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High Blood Pressure, Bleeding disorders, Anticoagulants
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Pregnancy, Contraceptive pill, Menstrual problems
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Hepatitis, Jaundice, Other liver diseases NS
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Epilepsy, or any other neurological disease -
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Medical Consent Form

| hereby 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, 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 [n their professional judgment.

| understand that no warranty or guarantee has been made to me as
a result or cure just as there may be risks and hazards in continuing
my present condition without treatment.

| understand that there are also 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.

| consent that all medical history and information | provided in my

medical file ia 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 1 sign it with all my will,

1 am fully aware that any payments is NON refundable

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

Date: .../ ...7 ...

> ... onbanl ... o>uo

Health ... Swmde ... Ceaaty

@l S15b) Tiga

somiiadl cadal S o o] Loy @ il T sall ol 30 cansdall pail g 34140
WJagall

G el a s 55 43 Lilead ] Leansilly Ludall Sl a1 Hdny 51 pgdit
Jead I Lusall y BT gl

wandll i S5 L e Gilia 1sal g3 S el | LSS 5 il e 40 pgdi]
g ladan G e Talia o} Ldlia] ol lpa ] llald 3 Gl 4 GdyY)

oSy Tysllaad! 3 Tl Sladtall g G il lad! JS SHA3L plaall qundal il
Aol 3 Ligall G

Tbeandll ) Luall el g Slatlall il (s 5l Slilask 1 gl oy ol ) i)

e m¥le JLSEnl aoe pe Aa bl Sliclaall § jUsa¥l agdll LS . o) Lagiiall
b pall
il ladly S lagaill uanbas 23S a3 g1 lie Ll 5 jUas¥1 BIS LS gl
aaldl s daptall
Sldelida, ol Gap di Laliall s Lol 5 Luaantll Sl ad) Gaay Gl djal
Laaleaa ! 51 oY1 51 a3t ) a8l gl LIS

Saan O s Auastall Lasadl il Lpada ple g oW1 sadly ey L ) gl
Gl fa oL U JalSI i 51 s Qgllaall el
3 s clall o o) Gadd F 1 ol gL g Gkl | lagladl GIS 31 i
g Lpale BT S0y Wy Ll &y pes o Timsall gl lah Silaplae i1 1 ]
il

3 al€Ily o it o3 b g Gl 100 1 5 1Y 1 gl a1 laglaall gl 1 il
il Jats il candy il 3 JalSIl daualds tpan caagd 9 Sk 2B il

3w Al p a Gl Slegiia f O 2b 45 e bl

(Laas @ ol (590 ot al) 2V 1y / s pall 4

A

SO TN . 331+ |



Vital Signs &g guadd! Zalpuliyh)
Weight (:341): Kg Height (Jykall): cm Blood Type (uull tsesi) :

Pulse (La): ppM Blood Pressure (.l kiud) :  / Blood Sugar () <) ¢

Chief Complaint Subaall (éasdl 350 wpes

Disease History : gl fu bl
Allergies Luuluwall
Medications 4sJ¥!

Pregnancy Jaall

Previous Surgeries, Hospitalization
kil gl Al olilee

Smoking (wadl): Y / N Alcohol (Jsas!l ghlx) : Y /N Drugs (;ualiall phll): Y / N

General & Clinlcal Findings 4yl § daladl aldaddl

Examination _aeadll

Radiography aysbadill ;gall

Dlagnosls azauiill



File NO: .....ovvuvvrrerrnnnes Date: /

Treatment Plan g%l ias

Doctor's Signature and Stamp



gk o g Sygl j. Sy
ORCHID MEDICAL CENTER

PATIENT NAME: FILE NO#:

DATE TREATMENT PAYMENT | BALANCE SIGNATURE

16 -06-[20 8 epprofk] W o414 @090\&01) [c—?(loure«g ecdin (B M Q/

d 53-09- X Ereywy et ov3 ' LPD prited) Lojettes  cedn 3 i (\“U\(&

v







