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CONSULTATION FORM
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Dear Doctor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with
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this form.

PATIENT INFORMATION
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PATIENT NAME JAWAD ALl QAMAR ZAMAN
sl el

DATE OF BIRTH 26-Apr-2002 GENDER Male
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CARD NBR GIFG-EAF2-C2CG-ECDE PAYER NAS - SRN WN
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DIAGNOSIS
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110 - Essential (primary) hypertension, E78.01 - Familial hypercholesterolemia, M62.830 - Muscle spasm of back,
R21 - Rash and other nonspecific skin eruption, L29.8 - Other pruritus

AETIOLOGY

SYMPTOMS
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CLINICAL FINDINGS :
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Enter Aetiology

(Please indicate the exact cause in case of injuries and maternity-related cases)
(de gl dilaiall Il 9 blall Dl (§ B8N ol dpdsss slox i)

Complaint

FOLLOW UP

PAIN IMPROVED

PATIENT ALSO HAS A COMPLAIN OF GENERALIZE RASHES FOR THAT HE HAS BEEN TAKING MEDICATION

HE HAS A HISTORY OF HIGH BLOOD PRESSURE

CPT Code Treatment Type
0125-122107-1022 DEXAMETHASONE SODIUM PHOSPHATE Pharmacy
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
0005-149902-1021 CLOFEN Pharmacy
82947 Glucose Quantitative Blood Xcpt Reagent Strip Lab
80061 Lipid Panel Lab

REMARKS
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Enter Remarks

TREATING PHYSICIAN
Dol Copsdal

HOSPITAL /CLINIC
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CONSULTATION DETAILS
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AISHA

CITICARE MEDICAL CENTER LLC
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O Follow Up CONSULTATION FEES :
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Enter CONSULTATION FEES




Dr. Aisha Umer
4 Physician- General Practitioner
\_’/% DHA- 40131439-002
N : CITICARE MEDICAL CENTER
DOCTOR'S SIGNATURE AND STAMP DUBAI- UA.E DATE: 25/08/2025
el it 9 2895 ol

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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