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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. Eapalll 10 o (B8 o Ao g gl Aipad e g 3 ¢ Al ik ) ¢ okl 3 36

PATIENT INFORMATION

oyl el
PATIENT NAME :  JERIEVEE NAYARI ORDIALES
Ryl gl
DATE OF BIRTH : 15-Jan-1988 GENDER : Female
KU il
CARD NBR :  MEJM-EN3F-LFLJ-FLED PAYER : NASVN
QBladl 03, onelil! 384
CASE INFORMATION  : [ JACUTE (JcHRONIC (J PRE-EXISTING (JINJURY
Al g5 Bal> daje Uiso B39 90 Blo)
DIAGNOSIS :  R21 - Rash and other nonspecific skin eruption, L29.9 - Pruritus, unspecified, R05 - Cough
u 3 . ‘.“‘
AETIOLOGY ‘| Enter Aetiology
(Please indicate the exact cause in case of injuries and maternity-related cases)
(Gagall dilaioll Clondl 9 Coblall D> § GBI Comanoll dpuns slzyJl)
SYMPTOMS Complaint
pc : generalize rash
hopc : pt came with the complain of rash along with itching throughout the body
) she has been suffering from same issue for the last one year
dyall olyal

o/e irregular red patches

allergies : nont confirmed

pmh : none

CLINICAL FINDINGS CPT Code Treatment Type
9 Consultation Gp General Consultation
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
0005-111805-1021 CHLOROHISTOL 10MG Pharmacy

Ay ! LI 82785 Gammaglobulin Ige Lab
86140 C-Reactive Protein Lab
85025 Blood Count Complete Auto&Auto Difrntl Wbhc Count Lab

REMARKS | Enter Remarks

Glaseloll

TREATING PHYSICIAN : AISHA

Flaodl Cudal!

HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC
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https://irhamc.visionsoftwares.ae/mr_nas_print2.aspx?appld=64932&patld=58484
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CONSULTATION DETAILS : ONew OFollowUp  CONSULTATION FEES : Enter CONSULTATION FEES
§)Ldud! o5 ol dasliall 8L 0 9oy
Dr. Aisha Umer
e Physician- General Practitioner

< DHA- 40131438-002

S CITICARE MEDICAL CENTER
DOCTOR'S SIGNATURE AND STAMP DUBAI - UAE DATE: 21/07/2025
Codall @i 9 24893 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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BENEFICIARY'S SIGNATURE
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