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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. Epalll 130 e (B8 e Al 1 23 0l Apad i 3 5 ¢ Al s g1 ¢ el g Ju

S

PATIENT INFORMATION

ol el
PATIENT NAME : MOHAMED HELMY
sl sl
DATE OF BIRTH : 23-Mar-1994 GENDER M
RN Py eS|
CARD NBR : M163-RMMM-VMV6-NVAE PAYER : N
dBladl 03y el &8
CASE INFORMATION  : [ JACUTE (JcHRONIC (J PRE-EXISTING CJinJur
EUESFEY Bol> diaje Buo 809> 90 Lol
DIAGNOSIS : R51.9 - Headache, unspecified, R11.0 - Nausea
(Ja'u"‘.“&‘:"”
AETIOLOGY ‘| Enter Aetiology
atquﬁn QL.".““““J
(Please indicate the exact cause in case of injuries and maternity-related cases)
(dogall dilaiall clodl § Wblall Al § G8WI Cauanal! Wl slaxyll)
SYMPTOMS Complaint
Pt presented with complaints of HEADACHE,NAUSEA,SONOPHOBIA,PHOTOPHOBIA on and off since
i O\E conscious oriented
Gyl ol
No history of drug allergy
Nil comorbs
CLINICAL FINDINGS : CPT Code Treatment Type
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
96360 Iv Infusion Hydration Initial 31 Min-1 Hour Co.Pay
. 9 Consultation Gp General Cons
0439-152905-1001 LACTATED RINGERS INJECTION USP Pharmacy
0005-149902-1021 CLOFEN Pharmacy
REMARKS * | Enter Remarks
Ol
TREATING PHYSICIAN :  KEERTHANA
! sl
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HOSPITAL /CLINIC . CITICARE MEDICAL CENTER LLC
Babuadl / Lrdilewel!
CONSULTATION DETAILS ¢ ONew OFollowUp  CONSULTATION FEES : Enter CONSULTATIC
8Ll £ 93 RENCS dasliall 8)Liiuad! p guny
] LG Julyouuals g\.il) Lilbjpas . s
Dr. Keerthana Rani Padippurayil Thara
General Practitioner

License No.: 37864046-001

P s gubll saiw j Sy o
DOCTOR'S SIGNATURE AND STAMP CICAREMEDICAFCENTERTLC DATE: 19
Codall i3 9 2845 DL

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
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