o h o g §jg|_|._$}_b
ORCHID MEDICAL CENTER

File NO: .cvivieiiininennn

Date: .../ .../ ......... e

Patient Name..................... 1.,5/ / ......... l\.pﬁ\’)ﬁp

Date Of Birth (wWal &)ld) ... £/ oeeee. Gender (juial): M / F
Nationality (Lcall): o.oovvveniieciininieenn, Occupation (i) : ..........

Address (lssah) i....ouuriiiniieinnennn AT EOO0 T B Bre o DAoADOIA00R 3
S P Y W TR = S N (R e S

Medical Condition &ylall Alal)

Recent or current drugs/Medlcal Treatment
fiaa Slade () Al 4 4yl 5] Jaladi Ja

Cort[stermdsllmmunosuppressant
?wh‘uu_m_,lubi,}u“; e Ja

Allergies faubua i dlnl Ja

Surgical Operations, Serious lliness
Sl el (gl G el 5l Lal s cililee gl cy sal da

valve, Congenital heart disease

uhll ual)a| ‘Ur-\.n.‘u,xlirl.‘m ‘dd\uhuuui ‘.\g_,.\'\.A_,J“A; “_t“u‘)a

High Blood Pressure, Bleeding disorders, Anticoagulants
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Pregnancy, Contraceptive pill, Menstrual problems

Hepatitis, Jaundice, Other liver diseases
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Peptic ulcer, Crohn’s ulcerative colitis, Other
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Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
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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 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 histery and information | provided in my
medical file is true and | understand that any infermation | 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.
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