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Dear Doctor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with
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PATIENT INFORMATION
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PATIENT NAME Usama Ahmad
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DATE OF BIRTH 12-Jul-1997 GENDER Male
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CARD NBR : 53D5-4C3F-EFE3-3FAD PAYER Orient Insurance
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(Please indicate the exact cause in case of injuries and maternity-related cases)
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CLINICAL FINDINGS
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REMARKS:
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HOSPITAL f CLINIC Peshawar Medical Center (Arjan ) Dubai
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DOCTOR'S SIGNATURE & STAMP DHA No: 05758224.001 __ DATE  10-Jun-2022
S o PESHAWAR MEDICAL CENTERLLC | &
DUBAI - U.A.E.

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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NAS Administration Services, P.O Box 44505 Abu Dhabi, UAE Tel : 02-6777997 Fax . 02-6766227



