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.
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PATIENT INFORMATION
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PATIENT NAME LUQMAN KHAN TAHIR GUL
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DATE OF BIRTH 03-Aug-2005 GENDER : Male
KU P el
CARD NBR C2II-GI4C-DCD1-1DEA PAYER : NASVN
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CASE INFORMATION (JAcuTE (J cHRONIC (] PRE-EXISTING CJINJURY
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DIAGNOSIS J02.9 - Acute pharyngitis, unspecified, R07.0 - Pain in throat, J30.9 - Allergic rhinitis, unspecified, RO5 - Cough,
R50.9 - Fever, unspecified, K29.00 - Acute gastritis without bleeding
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AETIOLOGY Enter Aetiology
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(Please indicate the exact cause in case of injuries and maternity-related cases)
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SYMPTOMS Complaint
PC fever,bodypain,nasal block,running nose,cough,chest congestion
HOPC pt presented with complaints of fever,headache,bodyoain,cough,running nose since 3days
No history of drug allergy
) O\E CHEST CLEAR
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CLINICAL FINDINGS :

Throat hyperemia

CPT Code Treatment Type

. General
9 Consultation Gp Consultation
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
96374 Ther Proph/Dx Njx Iv Push Single/1St Sbst/Drug Co.Pay
94640 Pressurized/Nonpressurized Inhalation Treatment Co.Pay
85025 Blood Count Complete Auto&Auto Difrntl Wbc Count Lab
0006-124513- Ventolin [Solution For Nebulization - 5mg/2.5ml - 2.50 Liquids Pharmac
2071 Nebule (x20)] ¥
0005-149902-
1021 CLOFEN Pharmacy

0125-122107-

1022 DEXAMETHASONE SODIUM PHOSPHATE Pharmacy
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REMARKS * | Enter Remarks
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TREATING PHYSICIAN :  KEERTHANA
@!\:u.!l Cudall
HOSPITAL /CLINIC :  CITICARE MEDICAL CENTER LLC
Boleall / Ldiduned!
CONSULTATION DETAILS : ONew OFollowUp  CONSULTATION FEES : Enter CONSULTATION FEES
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Dr. Keerthana Rani Padippurayil Thara
General Practitioner

License No.: 37864046-001
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DOCTOR'S SIGNATURE AND STAMP CITICARE MEDICAL CENTER LLC DATE: 25/07/2025
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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.

3t e Gl 3AY i I alad) o el mlal) ol aall Gilall (e cilaglea ol ol Al a0l ASpd ol ke i Ads Aga A paghl ¢ sliaf gl Ll
4lalls e Bl 13 Ge o g Ayl Ade B g Lo Jaanll

L
BENEFICIARY'S SIGNATURE
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