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Medical Consent Form

| hereby consent and authorize the doctor to treat my medical
conditlon which has besn explained to me by the qualifled physician

| understand that in order to provide me with the most efficlent and
enhanced service, diagnostic and other procedures may be deemed
necessary.

| understand that my treating doctor may discover other or different
conditlona, which may require additlonal or different procedures than
those planned.

| authorize my treating doctor o 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 there may be risks and hazarda In continuing
my present condition without treatment.

| understand that there are also rlsks and hezards to the performance
of the diagnostlc and/or surgical procedures.
| realize that common surglcal or diagnostio procedures are potential
for an infectlon, ewelling, bleading. pain or allergle reaction.

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

| consent that all medical hietory 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.
| belleve that | hava sufficlent 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.

I am fully aware that any payments is NON refundable
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Vitial Signe s gasdl Sl el gll

Weight (:y34l): Kg Helght (Jstall)s. . em
Pulse (Lasll): ppm Blood Preiim\(;dl?m): /o

Chiel Complaint  Salaall babl Sty e

Disease History : pwaall fu bl
Allergies duwluwall
Medications 4.1

Pregnancy Juall

Previous Surgeries, Hoapitalization
hatitacall Jlanl ¢ Byl lulee

Smoking (wastl): Y / N Alcohol (JsasS!l palad): Y /N

Genoral & Clinical Findings 4 s 5ai] § dalaldl SiUha M

Radiography T E Y [N |

Blood Type (sl iiai) :

Blood Sugar (pal £.):

Drugs (jualial! pdabas):

Y /N



File NO: nuswisisssivassesann Date: /

Treatment Plan g all ddas



G;-sr_-.__- i

&

-
PATIENT NAME: FILE NO#:
DATE TREATMENT PAYMENT | BALANCE SIGNATURE
?’.oq BTY (i Q\ Q f Z%—/
S
29 44T e < “aes \UA \ @A) \ N
‘ I

Clmtiiy 3J+A\ .=

Dr. Amira Hassan %
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G.P General Dentist

MOH License No.: D57288 12, o 3
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