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Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
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High Blood Pressure, Bleeding disorders, Anticoagulants
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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.

I understand that my treating doctor may discover other or diffarent
canditions, which may require additional or different procedures than
those planned.

| authorize my treating doctor to perform any procedurss 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 thera may be risks and hazards in continuing
my present condition without treatment.

| understand that there are also risks and hazards to the perfarmance
of the diagnostic and/or surgical procedures.
I realize that common surgical or diagnostic procedures are potential
for an infection, swelling, bleeding. pain or allergic reaction,

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

| eonsent that all medlcal history and information | provided in my

medical file i8 true and | understand that any information | pravide
regarding my medical status will be kept confidential and anonymous.
I beliave that | have sufficlent information to give this consent. | certify

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

[ am fully aware that any payments is NON refundable
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