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. Eapalll 10 o (B8 o Ao g gl Aipad e g 3 ¢ Al ik ) ¢ okl 3 36

PATIENT INFORMATION
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PATIENT NAME :  MA FATIMA CORROS BAGNAES
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DATE OF BIRTH : 15-Oct-1996 GENDER : Female
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CARD NBR : 8FG2-JIE2-C2CG-ICDE PAYER : NASVN
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CASE INFORMATION  : [ JACUTE (JcHRONIC (J PRE-EXISTING (JINJURY
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DIAGNOSIS : E28.2 - Polycystic ovarian syndrome, E11.9 - Type 2 diabetes mellitus without complications
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AETIOLOGY ‘| Enter Aetiology
(Please indicate the exact cause in case of injuries and maternity-related cases)
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SYMPTOMS Complaint
CONTINUE TABLET METFORMIN 1000MG BD.
STRICT DIET AND EXCERCISE.
AVOID JUNK FOOD.
BRISK WALK.
ON SCAN POLYCYSTIC OVARIES.
dioyall lyal

LMP 31ST JULY 2025

UNMARRIED.

H/O IRREGULAR MENSTURAL CYCLE FOR 3 YEARS .
H/O WEIGHT GAIN AND COARSE HAIR ON UPPER LIP.

MOTHER IS DIABETIC.

CLINICAL FINDINGS :

CPT Code Treatment Type
. 10 Consultation Specialist General Consultation
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REMARKS * | Enter Remarks
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TREATING PHYSICIAN . HUMMAIRA
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HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC
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CONSULTATION DETAILS : ONew O Follow Up CONSULTATION FEES : Enter CONSULTATION FEES
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DOCTOR'S SIGNATURE AND STAMP
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DATE: 19/08/2025
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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.

5 B llaall SLAL o (A sl ol el gl Gl el Calal) o cilaglee gl el RSl Mg ol ASpd ol b o A Aga A bl ¢ oLl pdgall U

BENEFICIARY'S SIGNATURE
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