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GENERAL CONSENT FORM
Patiert details
Patient Name j o 1 AFSAL THAHA ISMAIL THAHA
——d ' —— e —
: , ,
Patient File No : || 37165 | DOB : || D1-May-1987
J - L  m—
] 11 1 r g
Nationality {{: || Indian | | Gender g Male
| SRS  AS=SSame e e - e
Doctor's Name ! [: ! Sajid Sanaullzh | iLDate : ‘ 09-Jun-2022
| | ]

| consent to the examination, tests, and treatments, which may be done by the physician and assistant staff during my course of t
understand | have to inform my personal and medical details and have the right to be informed about my treatment. | understand that the ¢
not respansible for my personal property, maney, or valuable left unattended. | authorize the Center to release information about my treatn
as required to process payment of claims and (b) to other facilities or providers for the continuity of my care. In consideration of the
provided at the centre, | agree to pay the centre for all services provided to me. If any health insurance Programs cover my treatmens, | authc
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 in:
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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IV Bela b S gy a3 us @b 3l

-
AFSAL THAHA ISMAIL THAHA
; ) Date: 09-Jun-2022
Patient or Legal Guardian Name W y&( .
N Signatur
-
Date: 09-Jun-2022
Witness or Interpreter’s Name - o
Signature

Emirates 1D: 784-1997-4257217.7
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