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eASOAP FORM N=XtGaRE

Your Health Managed with Care

ADMINISTRATIVE The member is allowed for Out Patient at the Irham Medical Center Arjan
Patent Name: sllaL,ﬁg:ARMELA Gender: Female Validity Between: 12/10/2023 and 11/10/2024
Card No: 25DD-765F-77D7-2835  DOB: 711993 12:00:00 - Boverage INOMMAtON 6, patient

_— . ) RN UAE (Al Ansari-AUH)-
Pin #: Identty Card: Network: MEDGULF
Natonal ID: 784-1993-6791135-3 Service Date:  19-Jan-2024 Radiology: Covered

Patent's Tel No: 0585930117
. Threshold
Policy Holder: Limit:
ORIENT INSURANCE
Payer Name: P.J.S.C Class: Normal
Out-Patent :
Patent's Fil
Category: Category B N:;en srhe 42270 Pharmacy: Co-Part: 20%
Gatekeeper: No Consultaton : Laboratory: Covered
Referral No:
Referred
Service:

SUBJECTIVE ASSESSMENT
Symptom(s) as described by the patent (Chief Complaint): |Date of Symptomsliliness started

Complaint DD MM YYYY

C/O FEELING WEAKNESS ,BODY ACHES,TIREDNESS AND LETHARGIC SINCE 6 MONTHS

O/E CHEST IS CLEAR

PLAN TO DO SOME TETS TO R/O DIAGNOSIS

Date of Symptoms/illness started
Past Medical Surgical History?

ast Medical Surgical History O Yes ONo ) MM YYYY
Obs/Gyn Clai Date of Symptoms/illness started

s/Byn Laims DD MM YYYY
(Jpara (J Gravida: () AB: LMP: Marital Status: Marital Date:
\What date did the Patient first feel same / similar Symptom(s) : dd mm yyyy
Is the Patient under any type of Treatment? OvYes ONo if yes, indicate what Assessment and since when:

OBJECTIVE /| ASSESSMENT (To be completed by Physician)

Clinical Findings : Vital Signs : B/P : 86 T:36.8 HR:70 RR
118
IAssessment/Diagnosis : O Acute Ochronic O confirmed O Suspected
INDICATE DIAGNOSIS NOT SYMPTOM

Type Code Diagnosis

Primary R53.1 Weakness

Secondary E55.9 Vitamin D deficiency, unspecified

Secondary 713.220 Encounter for screening for lipoid disorders

Secondary R52 Pain, unspecified

Secondary Z213.29 Encounter for screening for oth suspected endocrine disorder

ACCIDENT/OCCUPATIONAL Claim Informaton (complete if claim is a result of accident or work related illness/injury)

Injury due to road

Accident or illness due to work? .
accident?

Describe how the accident or work related injury/illness occur:

https://irhamc.visionsoftwares.ae/mr_nextcare_print.aspx?appld=45485 1/2



19/01/2024, 16:08 ClinicSoft 8.0 - NextCare Form

OYes O No OYes ONo

Date of accident or beginning of illness:

MEDICAL PLAN Itemized Original Invoices and Applicable Prescriptions / Reports / Results must be enclosed to consider claim

CPT .
Code Treatment Type Price
84443  Thyroid stimulating hormone (TSH) Lab 40.0000
30061 Lipid panel This panel must include the following: Cholesterol, serum, total (82465), Lipoprotein, Lab 45.0000
direct measurement, high density cholesterol (HDL cholesterol) (83718), Triglycerides (84478) ’
Renal function panel This panel must include the following: Albumin (82040), Calcium, total
80069 (82310), Carbon dioxide (bicarbonate) (82374), Chloride (82435), Creatinine (82565), Glucose Lab 120.0000
(82947), Phosphorus inorganic (phosphate) (84100), Potassium (84132), Sodium (84295), Urea ’
nitrogen (BUN) (84520)
Hepatic function panel This panel must include the following: Albumin (82040), Bilirubin, total
80076  (82247), Bilirubin, direct (82248), Phosphatase, alkaline (84075), Protein, total (84155), Transferase, Lab 85.0000
alanine amino (ALT) (SGPT) (84460), Transferase, aspartate amino (AST) (SGOT) (84450)
82306  Vitamin D; 25 hydroxy, includes fraction(s), if performed Lab 100.0000
82947  Glucose; quantitative, blood (except reagent strip) Lab 12.0000
85652  Sedimentation rate, erythrocyte; automated Lab 8.0000
35025 B!ood cqunt; complete (CBC), automated (Hgb, Hct, RBC, WBC and platelet count) and automated Lab 20.0000
differential WBC count
9 GP Consultation General | 25.0000
Consultation
Code Generic Duration Instructions
No Prescriptions History Found
O Pharmacy: Estmated Costs O Laboratory / Radiology: Estmated Costs
O Surgery: @) Endoscopy:
Is the following required O Physiotherapy: O other Procedures:
If yes please specify

Is In-patient Required ? Length of Stay Indicate Provider

Estimate Cost

| hereby certfy that all informaton mentoned are correct
& that the medical services shown on this form were
medically indicated & necessary for the management of
this case.

responsibility of doctor and the patent.

| hereby authorize any Healthcare Provider, Insurer, Employer or other Organizaton to
release any informaton regarding my medical conditon and history to NEXtCARE for
the purpose of determining insurance benefts. Medical management is the sole

Treating Physician Name : Sajid Sanaullah

Tel / Fax (important):

Signature & Stamp

Dr, i Sandulah Khan

(aneralPracttoner
DHA No: 05756204001

PEGHAWAR MEDGAL CEATER LLC
AN VAL

&2

Patient's Signature(Parent if minor)

Date :

Date : 19-Jan-2024

Note: Claims must be submited along with supportng documents within 30 days from date of service

Disclaimer: NEXtCARE ASOAP form is used for claim creaton purposes. The data contained here should always be carefully reviewed. NEXtCARE
will not be held responsible for misuse of claims submission's or any adverse efects caused due to the claims submissions. NEXtCare assumes no
responsibility for any discrepancies or errors contained in this pre-printed datasheet and fnal opinion will be given by the NEXtCARE claims

doctors.
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