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Recent or current drugs/Medical Treatment
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Cortisteroids/Immunosuppressant
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Allergies b el bl da

Surgical Operatlons Serious lilness
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valve, Congenital heart disease

Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
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High Blood Pressure, Bleeding disorders, Anticoagulants
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Chest disease, Asthma, Bronchltls TB, Other
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Renal Urmary, Sexually transmltted dlsease

Pregnancy, Contraceptlve pill, Menstrual problems
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Hepatitis, Jaundice, Other liver diseases
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| Peptic ulcer, Crohn's ulcerative colitis, Other
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Epllepsy, or any other neurologlcal dlsease

Thyroid Dlseases Dlabetes
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Medical Consent Form

| hersby coneent and authorize the doctor to treat my medical
condition which has been explained to me by the quallfied physician

| understand that In order to provide me with the most efflcient and
enhanced service, dlagnostic and other procedures may be deemed
necessary.

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

| authorize my treating doctor to perform any procedures which are
advisable in thelr 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 condition without treatment.

| understand that there are also risks and hazards to the performance
of the dlagnostlc and/or surgical procedures.
| realize that common surgical or dlagnostlo procedures are potential
for an Infection, swelling, bleeding. pain or allerglc reaction.

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

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

medical flle is trus and | understand that any Informatlon | provide
regarding my medical status will be kept confidential and anonymous.
| bellave that | have sufficlent Information to give this consent. | certify

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

T am fully aware that any payments is NON refundable
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Chief Complaint suball Aas,L) 3,07 i

Smoking (measll): Y / N Alcohol (JsaSIl ghla): Y /N Drugs (sslaall glla): Y / N

General & Clinical Findings 0yl § doladl SHA ML

Examination aadll

Radiography wsladll ;gall

Diagnosis Jaa3.iill



File NO: .coviviiiiiiiiannn. Date: /

Treatment Plan zaJldlas

Doctor’s Signature and Stamp
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