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

this form.
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CLINICAL FINDINGS :

N39.0 - Urinary tract infection, site not specified, R10.30 - Lower abdominal pain, unspecified, R30.9 - Painful
micturition, unspecified, R10.12 - Left upper quadrant pain

Enter Aetiology

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

CRP 1.71

Still having pain

pain scale: 6

Came for followup

He came yesterday with the same complaints

chief complaint: came wit pain in left iliac fossa

duration: on and off since 5 days

took a lot of medicine but not feeling good

on examination: there is tenderness on left side of abdomen while palpation.
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Initial Consultation By A General Practitioner.
CLOFEN

Urinalysis Microscopic Only

Ultrasound Abdominal Real Time W/Image Limited

CPT Code Treatment Type
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
901 Free Follow-Up Consultation Of The Same Diagnosis Within 7 Days Of General

Consultation
Pharmacy

Lab
Radiology

Enter Remarks




TREATING PHYSICIAN :  KEERTHANA
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Dr. Keerthana Rani Padippurayil Thara
General Practitioner

License No.: 37864046-001
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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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