irham

HEALTH CARE

GENERAL CONSENT FORM
Patient details
ment Name : Peter Kalinda —’
Patient File No l_ 32823 DOB : 01-Jan-1993
Nationality ; Ugandan “ Gender 7 5 Male T

Doctor's Name H Dr.Rubna Jaseem Date T 3 L22-May-2022

| consent to the examination, tests, and treatments, which may be done by the physician and assistant staff during my course of therapy. |
understand | have to inform my personal and medical details and have the right to be informed ahout my treatment. | understand that the Center is

provided at the centre, | agree to pay the centre for all services provided to me. If any health insurance programs cover my treatment, | authorize the
centre to bill any such insurer for all medical services provided, and agreed to pay any co-payment or charges not covered by my health insurance.
This consent form will be stored in the patient’s medical'record at the clinic. | have read and understand the information on this sheet,
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Peter Kalinda
: Date: 22-May-2022
Patient or Legal Guardian Name ¥
Signature
oz

N\ él-/_l,l Date: 22-May-2022

Witness or Interpreter’s Name

Signature
Emirates ID: 784-1993-1487162-7



