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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.

PATIENT INFORMATION

capell Sl
PATIENT NAME MANNU KUSHWAHA PURAN KUSHWAHA
sl sl
DATE OF BIRTH 16-Oct-1985 GENDER Male
ol FyG il
CARD NBR EA2G-GFE2-C2CK-ECDE PAYER NAS - SR
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DIAGNOSIS
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SYMPTOMS
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CLINICAL FINDINGS :

R79.82 - Elevated C-reactive protein (CRP), R50.9 - Fever, unspecified, RO5 - Cough, R51.9 - Headache

J06.9 - Acute upper respiratory infection, unspecified, B54 - Unspecified malaria

Enter Aetiology

(Please indicate the exact cause in case of injuries and maternity-related cases)
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Complaint

since 2 days.

complaining of cold with shievering
on investigation:

CRP is elevated

KNOW HYPOTHYROIDISM

KNOWN VITAMIN D DEFICIENCY

KNOWN VARICOCELE

presenting complain: came with fever and cold associated cough, sore throat, weakness, severe bo

CPT Code Treatment Type

86750 Antibody Plasmodium Malaria Lab

87075 Culture Bacterial Any Source Anaerobic Iso&Id Lab

9 Consultation Gp General Cons




CPT Code Treatment Type

0125-122107-1022 DEXAMETHASONE SODIUM PHOSPHATE Pharmacy

0102-152902-1001 LACTATED RINGERS INJECTION USP Pharmacy

0195-107704-0801 CEFTRIAXONE-TABUK IV Pharmacy
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REMARKS * | Enter Remarks
Ol

I
[
TREATING PHYSICIAN : Dr.Farhanlyas
Bl Cudall
HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC
Boluall / (pdidual!
CONSULTATION DETAILS : ONew O Follow Up CONSULTATION FEES : Enter CONSULTATIC
8Ll g9 RENCS dasliadl 8)Liilad! p guny
Dr .Frahan Ilyas Malik
s Physician-General Practitioner
W DHA-06441782-001
CITICARE MEDICAL CENTER
DUBAI U.A.E

DOCTOR'S SIGNATURE AND STAMP [P DATE: 25
)l 15 9 2895 Ll

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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