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HEALTH CARE

. GENERAL CONSENT FORM
Pat :nt details
E ient Name E SYLVIA AKOTH OGILLO
—Pa ient File No 33789 DOB
N donality Kenyan Gender
_-D'- :tor's Name Dr.Rubna Jaseem Date -

isent to the examination, tests, and treatments, which may be done by the physician and assistzni
und- stand | have to inform my personal and medical details and have the right to be informed about my -zt~
not sponsible for my personal property, money, or valuable left unattended. | authorize the Center te relesez

2t dusog my course of therapy. |
=l urcerstand that the Center is

“lormation about my treatment: a.)

as r juired to process payment of claims and (b) to other facilities or providers for the continuity o7 my car=. 1= consideration of the services
pro. led at the centre, | agree to pay the centre for all services provided to me. If any health insurance rozrar - cov=r iy crzatment, | authorize the
cen' = to bill any such insurer for all medical services provided, and agreed to pay any co-payment or charges not coverad ay my health insurance.
This - onsent form will be stored in the patient’s medical record at the clinic. | have read and understand the informza=on on this sheet.
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SYL' A AKOTH OGILLO
Pati- 1t or Legal Guardian Name

Wit :ss or Interpreter’s Name

Emi-

Jeoliill lganls 3 Aol Juolish 5 55,a cnlolally el il o o e
Aol Slrle (e g o ( Sobaall ) glall 55500l O ol LSy Ll 2 &
Dilaas ddnany Lol cibiugh e s Olaglaa EML ( Bokall ) 385l gad Uiy L glas
Sl s s 13) Gli3g ¢ oy Lasd 20

Gl el ] @k 86516 Jlyl (B3kall) 3S,all oy 5f (5390 gl Wl St
ool (glall Caladl § alais> e 31 L sl OB e sllods g b ol

ot
B

Signature

[
"

|08

Signature
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