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Medical Condition 4kl illal Tt | st o et
Recent or current drugs/Medical Treatment
iaa cladle (51 il o) Ay pal (5] alai Mo
Cortisteroids/Immunosuppressant
faclidll Cillafia 5 il i gl alati Ja Mo
Allergies fiubus gl bl Ja Mo

Surgical Operations, Serious liiness Yé ¢ —Qg{ﬁ,‘ g‘uv’y/vj Gamv{o%’o

sl al 5) e el gl Al Cillee (5l Cu pal Ja

Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease No
lall b jal Sgc\.'hat._\.‘i?‘.am el Cabed il A gila gy (e calf da) ja

High Blood Pressure, Bleeding disorders, Anticoagulants
??mggugi‘,hms,nqﬂ\@dsuu‘e.m.\,;;‘.‘rg&mjlew& Mo
Anemia, Leukemia (sl gt ) LasS ol o(pall i) Lasi o
Chest disease, Asthma, Bronchitis, TB, Other
A il el el cctilaill 8 gl Aadi 4a ) 4y yha al jal Mo
Renal, Urinary, Sexually transmitted disease U,o

AT ) A0 al el o JSI B Lyl jal (51 (e (ilaS
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Pregnancy, Contraceptive pill, Menstrual problems
02 g2l 55500 h JSLia (e cpilas Ja Seall il gt (pelala®s Ja Sala if Ja

Hepatitis, Jaundice, Other liver diseases Uo
Gl s Gal al é‘ el yall ¢ ‘_J-ILI)“ Sl gl
Peptic ulcer, Crohn’s ulcerative colitis, Other
Cs oAl A pma Gl el (gl (058 el Ay gnads B p ©
Epilepsy, or any other neurological disease
g manll Sleall b Gl el 5 o) g uall (e a3 Ja L}o
Thyroid Diseases, Diabetes L)O

Sl 3al Galjal b (g Sull mga (g o

Other conditions fes_al (al sl gl (e (Alas da
HSV, HIV...etc Jaedl Sull (s ¢ 5331 oy Mo



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
aresult 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.

I am fully aware that any payments is NON refundable

Patient’s Signature/ Guardians (In case of minors):
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Vital Signs  dagandl &yl
Weight (5301 Kg Height (Jskll): cm Blood Type (pall Usai) :

Pulse (,aull): ppm Blood Pressure (pall kiuz):  / Blood Sugar (pall S :

Chief Complaint solaall jaa b 350 Caten

Disease History : iyl 44,60
Allergios ipuluadl
Madications 3.Y!

Pregnancy Joall

Previoug Surgeries, Hospitalization
hatanmall Jlins! ¢ Ggbou ilgban

Smoking (sasl): Y / N Alcohol (Jsas!l plalsd) : Y /N Drugs (slall phla): Y / N

General & Clinical Findings 2y yeall § dolad) &ilaadd

Examination _aadll

Radiography “cladill jgall

Diagnosis sl
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