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Dear Doctor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with
Eipadl 138 jon U e Rlngll £ pud el e g 5+ Tl bl ¢ edll g

this form.

PATIENT INFORMATION
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PATIENT NAME

KAMAL JOSHI DWARILKA

vl ol

DATE OF BIRTH 20-Jun-1990 GENDER Male

Wl G ol

CARD NBR GC24-GG4C-DCD9-EDEA PAYER NAS VN
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CASE INFORMATION (J AcuUTE (J cHRONIC () PRE-EXISTING (J INJURY
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DIAGNOSIS J03.90 - Acute tonsillitis, unspecified, R50.9 - Fever, unspecified, K29.00 - Acute gastritis without bleeding
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AETIOLOGY Enter Aetiology
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(Please indicate the exact cause in case of injuries and maternity-related cases)
(Aagally dilazall Cloell  lball Dl § 38! Copnnall duoss slory)l)

SYMPTOMS Complaint

A yall yolyall No Complaints Found for Selected Appointment

CLINICAL FINDINGS : CPT Code Treatment Type
96372 Therapeutic Prophylactic/Dx Injection Subg/Im Co.Pay
901 Fr.efe Follow-Up Fonsultation Of The Sa.rpe Diagnosis Within 7 Days Of General .

Initial Consultation By A General Practitioner. Consultation

96374 Ther Proph/Dx Njx Iv Push Single/1St Sbst/Drug Co.Pay
96367 Iv Infusion Ther Proph Addl Sequential To 1 Hr Co.Pay
86768 Antibody Salmonella Lab
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
0002-116601- Metronidazole [Concentrate For Infusion - 5mg/ml - 100.00 Liquids Bottle Pharmacy
1001 (x1)]

oyl L (1)8(2)51”149902’ CLOFEN Pharmacy
2190-106618- b\ pAFUSIV 1. 10MG/ML Pharmacy
1001
g;gi-1077o4- CEFTRIAXONE-TABUK IV Pharmacy
87070 Cul Bact Xcpt Urine Blood/Stool Aerobic Isol Lab
85652 Sedimentation Rate Rbc Automated Lab
86140 C-Reactive Protein Lab




CPT Code Treatment Type

REMARKS | Enter Remarks
Ol
TREATING PHYSICIAN : Humaira
éjwl Coudall
HOSPITAL /CLINIC :  CITICARE MEDICAL CENTER LLC
Boball / (fddnal)
CONSULTATION DETAILS : ONew O Follow Up CONSULTATION FEES : Enter CONSULTATION FEES
8)yliuiuadl £ g3 ol daslial) 8Ll pgusy
N
\,\:" A Dr. Humaira Mumtaz
" \ General Practitioner
’\\,\V\" DHA No: 54155530002
{ ) CITICARE MEDICAL CENTER LLC
DUBAI - U.A.E.
DOCTOR'S SIGNATURE AND STAMP DATE: 04/10/2024
udall @5 9 @333 W

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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BENEFICIARY'S SIGNATURE
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