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Recent or current drugs/Medical Treatment |
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Cortisteroids/immunosuppressant |
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Allergies fambua sl il Ja ' NO
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Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart

valve, Congenital heart disease No
il | jal jal oo lim il slaca sl Calads gl (g iy paa ol dal g

High Blood Preasure, Bleeding disorders, Anticoagulants
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Anemia, Leukemia (palt (o ju) LaS o ¢(pall jid) Liayih NO
Chest disease, Asthma, Bronchitis, TB, Other kl/ts D Ao L
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Renal, Urinary, Sexually transmitted disease
s ol A g (al el 5} S A cal pal g1 (1 had a N O

Pregnancy, Contraceptlive pill, Menstrual problems
£y el 5y ) b JSUka (i ilal A Fdaall il gh Cpaai b Sl il D NO

Hepatitis, Jaundice, Other liver diseases NO
) A3 el yal 5 vol sl ¢ il gl SSY gl

Peptic ulcer, Crohn's ulcerative colitis, Other

fisoal Ay gaa al ol (gl g8 ol ma da N O
Epilepsy, or any other neurological disease
£ panll el i al pal gl gl g peall (o ilas Ja |\ S1 e
Thyroid Diseases, Diabetes >
Fagh pall 5adll (al pat ) s Sl m pa e Sl S N
Other conditions Ts_al il el sl e Alad A "U\)U
HSV, HIV...etc damad) Sall (o5 ¢ a1 Gug ‘
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Medical Consent Form

| heraby consent and authorize the doctor to treat my medical
condition which has beer 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 addltional or different procedures than
those planned.

| authorize my treating doctor to perform any procedures which are
advigable in theit professional judgment.

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

| understand that there are also risks and hazards to the performance
of the dlagnostic 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.

| conaent 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 sufficlent information to give this consent. | certify

that this form has been fully explained to me and that | have read it
and | understand its' contsent 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: 4./%./ Holo

oo 515b Tigad

3 oaiaall qusall 3 o g Ly 1 30 ) il €3k sl sl 5 33151
Jagal)

G35 Ial 0 Lpgycd (355 3 UL T 01, Tl LY ) by 1 g
Jeaiy | Lasall g Y1 Eakally

wanill pd S5 L e Galina gl Etall Jola ulall (8IS, (1 (Saall oy G ol
TR ERTCRR TR R YW R IV IO [E NIV BT QO | 1

oSy gl 5 L1 Slastal 5 Tlall Sl IS SLAGL gllaal] unal Sagil
adall g Ll Gy
bandll gl dadt Sl g Slasta | 23 sl o] Sliled @l paadd o0y ol Gl
wille 2% JLin | pus o bl sliabidall 5 jUai¥ | pgiil LS (ol Lasiall
aall
Slebadly Sliapnill Laloas 5S35 48 Gl Sliclaall g (U1 UIS Lalad g
Galall g Gastall
Slds b, gl (435 38 danypd | g Lpdlal) 5 G Bl Sl a¥ ) Jang 5l dyal
Lslaadl g1 &Y g1 g0 g 0l gl bl IS

faan 1 sl Laaad) Llis L ple cans o3a¥ ) salls gen; s &) agdil
B sl | S Ja S sl | g L sblaall Wl
3iaana Gl paih ool il U galall fa G g 4lall Silagladl 4GS ) b
O9 lede B3N oS Yy Ll B s s iacsall puillag 3000 laglas 31 ) ppiil

P T

3 Jal€lly oyt 5 g dpaill 1 g LAY 1D gk el o Laglaall gl 15
! Sl e candy il JalSIl dasalS uan canph S b il

Safut WG e Sl wlegie 6f Of 2t 415 e Ut

AR Sl (90 gt ) a1 oy / sl i

el



Vital Signs  dagaadl il iyl

Weight (3241): Kg Height (skll): cm Blood Type (sl W) :

Pulse (Laall): ppm Blood Pressure (pJ! kig):  / Blood Sugar (41 5. :

Chief Complaint  salaall a0 L) 5)lay e

Disease Miatory : !l &4,6G!1
Allergles Luuluuall
Medications @.54Y!

Pregnancy Jeal!

Previous Surgeries, Hospitalization
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Smoking (waxl): Y / N Alcohol (Jsasll gllad): Y /N Drugs (sliall gplalad):

General & Clinical Findings % el 3 daladl Gl

Examination _aadll

Radiography daciladll jsuall

Diagnosis apaudill

Y/N
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Treatment Plan g 3adl Wlai

Doclor's Signature and Stamp
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