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. 3 130 o G e Rl g 3 g Apad e g i ¢ gl ks gl ¢ el g e

PATIENT INFORMATION

Gaell Sy
PATIENT NAME : GULFRAZ KHAN MUHAMMAD AZAD KHAN
syl el
DATE OF BIRTH 1 22-May-1977 GENDER : Male
RIS el
CARD NBR : PSNL-3NMM-VMVR-5VAE PAYER : NASVN
BUadl 03y el 88
CASE INFORMATION  :  (JACUTE (JcHRONIC (JPRE-EXISTING CJiNnury
Ul gg Bl Ainje Viuo 839790 o)
DIAGNOSIS :J02.9 - Acute pharyngitis, unspecified, R50.9 - Fever, unspecified, 110 - Essential (primary) hypertension, E78.5 -
Hyperlipidemia, unspecified, R73.9 - Hyperglycemia, unspecified, RO5 - Cough, R06.2 - Wheezing, R30.0 - Dysuria
VA el
AETIOLOGY | Enter Aetiology
ol Ooltune)
(Please indicate the exact cause in case of injuries and maternity-related cases)
(Aegolly dilail) ol g bl Dl § GBI Coranall dixs slorl)
SYMPTOMS Complaint
GENERAL CHECK UP
PT IS A KNOWN CASE OF HTN FOR THE LAST 3 YEARS
Az yall yolyall HE IS NOT TAKING ANY MEDICATION

TODAY HE COMPLAIN OF NAUSEA AND HEARTBURN .STARTED YESTERDAY NIGHT

CRPISHIGH 14 .1

CLINICAL FINDINGS :

CPT Code Treatment Type
96361 Iv Infusion Hydration Each Additional Hour Co.Pay
0384-111908-1001 SODIUM CHLORIDE B.P. Pharmacy
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
PR " 0195-107704-0801 CEFTRIAXONE-TABUK IV Pharmacy
81003 Urnls Dip Stick/Tablet Rgnt Auto W/O Microscopy Lab
82947 Glucose Quantitative Blood Xcpt Reagent Strip Lab
80061 Lipid Panel Lab
REMARKS | Enter Remarks
Olasloll
TREATING PHYSICIAN : AISHA
el apiall
HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC
Balall / (fdilanall
CONSULTATION DETAILS © ONew  OfFollowUp CONSULTATIONFEES: | nter CONSULTATION FEES |
Bl g9 dou> dayliall 8Ll pgunry
Dr. Aisha Umer
| M-
o CITICARE MEDICAL CENTER
DOCTOR'S SIGNATURE AND STAMP DUBAI- UAE DATE: 31/07/2025
Curhall (25 9 25 &

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 c shall be c idered as the original.
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BENEFICIARY'S SIGNATURE
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