File No: \ Q.0 5—%(:1 O Date: / /

Date’lt/ 9./ Lale File Number: ... ©2.0. 2% I.Q.
Patient Name:................ ’Y’C:lh’) ....... E SSAN e 2 _/_.r .(.'.l.ﬁ-,,ﬁ;—f..(.»?x&i..: ki gall ]
Date Of Birth (wtaall &,6) : \\ / Ve/Zae® Gender (Luiall) / F Marital Status: (e leiad! Ual) .oeeveeeeeeneeenense.
Nationality (Lwaall): ......... whl e Ocoupation (Ladssll) @i
Address (Glsall) Toeevieiiiiiiiieee e \5'\:3 ,..>\ ................ Phone No. (iilgll a3): a&é?ﬁé{éfﬁ‘?ﬁ ..........
E-MAIL: / ............................ How did you know about US: .....cccvevuiieriviiiniiniiiciininns

. : - Bl Yes/No If 'YES' give details
Medical Condition 4xdall Allal) Y/ pad Joaiily SO0 aai dla ) S 13
Recent or current drugs/Medical Treatment
Uiaa ciladle ) il ) 4ol gl alati Ja g
Cortisteroids/Immunosuppressant
foliall cilladie 5 Sy g yia 5 alai Ja ‘Z:«
Allergies fimlua gl <l Ja A

Surgical Operations, Serious lliness
?ualfl‘;lng\a:ji.,mﬁagmgic.gﬁl&

X

Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart

valve, Congenital heart disease
all Ll al cgs\.'\uu._di?hm et Gilad el ey gla gy pan ¢l dal o

High Blood Pressure, Bleeding disorders, Anticoagulants
$oall Cilasan gl e 5l iy 51 8 JSLIe cpall i 8 g S )1 el Ja

Anemia, Leukemia (a2l (Ua ju) LasS ol o(palt id) Liauil

Chest disease, Asthma, Bronchitis, TB, Other
Al gal el (daadl «luaill g’ gl A a3l ‘3.1).\..4 al_yal
Renal, Urinary, Sexually transmitted disease
Pregnancy, Contraceptive pill, Menstrual problems
4 ,g2l) 35000 B JSLaa e Cpilad b Sead] wile o) Cplalai Ja fala it Ja
Hepatitis, Jaundice, Other liver diseases
oAl LAk Gal gl el jaall ¢ g.‘.l.‘}\\ oS gl
Peptic ulcer, Crohn's ulcerative colitis, Other
S al yna Gl jal gl 58 sha Ay da i
Epilepsy, or any other neurological disease
S stanll Sleall L Gl jal (5 5l & yuall (e Jlad Ja
Thyroid Diseases, Diabetes
98 5ll 331l (al ot Sl (5 Sudl (i je (ge gilas Ja

Other conditions ¢ al Jal el 51 G (las da
HSV, HIV...etc Japadl Sall (s 18 < ja¥) (a8

C Qe X RN R ax O



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 history and information | provided in 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.

[ am fully aware that any payments is NON refundable
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