
Administra�ve MEDICAL CLAIM FORM Claim Ref:

Pa�ent
Name

: Sagar Baraku

Card No : I035-029-117534793-01

Policy
Holder

: Sagar Baraku

Payer
Name

:
SALAMA – Islamic Arab
Insurance Company

TPA : E CARE - Blue Network

Validity : 23-11-2023 To  22-11-2024

Gender : Male

Date Of
Birth

: 02-Feb-1990

Pa�ent's
Tel No

: 0505284056

Service
Date

:04-Mar-2024 Network : Green

Health
Provider

:Irham Medical Center Arjan Direct Access SP - YES

Doctor's
Name

:Sajid Sanaullah

Co-
Insurance

:
CONSULTATION

LAB/
RADIOLOGY

PHYSIO PHARMACY IP MATERNITY DENTAL

10% max NIL NIL NIL LIMIT NIL 10% NA

Remarks :

Acute Pre-exis�ng and chronic Maternity

Chief Complaints : C/o: Neck pain, especially when trying to turn sideways. associated s�ffness,
but no headache, no photophobia and no phonophobia. Also has cough that is produc�ve of
clear sputum.

Dura�on:

Vitals:Temp : 36.6 Bp :130 Pulse :80 Resp :22

Clinical Findings:

Diagnosis: J22 - Unspecified acute lower respiratory infec�on,J02.9 - Acute pharyngi�s, unspecified,J30.9 - Allergic
rhini�s, unspecified,M43.6 - Tor�collis,J45.20 - Mild intermi�ent asthma, uncomplicated,

Date of
Onset

:04/55/2024

Requested Inves�ga�ons: 9, Consulta�on GP,94640, AIRWAY INHALATION TREATMENT,
0006-402803-2071, VENTOLIN NEBULES,0188-135906-2441, PULMICORT

Es�mated
Cost

:

Prescrip�ons: 1204-571401-1161 - (GUAIFENESIN : 100 MG/5ML) (PSEUDOEPHEDRINE HCL : 30 MG/
5ML) (TRIPROLIDINE HCL : 1.25 MG/5ML) SYRUP,0188-272103-0791 - (BUDESONIDE : 160 MCG)
(FORMOTEROL FUMARATE : 4.5 MCG) POWDER FOR INHALATION,0005-119803-1171 -
(PREDNISOLONE : 20 MG) TABLETS,0139-116206-1171 - (CLAVULANIC ACID : 125 MG) (AMOXICILLIN :
875 MG) TABLETS,0090-265901-1171 - (MONTELUKAST : 10 MG) TABLETS,

Es�mated
Cost

:

MEDICAL PRACTITIONER DECLARATION : PATIENT’S DECLARATION :

Firefox https://irhamc.visionsoftwares.ae/mr_ecare_claim_print.aspx?appId=46729&patId=51290
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I declare that I am the pa�ent’s medical prac��oner and that the par�culars given are to
the best of my knowledge true and correct.

Dr's
Name

: Sajid Sanaullah Stamp :

Signature : Date : 04-Mar-2024

I hereby authorize any Healthcare provider, Insurer, Employer
or other organiza�on to release any informa�on regarding my
medical condi�on & history for purpose of determining
insurance benefits.

Pa�ent ‘s
signature{Parent
if minor}

: Date :
04-
Mar-2024
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