File No:..\...QQ....E'.}Z‘g Date: / |/

Date:.../ .../ ......... File Number: |CDQT5_'PZC(
Patient Name.............. la bO\W‘Q?..!Z .......... Q\Q\O\Wc‘b .................. (U " L—//_{{'J L sl
Date Of Birth (wball &4,0) \‘. / é /\Cn-o‘ Gender (_uall) @i F Marital S{étus:(l,nm?il Ulall) oo
Nationality (Luuiall): UAE ......... Occupation (@il : ..... T T T L L O T T LT
ADArESS (S133al1) Tueveiineieeeseesreeeesneeeeeesseeessnnsesssenssnseeeanneaesessnne Phone No. (<ilgll ad,): ¢506'1,32$0\$
E-M AL ittt et tee et et ree s ebe e s b s et an et e anrenn How did you know about Us: ..........coveeivirniniininnnnnen
Medical Condition il il ool IR AL A A

Recent or current drugs/Medical Treatment
Maa Sladle o) Al ) 40l 6l e Ja

Cortisteroids/Immunosuppressant
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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 (palf (Ua yur) LS o (pall Lah) Lrasil
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Medical Consent Form

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

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

| underatand that my treating doctor may diecover other or differant
conditions, which may require additional or different proceduras than
those planned.

| authorize my treating doctor to perform any procedures which are
advigable In thelr professional judgment.

| understand that no watranty or guarantee has been made to me as
a result or cure |ust as there may be risks and hazarde In continuing
my present condlition without treatment.

| understand that there are also risks and hazards to the performance
of the dlagnostic and/or surglcal procedures.
| realize that common surglcal or dlagnostio procedures are potentlal
for an infectlon, swelling, bleeding. paln or allergic reaction.

| understand that there are minimal fees to be pald per service and
that all fees muet be pald In full before the completion of treatmeant,

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

medical file 1a true and | understand that any information | provide
regarding my medical status wlil be kept confldential and anonymous.
| believe that | have suffloient Information to glve this consent, | certify

that thls form has been fully explained to me and that | have read It
and | underatand [ts’ content and | algn It with all my will.

T am fully awate that any payments is NON refundable
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Vital Signs 4 gaadl &l iyl

Weight (35!1): Kg Haight: (\skll): cm Blood Type (sl iLusi) :

Pulse (,aull): ppm Blood Prassure () k) / Blood Sugar (sall e :
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Disease History : s ll &Gl
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General & Clinical Findings 2yl 9 dolall SUsa ML

Examination _<«aill

Radiography dasladill ;galdl

Diagnosis (asaiill
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