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ORCHID MEDICAL CENTER

Date:5.. /9.1 9.

Patierit NameCDuSSC&MY\C‘QHQQlAQNA\ ...........

Date Of Birth (suall &a5t) @ 1. /n.!.f.‘l.'i Gender (uiall) :@/ F

Nationality (fuiall): }:;’\‘""-5 Occupation (iasadll) : .........
Address L,L,..JI}U&*CJ«—)‘W,’,:_G:’J

Medical Condition 4sdalt dllalt

Recent or current drugs/Medical Treatment
s cladle 5l (Al 4y gl aladi Ja

| Cortisteroids/Immunosuppressant

Allergies Tizubus (g bl Ja
Surgical Operations, Serious lliness
ol gl (5 (e et gl Al o Cililae (5 Gy el da

valve, Congenital heart disease

[
Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart |
u.llmu‘al_)g\s"s\.iugﬁfbuu._\m‘d\iﬁgl‘ﬁ|t.\g_,ﬁ\a‘,_)u‘asgnz.\b_a :

High Blood Pressure, Bleeding disorders, Anticoagulants
Toll Cilagan sl Jalati ol iy 33l A JSUGa cpall Jmiia B Ui 5f dlial Ja

Anemia, Leukemia (s Ua ) LasS o ¢(palt i) Liagl
Chest disease, Asthma, Bronchitis, TB, Other

Renal, Urinary, Sexually transmitted disease
Pl ) 3 g1 Ll yal gl SN (b (al el (g1 (g las A

Hepatitis, Jaundice, Other liver diseases
Goa! L el el gl colsieall ¢ AL 2SI il

Peptic ulcer, Crohn's ulcerative colitis, Other
T oal Ayyma (il sl (gl 00 8 013 iy pmada
Epilepsy, or any other rieurological disease
?M‘j\ﬁj\du&‘flgﬁ‘,‘&)ﬂ\&dqiudh
Thyroid Diseases, Diabetes
P2 5} aadl yal el b (5 Suall im 3a (g et A

Other conditions fs_al ual sl (s} ¢ (ilas Ia

eV, UIN Aba Y. D NH I SRR Y | S )

Gl Gl el cdudt scilyaill o il (A Ao 3 1Ay jdua al gl

|
|
Pregnancy, Contraceptive pill, Menstrual problems
Tl 5y b LS (o (pitad Ja Tbaall il g1 (bt a9l 2f ‘ | |
|

Dater 5,o%2020

File Number: \QQ BGC\iZ

..................... TS WSV 3 W, BRI
Marital Status: (e Laay 1 dLall) ?«J.ﬁ.‘
................ ur/ r""\,“t/_::‘..

Phone No. («islgll ad): QSQJ‘({Q,?XJ
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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 quallfied physician

| understand that in order to provide me with the most efficient and
enhanced service, diagnostic and other procedures may be deemed
necessary.

| understand that my treating doctor may discover other or different
conditions, 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 condition without treatment.

| understand that there are also risks and hazards to 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 paid per service and
that all fees must be paid in full before the completion of treatment.

| consent that all medical history and information | provided ih my

medical file is true and | understand that any information | provide
regarding my medical status will be kept confidential and anonymous.
| believe that | have sufficient information to give this consent. | certify

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

Patient’s Signature/ Guardians (In case of minors):

Date: .../ .../ .....
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Vital Signs 4 gaall &l yliphl
Weight (s}t Kg Height (Jss!)): .om Blood Type (sl duai) :

Pulse (Laull): ppm Blood Pressure (sall kis):  / Blood Sugar (pull S.) :

Chief Complaint  solaall a0l 850 s

Disease History : s, &, 6!
Allergies Luuliuall
Medications 44.%!

Pregnancy Jsall

Previous Surgeries, Hospitalization
istiaaall Jlal o Gglos Slilas

Smoking (veall): Y / N Alcohol (Jsas!l ghls): Y /N Drugs (ssilisll phalsd): Y / N

General & Clinical Findings @ el g dolall SiUaadU

Examination aaill

Radiography wicladill jgeall

Diagnosis axauiil|
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Treatment Plan gz Yosdl ddaa

Doctor’s Signature and Stamp
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