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 NAME

MUHAMMAD UMAIR LIAQAT ALI
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DATE OF BIRTH 10-Mar-2003 GENDER : Male
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DIAGNOSIS
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AETIOLOGY
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J30.9 - Allergic rhinitis, unspecified, R06.7 - Sneezing, R09.81 - Nasal congestion

Enter Aetiology

(Please indicate the exact cause in case of injuries and maternity-related cases)
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SYMPTOMS
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CLINICAL FINDINGS :
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REMARKS
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Complaint

Chief complaint: sneezing with nasal congestion

History of present illness:

Duration: since 3 years started in 2022

Severity: severe

Location: nasal

Associated symptoms: itching in nose and nasal congestion, also have sore throat.
Past medical history: allergic rhinitis

Family history: nil

Medication history: took tablet cetirizine 10mg regularly
Allergy history: cold, dust

On examination: nose looks like have DNS

Pain scale: 2

CPT Code Treatment Type

94640 Pressurized/Nonpressurized Inhalation Treatment Co.Pay

9 Consultation Gp General Consultation
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
0005-111805-1021 CHLOROHISTOL 10MG Pharmacy
0188-135906-2441 PULMICORT Pharmacy

Enter Remarks
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Dr.Farhan lyas

CITICARE MEDICAL CENTER LLC




CONSULTATION DETAILS : O New OFollow Up ~ CONSULTATION FEES : Enter CONSULTATION FEES
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Dr .Frahan llyas Malik

e, Physician-General Practitioner
W DHA-06441782-001
CITICARE MEDICAL CENTER

DUBAI U.AE

DOCTOR'S SIGNATURE AND STAMP | DATE: 28/07/2025
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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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