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Dated . 7.8/ D.e) 0 File Number: .\ @QBHQ,%
Patient Name:...... 1&\%“‘1—33{ .......... ﬁ).l,s \:Q\MMN\S»\\'@()\ Nt dgpall o
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E-MAIL: ..E.S.La.w.\.o/.ﬁ..y.e,s(f;..\..%.‘9.?..3..6.6-M.L.'\.;\.T(.(‘J ptow did you know about us: ....2... 5 e

| | i 5
Yes/No If ‘YES' give details
Medical Condition 4yl Afad) Y/ | iy S3 ,g.u Alayl cals 1)
Recent or current drugs/Medical Treatment | )

Pigaa Ciladle (st (Al ) dysa) gl otati da _\> _

Cortisteroids/Immunosuppressant g |
flelidl cillafe o iy s gl lelaTs Ja )
Allergies faubus il iyl Ja | V)

Surgical Operations, Serious lliness '
f@1}141w¢w’|iﬂ|»@nqi¢gﬁ|& \) |

Cardiac surgery, Rheumatic fever, Endocarditls, Artificial heart
valve, Congenital heart disease : \) |
lif) gal pal o oliva ll placa doilill ilad Gulgall 2y g g pam ol dat

High Blood Pressure, Bleeding disorders, Anticoagulants

$pall Clasan 5] obai o vy 301 B Sl ol Jniia B g il o Y |
Anemia, Leukemia (s ta ju) LS of o(aall jid) Lyl v
Chest disease, Asthma, Bronchitis, TB, Other
G el g sl (bpail] o gl gt A 31 s il gl v
Renal, Urinary, Sexually transmitted disease
AL ) Ayl gy ial gl g} IS A el gl g) (o ad A y
Pregnancy, Contraceptive pill, Menstrual problems )
£y bl 55 gal) b JSUb o Cpitad Ja Sdaall il g (bl S Sdalan il Ja =
Hepatitis, Jaundice, Other liver diseases <)
@il 438 (el sl gh ial siealt ¢ il g SRS Gl
Peptic ulcer, Crohn's ulcerative colitis, Other N
T al Augna il el (gl eya 8 ola g gma da i
Epilepsy, or any other neurological disease i
? ppeaddl Sgall A al gl gl 5f g ol 0 e )
Thyroid Diseases, Diabetes Y
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HSV, HIV...etc dapull Sall (g s« Jadl oy b
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Medical Consent Form

| heraby congent 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 deemed
necessary.

| understand that my treating doctor may discover other or different
conditions, which may require additional or differant procedures than
those planned.

| authorize my trsating 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 conditlon without treatment.

| understand that there are also risks and hazards to the performance
of the dlagnostic and/or surgical procedures.
| reallze that common surgloal or diaghostlc procedures are potential
for an infection, swelling, blesding. pain or allergic reactlon.

| understand that there are minimal fees to be paid per servics and
that all fees must be paid in full before the completion of treatment.

| congent that all med|cal history and information | provided ln my

medical file 18 true and | understand that any information I provide
regarding my medical status will ba kept confidentlal and anonymous.
| belisve that | have sufflcient information to glve this consent. | certify

that this form has been fully explained to me and that | have read it
and | understand Ite’ content and | slgn it with all my will.

I am fully aware that any payments is NON refundable

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

Date: .../ .../ ...
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Vital Signs & gaadl Sl il
Weight (yadl): Kg Height (Jshll): cm Blood Type (sl iluai) :
Pulse (aall): ppm Blood Pressure (il kis):  / Blood Sugar (pu!l S !

Chief Complaint  solaall bkl 5l G

Disease History : soa;all ;0
Allergies Luuluuall
Medications ys¥!

Pregnancy Jsall

Previous Surgeries, Hospitalization
tiaall sl Gl clilee

Smoking (wasl): Y/ N Alcohol ({sas!l pdalad): Y /N Drugs (uiliall plabad): Y / N

General & Clinical Findings 4y peall 3 faladi Gl WL

Examination saadll

Radiography  aelaill jguall

Diagnasis Jasiudiill
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Doctor's Signature and Stamp

Treatment Plan gl das

Date:

/



v st Il o a '\'.]ql Jos
ORCHID MEDICAL CENTER

PATIENT NAME: FILE NO##:

DATE TREATMENT PAYMENT | BALANCE SIGNATURE

Y $f- 3 X (/_

[Fscwcs~ o siuag eopon FI BT
£CeT=T Cornh 9760 0N 3sua017 How

isnueq |e1ausn 4'
T 3y d = o 0 o

uessey esjwy Qg

ll' & 19"‘5‘(‘2 =)







