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File NO: ....covviviiiinnnns

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

Patient Name:............@s ..... PUAY-S U\‘)\r\:’\ﬁ’k(\ ............

Date Of Birth (sbuall 1,8) 0.} /03/ Zapgeender Laal): M / F
Nationality [awdall): ... \‘3 Senlan.....  Occoupation (Gausyl) :

Address (lsall) :..... ?qﬂ. . B.-No. W €Yo D\ ML\.G%Z..S
E-MAIL: ......... K—\wb\QWQpcum

Medical Condition 4kl ilal)
Recent or current drugs/MedlcaI Treatment
fsaa Sladle g5 ilis 5 3ol (gl et Ja

Cortisteroids/Immunosuppressant
Saclial t_:Ua.uA _,| ulé.l_,)u Qﬁl UJnLl.u dh

Allergies fapulua gl sl Ja

Surgical Operations, Serious lliness
?uﬂl)“t,‘a"u-‘q-"‘-'_}“-hl_}“uu“t; el da

Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart

valve, Congenital heart disease

il gl gl ‘q:.u_gﬁ‘.t._ elill Gl gl ey sTla gy an ol Aaf ja

High Blood Pressure, Bleeding disorders, Anticoagulants
?,auum‘;luj.u,lw)mfdsm (.xllkuq.ntLujd.gldn

Anemia, Leukemia (s} o) LiasS o (ot k) Liag

Chest disease, Asthma, Bronchitis, TB, Other
oAl (el el el clinaill (b el il A ) iy e gl sl

Renal, Urinary, Sexually transmitted disease
Al 41 3 91 al sl 5l ASI b al gl g 0 (la A

Pregnancy, Contraceptive pill, Menstrual problems

Pyl 5 gal) b JSLEa (g bl b Sbaall wile (51 Cplalas b $ala il Ja

Hepatitis, Jaundice, Other liver diseases
G A LS Gl ! ‘,gl il yiuall ¢ q.‘aLl‘,“ 2K gl

Peptic ulcer, Crohn’s ulcerative colitis, Other
S oal & pna ial sal gl o5 S el Ay gna da

Epilepsy, or any other neurological disease
Tq..h.a.“j\.gé.“qiu'al).«‘g\ }‘&).AHQA"J\JJ&
Thyroid Diseases, Diabetes
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How did you know about us: "\q ......................

Yes/No

If 'YES' give details
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Vital Signs  dagasdl ol ulibl)

Weight (340): Kg Height (Jsk!): cm Blood Type (sall iluad) :

Pulse (,aally: ppm Blood Pressure (pull Laa):  / Blood Sugar (s41 <)

Chief Complaint  3alaall Hau L0 5)l) caseu

Disease History : a4l &Gl
Allergies Luuluall
Medications L 4a¥1

Pregnancy Jaall

Previous Surgeries, Hospitalization
hdianall Jlaal Gyl Slilae

Smoking (2.3 Y / N Alcohol (Isas!l lalad) : Y /N Drugs (ssitiall pble):

General & Clinical Findings % ualdl g daladl GilisadUL

Examination aaill

Radiography Sacladll jsuall

Diagnosls aasuiill

Y/N
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Treatment Plan z3%adl das

Doclor's Signature and Stamp
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Medical Consent Form

| hereby consent and authorize the doctor to treat my medical
condition which has been explained to me by the qualifled 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 different procedures than
those planned.

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

| understand that no warranty or guarantee has been made to me as
a result 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. l

| 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 before the completion of treatment.

| consent that all medical history and informatlon | 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.

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

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