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Dear Doctlor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with
this form. £ padll 130 pon 188 e R g1 13yl e Sl 3 6+ gl s gl ¢ el g

PATIENT INFORMATION

all Sl
PATIENT NAME : HARSHADA DILIPSINH BHAPKAR
vl el
DATE OF BIRTH 1 27-Oct-1994 GENDER : Female
RN F ol
CARD NBR : JNJ6-333F-LFL6-HLED PAYER : NAS - RN,RN+
QBladl 03, ool 385
CASE INFORMATION  : [ JACUTE (J cHRONIC [J PRE-EXISTING CJINJURY
Al ggd Bol> dinje Uiens B2 g g0 dlo|
DIAGNOSIS : D64.9 - Anemia, unspecified, R53.1 - Weakness, R51.9 - Headache, unspecified, R11.0 - Nausea, R10.0 - Acute
abdomen
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AETIOLOGY | Enter Aetiology
Zg,‘oﬁjl C)lﬁ\mﬁ.’
(Please indicate the exact cause in case of injuries and maternity-related cases)
(degall dilazall cIldl 9 WLlall Al (§ GEAW! Cornall dpus £lxyl)
SYMPTOMS Complaint
pc : nausea ,body pain
hopc :pt came with complain of generalize weakness and nausea, since morning . '
Aupyall (olyall she also have headache .

allergies : none

pmh : anemia

CLINICAL FINDINGS :

CPT Code Treatment Type
96360 Iv Infusion Hydration Initial 31 Min-1 Hour Co.Pay
0439-152905-1001 LACTATED RINGERS INJECTION USP Pharmacy
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay

Ay ol LN 0005-136504-1021 SCOPINAL Pharmacy
0005-150403-1021 PREMOSAN Pharmacy
0005-149902-1021 CLOFEN Pharmacy

REMARKS * | Enter Remarks

[GZEAN]

TREATING PHYSICIAN 1 AISHA

Tl Cdall

HOSPITAL /CLINIC :  CITICARE MEDICAL CENTER LLC

Baluall / il

CONSULTATION DETAILS i O New OFollowUp  CONSULTATION FEES : Enter CONSULTATION FEES
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Dr. Aisha Umer
=2 Physician- General Practitioner
\_'/% DHA- 40131439-002
£ N . CITICARE MEDICAL CENTER
DOCTOR'S SIGNATURE AND STAMP DUBAI- UA.E DATE: 01/07/2025
Codall @33 9 2B g Dl

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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