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Recent or current drugs/MedlcaI Treatment
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Cortisteroids/Immunosuppressant

Allergios faubua gl il Ja

Surgical Operations, Serious IIIness
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Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease
ldll yial yaf sgﬁ\.'h‘s,di‘g\‘na el Clad Gl ey gila g as ol Al e

High Blood Pressure, Bleeding disorders, Anticoagulants
fpall ilasas (gl i oy il 4 JSLEG ool Laia g li ) wlial Ja

Anemia, Leukemia (aall Ue ju) LaS o (el si8) Lagil

Chest disease, Asthma, Bronchitis, TB, Other
W ) pal sl cibinadll i gl (Al da 3 (A jaa il gl
Renal, Urinary, Sexually transmitted disease
AL 5 A g al pal 5l S A el () 00 (laT A
Pregnancy, Contraceptive pill, 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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Other conditions fus sl sl el sl e lad Ja
HSV, HIV...etc Jauwadl Sl Gug i « UV Gy 08
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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 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 treating doctor to perform any procedures which are
advlsable In their professional judgment.

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

| understand that thera are also rleks and hazards to the performance
of the diagnostic and/or surgical procadures.
| realize that common surglcal or diagnostlc procedures are potentlal
for an infectlon, swelling, blaeding. paln 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 infarmation | provided in my

madical fils is true and | understand that any irnformation | provide
regarding my medical atatus will ba kept confidential and anonymoue.
| believe that | have sufficlent information to give this consent. | certify

that this form has basn fully sxplained to me and that | have read It
and | understand Ite’ contenit and | sigri it with all my will.

[ am fully aware that any payments is NON refundable
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Vital Signs & gasdl Sl

Weight (5;34!1): Kg Height (Jskl); cm Blood Type (s ilual) ¢
Pulse (,aall): ppm Blood Pressure (sl kis):  / Blood Sugar (aall S :

Chiof Complaint  solasll sba k3507 G

Disease History : g all & Lill
Allergies tuuluall
Medications 44.Y!

Pregnancy Jasl!

Previous Surgerles, Hospitallzation
bl Jlal ¢ Gyl sliles

Smoking (uasdlf): Y / N Alcohol (JsaS!l plalsd): Y /N Drugs (uiliall plala): Y / N

Genoral & Clinical Findings %yl § Saladl oUsa S

Examination _aadll

Radiography Lciadli jguall

Diagnosia _asiuidll
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