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Medical Condition &yl il
Recent or current drugs/Medical Treatment
Wi ciladle (5l il ol 4yl 5l alati Ja

Cortisteroids/iImmunoguppressant

Allergies fipublua i ulial Ja

Surgical Operations, Serious lllness
tal al (5l (e a4l Ausl o cillae gl 2y yal

Cardiac surgery, Rheumatic fever, Endocarditis, Artificlal heart
valve, Congenital heart disease
il al ol o alica il plaa sl il gl (g gTa gy pan ool dad

High Blood Pressure, Bleeding disorders, Anticoagulants
Ppall ilagan ol lalact of oy 1 D JELAL cpall Jaie A Lid ol el a

Anemla, Leukemia (sl (e ) bpas b o(asli i) Luaglt

Chest disease, Asthma, Bronchitis, TB, Other
bl il el el el b ) idaadll A3 i e el
Renal, Urinary, Sexuslly transmitted diseage
Hluals o Al gy Cnl jal g SN A el gl g} L ilad

Pregnancy, Contraceptive plll, Menstrual problema
$i el 55 gt B JSLER (pa Cppilad I Saadl e o) Colaladi o fbalan il JA

Hepatitis, Jaundice, Other liver diseases
bl S al el (g1 vl jhuall ¢ Ay gl 81 gl

Peptic ulcer, Crohn's ulcerative colltls, Other
T sal Ayna il al gl ig 8 ol iy gae da
Epilepsy, or any other neurological dlsease
¥ andl Sleall b el gl (g 5l g peall (e Alad a
Thyroid Dlaeases, Dlabetes
g ol Bkl ial jab gl (g sSadl Lin pa g (lad A

Other conditions i sl Lal el sl G lat Ja
HSV, HIV...etc dauull Sall sy b o J4YY Gag b
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Medical Consent Form

| hereby consent and authorize the doctor to treat my medical
condition which has bsen explained to me by the qualified physician

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

| understand that my treating doctor may discover other or differant
oondltlons, 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 result or cure just as there may be risks and hazards in continuing
my present condlition without treatment.

| understand that there are also risks and hazards to the performance
of the dlagnostic and/or aurglcal procedures.
| reallze that common surgloal or dlagnostic procedures are potentlal
for an infectlon, swelling, bleeding. pain or allerglc reaction.

| underatand that there are minimal fees to be paid per service and
that all fess muet be pald in full before the completion of treatment.

| coneent that all medical history and Information | provided In my

medical flle is trus and | understand that any informatlon | provide
regarding my medical status will be kept confidentlal and anonymous.
| belleve that | havs sufflolent information to give this consent. | certify

that this form haa been fully explained te me and that | have read It
and | understand Its' content and | aign It with all my will.

I am fully aware that any payments is NON refundable

Patient's Signature/ Guardians {In case of minors):

Date: .../ ...7 .iun.
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Vital Signs v gasdl Sl s gl

Weight (2,s01): Kg Height (Jslall): cm Blood Type (pull ileai) :
Pulge (Laull)y ppm Blood Pressure (pdl kaus):  / Blood Sugar (pal <) :

Chiel Complaint  Salaadd e Ll 55l s

Disease History : pusall f,tl ;{/} /0 5 / ﬂ@y XA} |

Allergies Guuluall
Medications 4ss¥!

Preghancy Jeall

Previous Surgetlea, Hospitallzation
whdduall Jlagl ¢ @yl alilie

Smoking (cuast): Y / N Alcohol (Jsas!l plalad): Y /N Drugs (pilial phala): Y / N

General & Clinical Findings 8054 sl § daladl SUSSUL

Rudiography  4acladdl §guall
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