CONSULTATION FORM
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Dear Doctlor, 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

KAREN ARANDELA LORENZO

vl el

DATE OF BIRTH 01-Dec-1979 GENDER : Female
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CARD NBR 2EM6-EJ3F-LFL6-MLED PAYER : NASVN
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DIAGNOSIS
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SYMPTOMS
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REMARKS
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CLINICAL FINDINGS :

110 - Essential (primary) hypertension, E78.5 - Hyperlipidemia, unspecified, M79.602 - Pain in left arm, R25.2 -
Cramp and spasm

Enter Aetiology

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

PC : HEADCHE , DISCOMFORT AND DIZINESS
PAIN IN ARM ,,,,LEFT ARM RADIATING FROM LEFT SHOULDER STARTED 05/06/25
SLEEP DISTURBANCE STARTED 09/06/25

FAMILY HX OF HIGH BLOOD PRESSURE

O/E : LOOK PALE AND IRRITABLE

BP IS 190/110

CPT Code Treatment Type

9 Consultation Gp General Consultation
0125-122107-1022 DEXAMETHASONE SODIUM PHOSPHATE Pharmacy

86430 Rheumatoid Factor Qualitative Lab

84550 Uric Acid Blood Lab

80061 Lipid Panel Lab

96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
0005-149902-1021 CLOFEN Pharmacy

Enter Remarks




TREATING PHYSICIAN : DR Amaizah

@LQ.A." Lfg-.da.“
HOSPITAL /CLINIC . CITICARE MEDICAL CENTER LLC
Bolall / ididteued!
CONSULTATION DETAILS : O New OFollowUp  CONSULTATION FEES : Enter CONSULTATION FEES
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0 Dr. Amaizah Ishtiaq
© Jn General Practitioner
“7/ DHA: 98486553-001
V CITICARE MEDICAL CENTER

DOCTOR'S SIGNATURE AND STAMP DUBNI- UAE DATE: 01/08/2025
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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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BENEFICIARY'S SIGNATURE
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