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Ml u‘q'l)ql ;qﬁ\.'u.. »,.dl..L.._ u,.lﬁ.“ ..lLi.:‘.,.;L..’.'ul |AJ_,?-.J_J‘_'4‘ u,.ﬁi.n!_)p

High Blood Pressure, Bleeding disorders, Anticoagulants
!,.:lluhp.“; U.L\.lujq_)mg]dﬂu- AF.}".LHU.&W‘)‘MJG

Anemia, Leukemia (sl (s ju) LpagS ol ¢ (pall ) lyasll

Chest disease, Asthma, Bronchitis, T8, Other
S bl el el sdaadl izpuaill b il (dpuait da 5 14y jria yal sal

Renal, Urinary, Sexually transmitted disease
Tl 5 Ay (al pal o ASH A ol gl (g1 (a lad
Pregnancy, Contraceptive plll, Menstrual problems X
Tyt 55300 b JSUEL (ha (oplad Ja faall wiba (o) palebats Ja Sbelan it Ja
Hepatitis, Jaundice, Other liver diseases
o) S il (g1 e iall ¢ iyl S0 ikl %
Peptic ulcer, Crohn’s ulcerative colitis, Other
S ohl 4 gna al el (gl 0 g8 ols By gaada it

Epilepsy, or any other neurological disease
?q-lh"'" JL..,.II U‘. al_jal (;\ o &_).4“ U""L." Ja

Thyrold Diseases, Diabetes
P jall saadl il el b (g Sudll (e sa (e il S

Other conditions Y sal sl sal () (e Alad da
HSV, HIV...etc Jasud) Stall Gu g b « oY) gay s



o h :_4,_$qu —<}0
ORCHID MEDICAL CENTER

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 desmed
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 jJudgment.

| understand that no warranty or guarantee has been made to me as
a result or cure just as theres 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 surglcal procedures.
| realize that common surgical or diagnostic procedures are potential
for an infection. swelling, bleeding. pain or allergic reaction.

| understand that there are minimal feas 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

madical 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):

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

dla... o\ ... 00
Tealth |

__c:; .'-‘(.{"IL

Geaal Y

il ylb T gl

3 oaiball ]l B G o) Lpape o3 ol iyl Gl 3y Gasidall el 3dlyl
WJagll

G55l o L 555 o LAY Lyl Busl! iy | g ) g
il Lasadl 5 i1 gstally

oaadll i S5 La e Uliae |ysal g3t o el (23S 11 Sl a0 apii]
B TN T P 1 PN [ LY T PPN B P e [P 1 [

pSins tlnall 5 TaspUl Slastall 5 Rl b1 JS 3Ly gllaall sl gl
Raalall 3 dugall G

Galrandll gl Gadad| Sl ¥ 1 5 Sladiadl @l a5l Bblacs @) puadi o3; o G il
gilla Eile JLSial pue e Lol Slieladl y jUas¥l aglil LS ol Lasidl
gyl
Sl ¥y Sleapaill faleas 135 48 G clielaall y jUaid | GIS Ll agdi)
dgalall g Lyl
allelan, ol i 4 Gabiadl g Gaslall g Leanssdll Shibadl pan Gl dal
dabuaad | g1 Y1 g1 3L ) gl 51 YIS

faap o g dupolall Laadl Julia Lpads ple s a1 aadly sy Sl ) agdil
W1 g Sy 4 i st ppay
3 s Chlall i g Gaah F 3l podall g U1y Ll bapladl <l 31 il
9 sl 31 S Ny L o i Bl iy 3005 haplaa 1 5
i

3 JAISI oyt o5 5 gl 1A 51 g LA 1 il S Slaglad] sl 1 il
iyl Jalsy dle cady ol g JalSIl sl pas Suagd g S5 4 gl

3 G p A Sl Slegide gF OF 246 415 e Ul

RSNyl 33 ph 3a) S oy / sl s

Y SRR AR 8 i



Patient Assesment Form ausall s
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