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

this form.

CONSULTATION FORM
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PATIENT INFORMATION
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PATIENT NAME

Sarfraz Nasar Nasruddin

Ryl gl
DATE OF BIRTH 01-Feb-1999 GENDER Male
KU il
CARD NBR CEAI-9G4C-DCD4-GDEA PAYER : NASVN
QBladl 03, el 3858
CASE INFORMATION (JAcuTE (JcHRONIC (J PRE-EXISTING (JINJURY
Al g5 Bal> daje Uiso B39 90 Blo)
DIAGNOSIS R50.9 - Fever, unspecified, R51.9 - Headache, unspecified, M54.5 - Low back pain, R19.7 - Diarrhea, unspecified,
RO5 - Cough
Ua'.."-.u&“:d‘
AETIOLOGY Enter Aetiology
a‘gquA." Ql:«-.\-w.d
(Please indicate the exact cause in case of injuries and maternity-related cases)
(Gngally dilaiall clondl 9 bball D> § BAWI Caraned] dpds slx )
SYMPTOMS Complaint
PC fever,bodypain,backpain,cough
HOPC pt presented with complaints of fever,bodypain,backpain,loose motion -3 times from today.He has loose
stools since 2 days
G pall oyl He had blood tinged mucus from nose and mouthone week back .It was only for one day

CLINICAL FINDINGS :

29,3,...11 Ll

O\E CHEST CLEAR
Tonsils normal

No history of drug allergy

CPT Code Treatment Type
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay

. General
9 Consultation Gp Consultation
86140 C-Reactive Protein Lab
85025 Blood Count Complete Auto&Auto Difrntl Whc Count Lab
0005-149902-
1021 CLOFEN Pharmacy
0125-122107- Dexamethasone Sodium Phosphate [Solution For Injection - 4mg/ml - Pharmac
1021 1.00 Liquids Ampoule (x50)] Y
2190-106618- b\ e AFUSIV LV, 10MG/ML Pharmacy

1001




REMARKS ¢ | Enter Remarks

Glaseholl
TREATING PHYSICIAN : KEERTHANA
Blaadl Cudal!
HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC
Babal! / (idiiaual!
CONSULTATION DETAILS ¢ ONew OFollowuUp  CONSULTATION FEES : Enter CONSULTATION FEES
Byl o5 ol dasliall 8L o 9oy
(e LG Jaloraals guly Lljas s
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: 30/07/2025
Codall i3 9 289 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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