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Patient Name “FIKRI FARID HERLANL Service Date # 15-Jun-2022 Network ° Blue
Card No '1014-029-117763229-01 Health Provider : Peshawar Medical Centre-Al Barsha Direct Access SP - NO
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[ declare that 1 am the pa§jent’s medical Wrﬁmﬁih%" ! I hereby authorize any Healthcare provider, Insurer, Employer or other
particulars given are to thd best of myrepivistige Ga/dn0 2q4ed0l { organization to release any information regarding my medical condition & history
PESHAWAR MEDICAL CENTER LLC for purpase of determining insurance benefits.
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