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. £ palll 138 on U pu Al gl 23t Al i g 5 4 Al i gl ¢ gl g 35

PATIENT INFORMATION
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PATIENT NAME : ASMKADIR MOLLA
vl gl
DATE OF BIRTH : 19-Oct-1997 GENDER ;. Male
ol GG eS|
CARD NBR :  E49C-1C4C-DCD4-EDEA PAYER : NASVN
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CASE INFORMATION  : (J ACUTE (J cHRONIC (J PRE-EXISTING CJINnJuRY
Ul g5 8ol Baje Uieso B39 g0 Aol
DIAGNOSIS :  R19.7 - Diarrhea, unspecified, R50.9 - Fever, unspecified, E86.0 - Dehydration, A06.9 - Amebiasis, unspecified, R52 -
Pain, unspecified, R11.2 - Nausea with vomiting, unspecified, A05.9 - Bacterial foodborne intoxication, unspecified,
R53.1 - Weakness, JOO - Acute nasopharyngitis [common cold]
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AETIOLOGY | Enter Aetiology
dud yadl Oolanad
(Please indicate the exact cause in case of injuries and maternity-related cases)
(Gagaly dilaiall CILl 9 lall D> § BBWI Caranall xS sloryll)
SYMPTOMS Complaint
chief complaint: came with nausea and vomiting, associated with diarrhea, cold , weakness,
body ache, fever, cold.
dudyall oty last night he eaten chicken and rice.

This Patient has Vitals for Temp: 37.4°C, Pulse: 88bpm, BP: 110mmHg, Height: 169cm, Weight: 56kg, BMI
19.61(Obese), Blood Sugar

CLINICAL FINDINGS :

CPT Code Treatment Type
96367 Iv Infusion Ther Proph Add| Sequential To 1 Hr Co.Pay
96361 Iv Infusion Hydration Each Additional Hour Co.Pay
9 Consultation Gp General Consultation
agM‘ " 2190-106618-1001 PARAFUSIV V. 10MG/ML Pharmacy
0102-152902-1001 LACTATED RINGERS INJECTION USP Pharmacy
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
0005-150403-1021 PREMOSAN Pharmacy
REMARKS ‘| Enter Remarks
Glaseloll
TREATING PHYSICIAN :  Dr.Farhan lyas
Flaedl ol
HOSPITAL /CLINIC ¢ CITICARE MEDICAL CENTER LLC
B! / itdiituael!
CONSULTATION DETAILS : ONew OFollow Up  CONSULTATION FEES : Enter CONSULTATION FEES
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Dr .Frahan Ilyas Malik

s Physician-General Practitioner
@"W DHA-06441782-001
CITICARE MEDICAL CENTER

DUBAI U.AE

DOCTOR'S SIGNATURE AND STAMP DATE: 07/07/2025
Cusall @15 9 b8 &

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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