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Dear Doctor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with
this form. Epalll 130 e (B8 e Al 1 23 0l Apad i 3 5 ¢ Al s g1 ¢ el g Ju

PATIENT INFORMATION

ol el
PATIENT NAME : SALIM TAIYAB KONDEKAR TAIYAB JAUDDIN KONDEKAR
sl sl
DATE OF BIRTH 1 27-Apr-1986 GENDER
RN Py eS|
CARD NBR : R1IML-3NMM-VMVP-RVAE PAYER
dBladl 03y el S
CASE INFORMATION ~ : [ J ACUTE (JcHRONIC (J PRE-EXISTING CJinJur
EUESFEY Bol> diaje Buo 809> 90 Lol
DIAGNOSIS . R50.9 - Fever, unspecified, RO5 - Cough, R51.9 - Headache, unspecified, R52 - Pain, unspecified, R07.(
throat
‘ﬁmﬂ
AETIOLOGY * | Enter Aetiology
%}U‘ &Dw
(Please indicate the exact cause in case of injuries and maternity-related cases)
(dogally dilariall Al 9 Wblall Ul § GBI Canadl douxs el )
SYMPTOMS Complaint
PC fever,headache,bodypain,running nose,cough since yesterday
O\E Chest clear
b yall ol yall Tonsils erythematous
Nil comorbs
No history of drug allergy
CLINICAL FINDINGS : CPT Code Treatment Type
9 Consultation Gp General Cons
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
oy ! LN 0005-111805-1021 CHLOROHISTOL 10MG Pharmacy
0005-149902-1021 CLOFEN Pharmacy
REMARKS * | Enter Remarks
Olaselod!
TREATING PHYSICIAN :  KEERTHANA
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Tl Cdall
HOSPITAL /CLINIC ¢ CITICARE MEDICAL CENTER LLC
Baleall / _fditee)!
CONSULTATION DETAILS ' ONew OFollowUp  CONSULTATION FEES : Enter CONSULTATIC
8Ll £ 9 ol dasliall 8)Liiaad! p guny
] LG Jalyouuals \?\JU Lbjpas.a
Dr. Keerthana Rani Padippurayil Thara
General Practitioner

License No.: 37864046-001

P 3 bl saiuw jS) o
DOCTOR'S SIGNATURE AND STAMP CITCAREMEDICALCENTERILLC DATE: 19
il () @533 & 3L

I hereby authorize any healthcare provider or Insurance Company to provide and/or give copies
records to NAS Personnel in relation to current or previous treatments and services rendered to |
any of my dependents. Any copy of this consent shall be considered as the original.
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BENEFICIARY'S SIGNATURE
dndinll 2s8 g3
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