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Chest disease, Asthma, Bronchitis, TB, Other
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Renal Urinary, Sexually transmitted disease

Pregnancy, Contraceptive piII, Menstrual problems
94y yetl) 5y sall 8 JSUa (e Glas Ja Sdaall wile g cplalad Ja fdala il Ja

Hepatitis, Jaundice, Other liver diseases
A A9 al yal (g1 el jieall ¢ S gl I gl
Peptic ulcer, Crohn's ulcerative colitis, Other
L?_P‘i u)a.awmi_)ai lé‘ ‘u})s el M.l:«uA_sJ.ﬁ
Epilepsy, or any other neurological disezase
§manll Jlgadl 8l el 5} 5} g peall e Plad da

Thyroid Diseases, Diabetes
048 )l aadl Gal yal 5l 5 Sl (a ya e HlaS i

AR A TAA

Other conditions S al Ll sl gl (e ad Ua
HSV, HIV...etc damadl Sadl L5 b ¢ Jul! Gus b



t o bl a_gjgl <D0
ORCHID MEDICAL CENTER

Medical Consent Form

| hereby consent and authorize the doctor to treat my medical
condition which has been explained to me by the qualified physician

| understand that in order to provide me with the most efficient and
enhanced service, diagnostic and other procedures may be deemed
necessary.

| understand that my treating doctor may discover other or different
conditions, which may require additional or differsnt procedures than
those planned.

| authorize my treating doctor to perform any procedures which are
advisable in their professional judgment.

| understand that no warranty or guarantee has been made to me as
aresult or cure just as there may be risks and hazards in continuing
my present condition without treatment.

| understand that there are also risks and hazards to the performance
of the diagnostic and/or surgical procedures.
| realize that common surgical or diagnostic procedures are potential
for an infection, swelling, bleeding. pain or allergic reaction.

| understand that there are minimal fees to be paid per service and
that all fees must be paid in full befors the completion of treatment.

| consent that all medical history and information | provided in my

medical file is true and | understand that any information | provide
regarding my medical status will be kept confidential and anonymous.
| believe that | have sufficient information to give this consent. | certify

that this form has been fully explained to me and that | have read it
and | understand its’ content and | sign it with all my will.

[ am fully aware that any payments is NON refundable

Patient’s Signature/ Guardians (In case of minors):

Date: .../...7.....

bS53 Tigad

5 oaiiall canlall i e ol Lmnpuds o g3l s jal) ool 3k qualall o 5 341
Japall

a5 Jal 0o Tps b (S 6 Gdla | Lueanitdlly Gl e 2| s 1 il
WJadi¥ | deandl g JieY 1 gokalls

il i S5 Lo e i Lyl Ebadl U el iy T Sl 50 6
Ll dalanal ol e Qi gf Tl ool kit b (311 5 G J¥1

oS gllaall 5 Loyl slastall 5 Qubll oleladt JS SISl gllaal | cadall a4
alall 5 Ligall s
Lbaaadll gl Tkl oleladl 5 obadtall galis) saels 5l olilas @ adis oy ol 41 il
il Eote JUSicul e e bl slielaall g Uad¥l agil! LS o o asiall
dd el
ailsbaly obagadll faluas 56 _,“SV;;JI;.LAQL.AA]' | g ¥ Gl Ll H.ul
daaadl g Lastall
lie Laa, Wl ($asi 38 Lalpadl s Ladlall g Lecanstlll sl aY ] aa 5l dyul y
Luliuad ! 4 ?JYIJi il g H,‘.‘JI,T Sl

tasn 51 g dadbad | Loasdl Jolis Lgada o cang o001 aadl agus, JLib 1 agedd
Eal) e e L i JelSIG sal ) s dgllaall aguusll
5 dapana wblall ot gal e il palal) Ul g duall Slaglaall GIS i b
199 Lo LA sy s Ty i Rl gl 3 aphan g1 5
il

5 JalIL o il o3 i @ dgadl 13a 01 g LY 15a kil el colaglaall gl 01 i1
oyl JelS e cuniy il 5 JalSIl dalil gpan cuagd 5 i b gl

i ALl s o Sl wlegiie of OF 2t s e b

g W ) 99 o ) Y1 oly / aasall gl



Vital Signs s gasdl Ol yudigdl

Weight (3!1): Kg Helght (k) . . . . om Blood Type (sl daid) :

Pulse (,asll): ppm Blood Pressure (pll laid)+... / .. Blood Sugar (aal Su)

Chief Complaint 5alasll a0 ,dl 3y wamew

Disease History : gus !l &,0l
Allergies duwluaall
Medications & .Y!

Pregnancy Juall

Previous Surgeries, Hospitalization
habiioall Jlasl ¢ Gl olilae

Smoking (eauill): Y / N Alcohol (JsaSI glalad): Y /N Drugs (uitiall phla): Y / N

General & Clinical Findings & yeall g Saladi SUASSU

Examination sl

Radiography dasladill ;auall

Diagnosis _asauiill



File NO: «..vveiieirrananns Date: /

Treatment Plan g 3adl ilas

Doctor’s Signature and Stamp



<

Da b Mo s  <iqglj <, o
ORCHID MEDICAL CENTER

PATIENT NAME:

FILE NO#:

DATE TREATMENT

PAYMENT

BALANCE

SIGNATURE







