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DIAGNOSIS
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CLINICAL FINDINGS :

H66.90 - Otitis media, unspecified, unspecified ear, T78.40XS - Allergy, unspecified, sequela, R50.9 - Fever,

unspecified

Enter Aetiology

(Please indicate the exact cause in case of injuries and maternity-related cases)
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Complaint

co hot nodules all over the body ear pain 7 days fever on and off

oe ear is reddand infacted

CPT Code Treatment Type
96375 Therapeutic Injection Iv Push Each New Drug Co.Pay
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay

9 Consultation Gp General Consultation
86140 C-Reactive Protein Lab
85652 Sedimentation Rate Rbc Automated Lab
85025 Blood Count Complete Auto&Auto Difrntl Wbc Count Lab
0195-107704-0801 CEFTRIAXONE-TABUK IV Pharmacy
0005-149902-1021 CLOFEN Pharmacy
2190-106618-1001 PARAFUSIV V. 10MG/ML Pharmacy
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CONSULTATION DETAILS
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Irham Medical Center Arjan

O New CONSULTATION FEES :

O Follow Up

https://irhamc.visionsoftwares.ae/mr_nas_print2.aspx?appld=47841&patld=52413

Enter CONSULTATION FEES
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DOCTOR'S SIGNATURE AND STAMP
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I hereby authorize any healthcare provider or Insurance C

DATE: 29/04/2024

a1l

ompany 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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