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~ Surgical Operations, Serious lliness
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Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease
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High Blood Pressure, Bleeding disorders, Anticoagulants
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Anemia, Leukemia (sl Ua ju) LasS 3 o(palt i) Ll

Chest disease, Asthma, Bronchitis, TB, Other
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Renal, Urinary, Sexually transmitted disease
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Pregnancy, Contraceptive 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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Epilepsy, or any other neurological disease
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Medical Consent Form

| hereby congent 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 eervice, diagnostic and other procedures may be deemed
neacessary.

| understand that my treating doctor may discover other or ditferent
conditlons, which may require additional or different procedures than
those planned.

| authorlze my treating doctor to perform any procedures which are
advisable in thelr professional judgment.

| understand that no watranty or guarantes has been made to me ag
a result or cure just as there may be risks and hazards In continuing
my present condltion without treatment.

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

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

| consent that all medieal history and information | provided In my

medical flle s true and | undaratand that any Information | provide
regarding my medical status wlll be kept confldential and anonymous.
| belleve that | have suffiolent information to glve this consent. | certity

that this form hae been fully explained 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

Patient’s Signature/ Guardians (In case of minors);
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Examination eadll
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