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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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PATIENT INFORMATION
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PATIENT NAME : JODY SARAH NAIDOO
Ryl gl
DATE OF BIRTH : 02-Nov-1995 GENDER : Female
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CARD NBR : KIHN-JFJF-LFLH-HLED PAYER : NAS-SRNWN
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CASE INFORMATION  : [JACUTE (JcHRONIC (J PRE-EXISTING (JINJURY
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DIAGNOSIS : Z3A.11 - 11 weeks gestation of pregnancy
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AETIOLOGY ‘| Enter Aetiology
(Please indicate the exact cause in case of injuries and maternity-related cases)
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SYMPTOMS
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on examination abdomen soft non tender.
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all base line test today.

iron today.

plan blood group and rh factor

blood complete picture

urine routine examination

blood sugar random
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CLINICAL FINDINGS : CPT Code ‘ Treatment Type

fAR4iR/4/2025 Glucose Quantitative Blood Xcpt Reagent Strip Lab

gﬁm%ravida “V%Iér?gg&%del{-\%q%ggrlsReaI Time W/Image Limited Radiology

81001 Urnls Dip Stick/Tablet Reagent Auto Microscopy Lab

Im8 18/4/2025 edd 25/1/2026 .

85025 Blood Count Complete Auto&Auto Difrntl Wbc Count Lab

Dy ! 5L gestational age ddnwgrksidigyecialist General Consultation

8A46Bc acid 400hwegid Stimulating Hormone Tsh Lab

%gggga off and éﬂpbody Htlv/Hiv Antibody Confirmatory Test Lab

86762 Antibody Rubella Lab
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REMARKS | Enter Remarks
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TREATING PHYSICIAN : MOHAMMED M HAMED
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HOSPITAL /CLINIC :  CITICARE MEDICAL CENTER LLC
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CONSULTATION DETAILS © O New OFollowUp  CONSULTATION FEES : Enter CONSULTATION FEES
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Dr. Mohammed M Hamed Hashish
Specialist Obstetrics And Gynecology
DHA No: 75385955-001

CITICARE MEDICAUL :}ENTER LLC
DUBAI - U.A.|
DOCTOR'S SIGNATURE AND STAMP ‘ DATE: 05/07/2025
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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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