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Recent or current drugs/Medical Treatment
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Cortisteroids/Immunosuppressant
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Allergies fimbua (5l lial Ja
Surgical Operations, Serious lliness
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Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease
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High Blood Pressure, Bleeding disorders, Anticoagulants
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Anemia, Leukemia (sall JUa yu) LasS o) o(ol jid) Lyasi

Chest disease, Asthma, Bronchitis, TB, Other
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Renal, Urinary, Sexually transmitted disease
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Pregnancy, Contraceptive pill, Menstrual problems
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Hepatitis, Jaundice, Other liver diseases
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Peptic ulcer, Crohn's ulcerative colitis, Other
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Epilepsy, or any other neurological disease
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Thyroid Diseases, Diabetes
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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.

| 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 ¢ontinuing
my present condition without treatment.

) understand that there are also risks and hazards to the performarice
of the diagnostic and/or surgical procedures.
I 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 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):
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Vital Signs G gasdl Sl udghl
Weight (0,3} Kg Height (Jsb1): cm Blood TYpe (pull Upesd) :

Pulse (Laal): ppm Blood Pressure (pull kiua): / Blaod Sugar (ulf S :

Chief Complaint  sslaall ol 550 s

Disease History : gwa,all &Ll
Allergies duwluall
Medications 4.Y!

Pregnancy Jaal!

Previous Surgeries, Hospitallzation
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Smoking (eaall: Y / N Alcohol (Jsa<ll glald): Y /N Drugs (ssaliall phala): Y / N

General & Clinical Findings el § daladl Sl

Examination _aadll

Radiography fLaclasill jseall

Diagnosis aasulill
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Treatment Plan gzl idad

Doctor's Signature and Stamp



L ) | A h

<

| - Esal s

ORCHID MEDICAL CENTER

PATIENT NAME:

FILE NO#:

DATE

TREATMENT

PAYMENT

BALANCE

SIGNATURE

b 3t

)ZO

Cewgd[‘a&[o n

bot BT
G

SN | g Ou/\ﬂ/‘ X.)‘LoTE(

Aol e b e .
:?% ° %j)woaﬁ

. ple o)
\Go\a-ﬂ‘ua-.ﬂ-.'h ¢ \
?G.P General Dent\st. ) \
i L D5T28h eRy e
MOH License No e h_,,hh_\._.s,,\ )

Qrchid Med‘:gal

<)

T
Ny




