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CLINICAL FINDINGS :

R10.0 - Acute abdomen, R10.813 - Right lower quadrant abdominal tenderness, R10.823 - Right lower quadrant
rebound abdominal tenderness, M54.5 - Low back pain, R30.0 - Dysuria, K37 - Unspecified appendicitis

Enter Aetiology

(Please indicate the exact cause in case of injuries and maternity-related cases)
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Complaint

Chief complaint: severe adnominal pain
History of present illness:

Onset: rapid

Duration: 3 days 23/07/25

Severity: severe

Location: right side of abdomen
Associated symptoms: nausea ,fever, pain
Past medical history: nil

Family history: nil

Medication history: nil

Allergy history: nil

Review of system:

on examination: right iliac fossa tenderness.

CPT Code Treatment Type
85025 Blood Count Complete Auto&Auto Difrntl Wbhc Count Lab
76705 Ultrasound Abdominal Real Time W/Image Limited Radiology

Enter Remarks




TREATING PHYSICIAN : Dr.Farhan lyas
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Dr .Frahan Ilyas Malik
G Physician-General Practitioner
W DHA-06441782-001
CITICARE MED ICAL CENTER
DUBAI U.A.E
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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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