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Dear Doctor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with

this form.
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PATIENT NAME JOHNNY SELUDO FABIAN
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DATE OF BIRTH 20-Jun-1973 GENDER : Male
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CARD NBR NK2E-F33F-LFL3-3LED PAYER : NASVN
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DIAGNOSIS
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E86.0 - Dehydration, D50.9 - Iron deficiency anemia, unspecified, R80.0 - Isolated proteinuria, R30.0 - Dysuria,
K29.00 - Acute gastritis without bleeding, R94.4 - Abnormal results of kidney function studies

AETIOLOGY
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SYMPTOMS
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CLINICAL FINDINGS :

Dy udl wdl

Enter Aetiology

(Please indicate the exact cause in case of injuries and maternity-related cases)
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Complaint
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patient has done angioplasty last year

he is a known case of diabetes, hypercholesterolemia ,hyperuricemia and hypertension .
kidney function is derange

uric acid is very high

lipid profile is also derange

iron is low

CPT Code Treatment Type

9 Consultation Gp General Consultation
96361 Iv Infusion Hydration Each Additional Hour Co.Pay
0384-111908-1001 SODIUM CHLORIDE B.P. Pharmacy

81000 Urinls Dip Stick/Tablet Reagnt Non-Auto Micrscpy Lab

76856 Us Pelvic Nonobstetric Real-Time Image Complete Radiology

REMARKS
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Enter Remarks
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Dlaal el

HOSPITAL /CLINIC

Bolall / (bl
CONSULTATION DETAILS
Byl g5

AISHA

CITICARE MEDICAL CENTER LLC
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DOCTOR'S SIGNATURE AND STAMP
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Dr. Aisha Umer
Physician- General Practitioner
DHA- 40131439-002
CITICARE MEDICAL CENTER
DUBAI- UAE

DATE: 24/07/2025
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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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