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HEALTH CARE

GENERAL CONSENT FORM

Patient details

Patient Name ‘, ] ” AYAH NOFAL KAHOOK l
’ Patient File No l J : ] l 33504 j EB j E] E-Jan—l%s j

| e[
Eoctor's Name j BI Dr. Saiga j Ete 7 _—H 30-May-2022 j!

Female

not responsible for My personal property, money, or valuable left unattended. | authorize the Center to release information about my treatment: a.)
as required to process payment of claims and {b) to other facilities or providers for the continuity of my care. In consideration of the services
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 pro;fided, and agreed to Pay any co-payment or charges not covered by my health insurance.
This consent form wiil be stored in the patient’s medical record at the clinic. | have read and understand the information on this sheet.
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AYAH NOFAL KAHOOK
Patient or Legal Guardian Name

Date: 30-May-2022

Signature

Witness or Interpreter’s Name

Emirates ID: 784-1988-0507358-6




