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Card No
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Service Date - 31-May-2022 Network

Health Provider - Peshawar Medical Centre-Al Barsha

Doctor's Name : Saiqa Younis
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Gender :Female
Date Of Birth *10-Jun-1985
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Requested Investigations:

Estimated Cost:

Prescription:
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Dose: Duration:

Estimated Cost;

MEDICAL PRACTITIONER DECLARATION :
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. DHA No: 00177613-003
LPESHAWAR MEDICACEENTER LLC
DUBAI - UAE,
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Dr's Name:

Signature :

PATIENT'S DECLARATION :

I hereby authorize any Healthcare provider, Insurer, Employer or o
organization to release any information regarding my medical cond
far purpose of determining insurance benefits.

Patient 's signature{Parent If minor} ;
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For Clinic & Hospital Approval :

043811550 | For Pharmarcy Approval 043811560
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