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PATIENT NAME

MAHESH KUMAR KISHORE
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DATE OF BIRTH 26-Aug-1983 GENDER Male
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CARD NBR K36E-N33F-LFLJ-MLED PAYER NAS VN
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DIAGNOSIS
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REMARKS
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CLINICAL FINDINGS :

J06.9 - Acute upper respiratory infection, unspecified, R09.81 - Nasal congestion, R50.9 - Fever, unspecified, R51.9 -

Headache, unspecified, R06.7 - Sneezing

Enter Aetiology

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

on examination: hyperemia and chest is normal

chief complaint: came with high grade fever and runny nose, headache ,body ache, weakness, sneezing.

allergy: nil

CPT Code Treatment Type

9 Consultation Gp General Consultation
86140 C-Reactive Protein Lab

85025 Blood Count Complete Auto&Auto Difrntl Wbhc Count Lab

96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
2190-106618-1001 PARAFUSIV V. 10MG/ML Pharmacy

Enter Remarks
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TREATING PHYSICIAN

CONSULTATION DETAILS

Dr.Farhan lyas

CITICARE MEDICAL CENTER LLC
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O Follow Up
dasliall

8)yLdiud! 0 guny

CONSULTATION FEES :

Enter CONSULTATION FEES




Dr .Frahan Ihyas Malik

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

DUBAI U.A.E

DOCTOR'S SIGNATURE AND STAMP DATE: 13/07/2025
Codall @i 9 24865 Ll

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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