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CONSULTATION FORM
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Dear Doctor, for your preseription, you are kindly requested to fill the Prescription/Advice Form along with
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PATIENT INFORMATION
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RATIENT NAME  Roda Pineda Fuelias
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DATE OF BIRTH  (09-Feb-1988 GENDER  Female
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CASE INFORMATION ACUTE [_] CHRONIC [_] PRE-EXISTING [_] INJURY []
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(Please indicate the exact cause in case of injuries and maternity-related cases)
(R sy Aol el g CbaYi s A BRI Ceaall 3003 sl )

fodomiued Rao Siganien & Voo onfote g

. P TendenusQy

Madlavon + Felins « C oy~ ORE

TREATING PHYSICIAN
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HOSPITAL / CLINIC Houston Medical Clinic (Al Barsha) - Dubai
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CONSULTATION DETAILS NEW [:] FOLLOW-UP [:] CONSULTATION FEES
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DOCTOR'S SIGNATURE & STAMP ::_—;\ J i KoY DATE  19-Jul-2025
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1 hereby authorize any healthcare providet 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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NAS Agmunigtration Services, P O Box 44508 Abu Dhabi, UAE Tel  02-6777587 Fax . 02-8788227



