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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 (p2) gHa ) LasS o ¢(pah i) Luagil

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 uicer, Crohn’s ulcerative colitis, Other
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Epilepsy, or any other neurological disease
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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 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

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

9 oainall Cashll Jad e o] o o3 ol Ludyall il E30as caadall gansl 5 3dly1
Jazall

S35 Jal He Lygyd 35S 08 LilaY) Laouatally Lubll olehaY) jaa o agdl
Jeaid ) asall y JiaY) potalls

ol i <3 Lo e @il 1ygel Eokall JSa conlall iy 1 S aall oy 1 gl
gl bl o5 e @iliaa of dla] cileha) Gl S G300 g Y1

oSas gllaall 5 oyl ladtall  Tosall Sl IS L350 llaall bl g
alall 5 Tigall Gy

ksl o Ll Sl g Sladall @l it ol clilecs @ s o3 o &1l
silla Eoke JLanul pae o bl clielaall 5 Uaa¥! agiil LS 1ol doaiall
Ayl
olelya¥ly clagaill falias 55S5 G o3ll Slicliaall y ,Uaa¥l GIS LLS pgisi
ENIRTIE MY
clielian, ol 55 28 Lalyadl 5 dadtedl 5 dmnatill ol a¥) Laes ol dlal
Toaaliaall 5T A 5T i3l 5f sl 5 LIS

foen O 3 Tendlall Losall Llie Lpada ple iy o531 2l gy Iia ] gl
ol e oL a8 JlSIL s ) o Dasllaall agel

5 Ao ilall a6 gl o Sl el G,y L] Slaslaal] TS 1 30
039 Lale EILY) Koy g Lalad & e shiin Dl ey 315 Slaglaa 51 Ol ppds)

siddlya

5 el o) 4t o3 5 Eisaill 138 51 g LAY 1 138 i) alSH Slashadd | Sl 1 3
bl JalSy e by gl 5 JalSIL danlis guon cangd 5 Sl 25 gl

shrpe Al w2 a Sl clegide f Of 206 4l)s de b

gt ] (150 o pal) a1 g / el s




Vital Signs @ gaat! &l gl
Weight (0,a41): Kg Height (Jsktl): cm Blood Type (pall dsad) :

Pulse {(Lasll): ppm Blood Pressure (pall ki) 1/ Blood Sugar (a4l <) :

Chief Complaint sulaall a0l 3505 caan

Disease History : 4.l &Gl

Allergies iuuluwall O % P~ f;w/“.&,j
Medications &,5.¥! 40 \)ol 4 cnran
Pregnancy Jaall S—
Previous Surgeries, Hospitalization S

Smoking (sl Y / N Alcohol (JsasIl pkala3) 1 Y /N Drugs (siliall ghkla): Y / N

General & Clinical Findings 43,3 yudl § dalal] ollaadL

Examination aasll

Radiography daclsuill ) geall

Diagnosis _asauiill
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