irham

HEALTH CARE

GENERAL CONSENT FORM
Patient details
LPatient Name t ! MAY KHANT NYAR THWIN
Patient File No ¢ || 31939 [DOB : || 01-1an-1997
L —_— ] L
| | ]
Nationality 7 ] LYemeni ' ’ Gender | i Female
L ——— £
{ il
LDoctor's Name : .J Sajid Sanaullah f iiate : | LOS-Jun-ZOZ;{

understand | have to inform my personal and medical details and have the right to be informed about my treatment. | understand that the Center is
not responsible for my perscnal 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
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MAY KHANT NYAR THWIN

Date: 05-!un-2022
Patent or Legal Guardian Name ;

Signature

) Date: 05-Jun-2022
Witness or Interpreter’s Name

Signature
Emirates ID: 784-1995-1113170-0



