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| Medical Conditlon 4l ital)
Recent or current drugs/Medical Treatment

Cortisteroids/Immunosuppressant
fAcliall Ciladia g i1y g s gl alaZi Ja

Allergles fiubua sl dhal Ja

Surgical Operations, Serious lliness
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Cardiac surgery, Rheumatic fever, Endocarditls, Artificial heart
valve, Congenital heart disease
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High Blood Pressure, Bleeding disorders, Antlcoagulants
faall tilasan (g lalatt o iy 1 h JSha (ol Jabia b i1l a

| Anemia, Leukemia (salt (s jus) asl ol o (palt k) Liaglt

Chest disease, Asthma, Bronchitls, TB, Other
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Renal, Urinary, Sexually transmitted disease
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Pregnancy, Contraceptive plil, 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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Thyrold Diseases, Diabetes
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Medical Consent Form

| hereby consant 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, dlagnostic and other procedures may be desmed
necessary.

| understand that my treating doctor may diacover 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 watranty or guarantee has been made to me as
aresult or cure just as thers may be risks and hazards in continuing
my present condition without treatment.

| understand that there are also risks and hazerds to the performance
of the diagnostic and/or surgical procedures.
| reallze that common surgical or diagnostic procedures ars potentlal
for an Infection, swelling, bleeding. pain or allergic reactlon.

| understand that there are minimal fees to be pald per service and
that all fees must be paid In full before the comiplstion of treatment.

| consent that all medlcal history and Information | provided In my

medical file i8 true and | understand that any information | provide
ragarding my medical status wlil be Kept eonfidential and anonymous.
| belleve that | have sufficlent information to glve 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,

I am fully aware that any payments is NON refundable
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Examination _aadll
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Diagnosis axasiull
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Treatment Plan  z%alf dad

Doctors Signature and Stamp
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Family ID:
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