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Patient Name:. . cossmais o VO M s i i i e s A B N B i s PO sl i oyl au]
Date Of Birth (syualt &a,6) @ ... /... /...... Gender (uiall): M \@ Marital Status:(elaaay! Ylall) ..ooovviirvnieienninn.
Nationality (Ladad): ...ovvvriviiirniiniiinnns Occoupation [aasll) : ...icumsssimmsiarssssasriassisisrasins sabssnss sitiessasaisaansasassises
AAAIE88 (HBA11) fuovereeereriarrerersensissesssestosesessssssseissssasanssseererenee PHONE NO. (uilyl! ,..3@657?—065500
E-MAIL:  diinsinmsmsasinisyis s b s b s s S s s e M e s e How did you know about US: .........coeiieeiinneiicnniiiinnnen.

Yes/No If 'YES’ give details

Medical Conditlon %l Lal Y/ pai Jpaidlly S5 amd Aa ¥l S 13

Recent or current drugs/Medical Treatment
Tlsaa Ciladle 5 il o 4yt gl lalati Ja

Cortisteroids/Immunosuppressant
fleliall Slladia o Slay g s gl abaz Ja

Allergies Tapbua 5 dial Ja

Surgical Operations, Serious lliness
sl el g) G il ) Bal e clbiles (5 2y el da

Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease
Glill el gal ¢ poliva il sloa sl il Gilgah) ey gila sy ea ol dal

High Blood Pressure, Bleeding disorders, Anticoagulants
$pall Cilngae () alai o)y il g JSLES ipdl) Jminia b pli ) byl Ja

Anemia, Leukemia (st e ju) LS o o(pll i) Lasid

Chest disease, Asthma, Bronchitis, TB, Other
Soal Ll gal o Jaadt vlaill q‘ A A._....i:ﬁ ) (zﬁ‘)-\_‘ el sl
Renal, Urinary, Sexually transmitted disease
Folulis of A g0 al pal o) ASH A Gcal yal (g1 (g (lad DA
Pregnancy, Contraceptive pill, Menstrual problems
P ekl 5 al) b LS (e el A Taall e (51 Codalas Ja S ala it Ja
Hepatitis, Jaundice, Other liver diseases
a3 el yal 51 col ghoall ¢ b gl 2SI bl
Peptic ulcer, Crohn’s ulcerative colitis, Other
S5 ol Ay gaa ial sl gl 08 oo oy gaa da 8
Epilepsy, or any other neurological disease
fgnanll lgall A ol sal gl o g guall (g a3 Ja
Thyroid Diseases, Diabetes
Tagh ) 5all sal pal o) (5 Sudl ia e e lad Ja
Other conditions S il pial el gl e ilad Ja
HSV, HIV...etc ) Sadl g b 3V Gy b
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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 qualified physician

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

I 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
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 aiso 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 before the completion of treatment.

| congent that all medical history and information | providsd in my

medical file is true and | understand that any information | provide
regarding my medical status will be kept confidential and anonymous.
I belleve that | have sufficlent informatlon 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 ...
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Vital Signs a4 guadl Ol puli 341
Weight (23l): Kg Height {1skll): cm Blood Type (a4l duai) :

Pulse (Laa): ppm Blood Pressure (sull kis):  / Blood Sugar (a1 £u)

Chief Complaint  salsald o, 550 waaw

Digease History il ay, !
Allergles iuuluall

Medications 4..¥1

Pregnancy Jaad|

Previous Surgeries, Hospitalization
hetianal JGns! « Tyl Slalas

Smoking (ail): Y/ N Alcohol (JsaS!l olala): Y /N Drugs (ssliall glalsd): Y / N

General & Clinical Findings % ,adl 3 Salall SUsadUL

Examinatlon _aadll

Radiography  Laclalll )seall

Dlagnosis _usaiuiildl



File NO: voevvvecivicenieen, Date: /

Treatment Plan gz %adl ides

Doctor’s Signature and Stamp
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