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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
Eapadll 13 o 1B A g gl a2 g i ¢ el sl ¢ il g a3

this form.

PATIENT INFORMATION
oAl Sl

PATIENT NAME SATHISH SUNDARAM SUNDARAM
oyl el

DATE OF BIRTH 06-Apr-1993 GENDER Male
ol )6 ol

CARD NBR 3N6L-TRLM-VMV5-PVAE PAYER NAS VN
WBladl 03, el 3558

CASE INFORMATION (JAcuTE (JcHRONIC (J PRE-EXISTING CJINJURY

RN Bol> Bwje o B39 90 Gle)

DIAGNOSIS

Ua"“... .""‘w W

J02.9 - Acute pharyngitis, unspecified, J01.10 - Acute frontal sinusitis, unspecified, R50.9 - Fever, unspecified,
R68.83 - Chills (without fever), R53.1 - Weakness, R07.1 - Chest pain on breathing, J20.9 - Acute bronchitis,
unspecified

AETIOLOGY
qub_,dl Ow

SYMPTOMS

dusyall lyal

CLINICAL FINDINGS :

oyl I

REMARKS
Olaselod!

Enter Aetiology

(Please indicate the exact cause in case of injuries and maternity-related cases)
(degally dilaxall cdlonll g blall Ul § BN ol dauisxs slx i)

Complaint

severe cough and chest pain in coughing also present

High fever and severe body pain and headache and eye pain started since yesterday 27/10/2023

CPT Code Treatment Type

9 Consultation Gp General Consultation
0006-124513-2071 VENTOLIN NEBULES Pharmacy
0188-135906-2441 PULMICORT Pharmacy
94664 Demo&/Eval Of Pt Utiliz Aersl Gen/Neb/Inhlr/Ippb Co.Pay
96375 Therapeutic Injection Iv Push Each New Drug Co.Pay
96367 Iv Infusion Ther Proph Addl Sequential To 1 Hr Co.Pay
0195-107704-0801 CEFTRIAXONE-TABUK IV Pharmacy
0005-149902-1021 CLOFEN Pharmacy
0125-122107-1022 DEXAMETHASONE SODIUM PHOSPHATE Pharmacy
0102-100104-1001 SODIUM CHLORIDE & DEXTROSE B.P. Pharmacy

Enter Remarks

TREATING PHYSICIAN
ol gl

HOSPITAL /CLINIC

Boball / (pdiuall
CONSULTATION DETAILS

Sajid Sanaullah

O New

Irham Medical Center Arjan

O Follow Up

CONSULTATION FEES :

Enter CONSULTATION FEES




8yLadiud! g g3 NUNES dasliall 8yLadud! pgan)

Dr. Sajld Sanaullah Khan

General Practitioner
DHA No: 05758224-001
PESHAWAR MEDICAL CENTER LLC

DUBAI- UAE. DATE: 28/10/2023

DOCTOR'S SIGNATURE AND STAMP
Cedall 25 9 2355 il

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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