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MEDICAL CLAIM FORM

Provider Name: CITICARE MEDICAL CENTER LLC

Patient Name: MUHAMMAD WAQAS EHSAN UL HAQ

Insurance Company: AAFIYA MEDICAL BILLING SERVICES LLC

Patient Contact No: 0525824234 File No: 47358

Company Name:

Member ID: 1022-026-119088726-01

Date of Treatment : 08-Jul-2025

Date of Birth: 03-Apr-1991 Gender : Male

Chief Complaints :

pc : medication refill

hopc: pt is a known case hypertension and hypercholesterolemia for the last three years

Referral(if needed):

| declare that i am the patient's medical practitioner and that the
particulars given are to the best of my knowledge true and correct
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O ES1ARON
CITICARE MEDIGAL CENTER
DUBK- UAE

Dr's Name : AISHA
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Stamp:!

Signature: Date: 08-Jul-2025

Clinical Findings BP: 158 TEMP:36.6 HR:70 RR: 18
Diagnosis: Essential (primary) hypertension, Pure hypercholesterolemia, | Diagnosis Code:I10, E78.00, E55.9, | Date of Onset
unspecified, Vitamin D deficiency, unspecified, Rash and other R21 08-Jul-2025
nonspecific skin eruption
PEC/CHRONIC O CONGENITAL O MATERNITY O DENTAL O opTicAL O WORK RELATED O oTHERS O
Treatment Plan: 9, GP Consultation
Requested Investigations : Estimated Cost :
Prescription Estimated Cost :

Medicine Dose Duration

(OLMESARTAN MEDOXOMIL : 20 MG) FILM COATED FILM COATED TABLETS (28S, 60

TABLETS BLISTER)

(CLOBETASOL PROPIONATE : 0.5 MG/G) CREAM CREAM (30G, COLLAPSIBLE TUBE) 7

(FLUTICASONE : 0.5 MG/G) CREAM CREAM (30G, TUBE) 7
MEDICAL PRACTIONER DECLARATION: PATIENT'S DECLARATION:

| hereby authorize any Healthcare provider, Insurer, Employer or other
organization to release any information regarding my medical condition &
history to Aafiya for purpose of determining Insurance benifits.
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08-Jul-2025

Patient's Signature(Parent If Minor): Date :
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