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Date Of Birth (svual! 4,09 :\' /371333 Gender (Lual): M / F Marital Status: (L.-.LM.VI dall) | \z@ }.«P
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Recgent or current drugs/Medical Treatment ¥
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Cortisteroids/iImmunosuppressant

faetiall cillofle gf il g s 5 Aabai Ja
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Surgical Operations, Serious lliness
fal yal 5! an.l'l.-.l_ﬂAgaJﬁu\gl‘.q Sy el Ja

Cardiac surgery, Rheumatic fever, Endocarditls, Artificial heart
‘ valve, Congenital heart disease
ildlf ol jal cq&l.i.‘o.,sﬂfhu il Gl Gl iy g5 e euald dal g

High Blood Pressure, Bleeding disorders, Anticoagulants
?‘..lnul‘*‘a‘;!u.\uh»‘,h.q)ﬂ\g‘dsm 'P“!‘h“ujthul'md‘

Anemia, Leukemia (sl (e s) LS o (aall i) eyl

Chest disease, Asthma, Bronchitis, TB, Other
Soal il el (Jadh il b Gilgdl) dguiddd da i dy e Gl sl
Renal, Urlnary, Sexually transmitted disease
Al 5l Al g () pal gh SN (b al sal (g1 a el A
Pregnancy, Contraceptive pill, Menstrual problems
B4y el 5 gall A JSLES (e el b Saall e (gl cplabatt i fals it a
Hepatitls, Jaundice, Other liver diseases
Peptic ulcer, Crohn's ulcerative colitis, Other
T sl 4 gaa al sl gl g S ola Ay gaada i
Epilepsy, or any other neurological disease
f gtaaall J@!E@\)A\g\j\&)&lo‘@m&

Thyroid Diseases, Diabetes
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Medical Consent Form

| 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 procadures may be deemed
necessary.

| understand that my treating doctor may discover other or different
conditions, which may require additional or differant 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
aresult or cure Just as there may be riska and hazards in continuing
my present condition without treatment.

| understand that there are also risks and hazards o the performance
of the diagnostic and/or surgical procedures.
) 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 {ull before the completion of treatment.

| conaent that alt medical history and information | provided In my

medical file is true and | understand that any information | provide
ragarding my medical status will be kept confidentlal and anonymous.
| believe that ) have sutficient Information to give this consent. | certity

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

I am fully aware that any payments is NON refundable

Patient's Signature/ Guardians (In case of minors):
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Vital 8igne s gassdl il i L

Weight (::80): Kg Height (Jskli): cm Blood Type (pall Uaaid) ¢

Pulse (aull): ppm Blood Pressure (pu! keis):  / Blood Sugar (p41 jSu) ¢

Chief Complalnt Jubsall jdy o 5l opiien

Disease History : pudal! &4,
Allergies tuuluall
Madications igs¥!

Pregnancy Jaall

Previous Surgerfes, Hospitalization

Smoking (uadall): Y / N Alcohol (Lsas!l pdalad): Y /N Drugs (judlial! pdalad):

General & Clinioal Findings 4ygyeali § Saladl illaaddl

fixamination  saall

Radiegraphy aasladll jguadll

Diagnesis )suaudill

Y/N
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