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Dear Doctor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with

this form.
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PATIENT NAME
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DATE OF BIRTH 25-Jan-1991 GENDER Male
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SYMPTOMS
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CLINICAL FINDINGS :

N39.0 - Urinary tract infection, site not specified, R30.0 - Dysuria

Enter Aetiology

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

FOLLOW UP

URINE ANALYSIS INDICATES

AMORPHOUS CRYSTALS

PROTEIN IS PRESENT .

HYLINE CAST CELLS PRESENT
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DOCTOR'S SIGNATURE AND STAMP

Physician- General Practitioner
DHA- 40131439-002
CITICARE MEDICAL CENTER
DUBAI- UA.E

CPT Code Treatment Type
. 76856 Us Pelvic Nonobstetric Real-Time Image Complete Radiology
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Dr. Aisha Umer

DATE: 04/07/2025
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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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