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Peptic ulcer, Crohn's ulcerative colitis, Other
Pl Ay gna ol el gl 0508 ol iy gne da b
Epllepsy, or any other neurologmal disease
Thyroud Diseases, Dlabetes

Other conditions i _al (al sl gf e ilad Ja
HSV, HIV...etc Jamall 3ol (uy b « AV (uy

........... A

Date: / /

File Number: .. \ L 05567/
s \:) L.._J,——*,,)) hall o)

Marital Status: (e lia¥! Uladl) . on. 99 J,)-../uz

...............................................................

Phone No. (<l xa): Q 5 5 ..... ﬂ 3 635

How did you know about us:

If 'YES' give details

Yes/No
Cpoamilly 31 pad L1 il 131

Y/ pad

N



@f‘l’g;-‘

2L

ke
(“.éi{

4.")" 3

Medical Consent Form

I 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 different procedures than
those planned.

| authorize my treating doctor to perform any procedures which are
advisable in their professional judgment.

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

| understand that thers are also risks and hazards to the performance
of the diagnostic and/or surgical procedures.
| reallze that common surglcal or diagnostic procedures are potential
for an infection, swelling, bleading. pain or allergic reaction.

I understand that there are minimal fees to be paid per service and
that all fees must be pald in full befors the completion of treatment.

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

madical file | true and | understand that any Information | provids
regarding my medical status will be kept confidential and anonymous,
| belleve that | have sufficient information to give this consent. | cartify

that this form has been fully explained to me and that | have read it
and | understand its’ sontent and | sign it with all my will.

Tam fully aware that any payments is NON refundable

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