CONSULTATION FORM
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Dear Doctor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with
this form. Ehpall) 130 g 18 o Do g 23 pad dipas shie g ¢ Al i o ¢ il g 36

PATIENT INFORMATION

oayell el
PATIENT NAME : MAYSSA MAYEZ ASSAF
vl el
DATE OF BIRTH : 01-Jan-1978 GENDER : Female
RN P I eS|
CARD NBR 1 21GF-12E2-C2C2-ICDE PAYER : NASVN
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CASE INFORMATION  : [ JACUTE (JcHRONIC (J PRE-EXISTING CJINJuRY
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DIAGNOSIS : N93.9 - Abnormal uterine and vaginal bleeding, unspecified, D25.1 - Intramural leiomyoma of uterus
M‘
AETIOLOGY ‘| Enter Aetiology
(Please indicate the exact cause in case of injuries and maternity-related cases)
(dogall dilaiall ol 9 Wbilall Al § GBWI Catunal! Wi sloxyll)
SYMPTOMS Complaint
dudyall olyall No Complaints Found for Selected Appointment
CLINICAL FINDINGS : CPT Code Treatment Type
76705 Ultrasound Abdominal Real Time W/Image Limited Radiology
. 76830 Ultrasound Transvaginal Radiology
Dy | 5L
10 Consultation Specialist General Consultation
REMARKS | Enter Remarks
Olaseloll
TREATING PHYSICIAN : MOHAMMED M HAMED
Flal codall
HOSPITAL /CLINIC :  CITICARE MEDICAL CENTER LLC
Babeall / (pdienel)
CONSULTATION DETAILS : O New OFollowUp  CONSULTATION FEES : Enter CONSULTATION FEES
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DOCTOR'S SIGNATURE AND STAMP DATE: 06/09/2024
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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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