File NO: suvisssivene i Date: (" 1 7
2.
Date: 2‘) \/\d\ 77 File Number: \oagg
' A
Patient Name‘\,?uh\')gi——guf.,?/f/fﬁ—{ ! s
Date Of Birth (usbaa!l &4,6) : .. /oo / ooeees Gender (jual): M / F Marital Status (e laa | YAl ovvivirveniniiianiiires
Nationality (aall): ..... 4:/\9.,« ;z,/\ Occupation (Walgf) ; ... ’/z..‘cwﬂ““c
Address (ilsall):.... L?/ngxi.://ao:/ ! | Phone No. (<iilgl! 43)): . OY) f?(J e ‘( (.Z; Z—

E-MAIL: ........ ;a M, L\,Z LA LMU& } ‘f@) }/a.‘{/b How did you know about us: ;‘ux. = @,u .0

Yes/No If 'YES' give details
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Recent or current drugs/Medical Treatment b
i Gladle ot il 4 4y ol alati Ja
Cortisteroids/Immunosuppressant D
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Allergies faudua g dlal (O
Surgical Operations, Serious I|lness (j
?Ual)..l,’slugqa\mﬂknbaulﬂla:q cy el Ja
Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart Z
valve, Congenital heart disease
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High Blood Pressure, Bleeding disorders, Anticoagulants %
Anemia, Leukemia (sall (Ma ) basS ol (i) Lpag g
Chest disease, Asthma, Bronchitis, TB, Other %
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Hepatitis, Jaundice, Other liver diseases 2
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Peptic ulcer, Crohn's ulcerative colitis, Other %
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Epilepsy, or any other neurologlcal disease é
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Medical Consent Form

| hereby consent and authorize the doctor to treat my medical
condition which haa been explained to me by the qualifled physician

| understand that In order to provids me with the most efficient and
enhanced service, dlagnostic and other procedures may be desmed
necessary.

| understand that my treating doctor may discover other or differant
conditlons, which may require addltional or different proceduras than
those planned.

| authorize my treating dootor to perform any procedures which are
advlgable In their professional judgment.

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

| understand that there are alao rlsks and hazards to the performance
of the dlagnostic and/or surgical procedures,
| realize that common surgleal or diagnostlo procedures are potential
for an infection, swelling, bleading. pain or allerglc reaction.

| underetand that there are minimal fees to be pald per service and
that all fees must be pald In full before the completion of treatment.

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

medical file is true and | understand that any information | provide
regarding my medical statua will be kept confidantial and anonymous.
| belleve that | have sufficient information to glve this consent. | cartify

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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Vital Signs W gasd! Ll i ll

Weight (2y1): Kg Helght (Jsali): cm

Pulse (Laull): ppm Blood Pressure (adl kiud):  /
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Goneral & Clinical Findings
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