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iNOSIS . J03.90 - Acute tonsillitis, unspecified, ROS5 - Cough, R07.0 - Pain in throat, R50.9 - Fever, unspecified
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Dr. Sumaiya Galib
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PESHAWAR MEDICAL CENTER LLC.
DOCTOR'S SIGNATURE AND STAMP DUBMUME DATE: 25/05/2023
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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 ¢ t shall be considered as the original.
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