CONSULTATION FEES : Enter CONSULTATION FEES
8Ladlud! g g3 dod> dasliall 8yLadud! pgan)
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Dr. Aisha Umer
4 Physician- General Practitioner
\_’/% DHA- 40131439-002
N : CITICARE MEDICAL CENTER
DOCTOR'S SIGNATURE AND STAMP DUBAI- UA.E DATE: 19/06/2025
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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BENEFICIARY'S SIGNATURE
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