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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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this form.
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PATIENT NAME
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DATE OF BIRTH
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09-Oct-2006
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DIAGNOSIS
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AETIOLOGY
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SYMPTOMS
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REMARKS
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CLINICAL FINDINGS :

J03.90 - Acute tonsillitis, unspecified, R50.9 - Fever, unspecified

Enter Aetiology

(Please indicate the exact cause in case of injuries and maternity-related cases)
(degally dlaiall CIall g Cibball Dl § BBN Conall dpuoxs syl

Complaint

PC fever,running nose,cough ,SORETHROAT

Her child had the same symptoms
Nil comorbs
No history of drug allergy

O\E tonsils edematous and pustules present

HOPC pt complaints of bodypain,headache,cough,running nose since 5 days

2190-106618-

Chest clear

CPT Code Treatment Type
96375 Therapeutic Injection Iv Push Each New Drug Co.Pay
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
9 Consultation Gp General

Consultation

1001 PARAFUSIV LV. 10MG/ML Pharmacy
0437-122107- Dexamethasone [Solution For Injection - 4mg/ml - 1.00 Liquids Vial Pharmac
1021 (x10)] ¥
0195-107704- Ceftriaxone-Tabuk [Powder For Injection - 1000mg - 1.00 Tablets Vial + Pharmac
0801 Solvent (x1)] ¥

Enter Remarks
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TREATING PHYSICIAN

CONSULTATION DETAILS

KEERTHANA

CITICARE MEDICAL CENTER LLC

O Follow Up
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CONSULTATION FEES :
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Enter CONSULTATION FEES




LU Jabgraals guily Lbipas .
Dr. Keerthana Rani Padippurayil Thara

General Practitioner
License No.: 37864046-001
i gahll

DOCTOR'S SIGNATURE AND STAMP EificARE MEDICAL CenteR Lic DATE: 15/07/2025
Cdall 9 &g§33 &vm‘

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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