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HEALTH CARE PMC L.L.C

GENERAL CONSENT FORM
Patient details
Patient Name : DILAN SAMALKA SENANAYAKE KALUTARA KORALALAGE
Patient File No : 37209 DOB : 18-Sep-1990
Nationality 2 Sri Lankan Gender : Male
Doctor's Name 3 Sajid Sanauliah Date : 14-Jun-2022

I 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 about my treatment. | understand that the Center is
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 hill 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.

Ls\h.ll Ly‘,_a.ll_g U_y.‘l‘qﬂ’)”_g chbw J l.p_,_-au \5Jl =Ml lalas L,L:_g ¢ dudasal! u_)’.u.:-ﬁ“_g uprwJ! ,_jS J.c sliat 83_;\51 i dsljl
l_L,plmﬂ L&,a.ﬂ_g g Aol S lazll Lﬁ;ﬁJu Crkaladig ;L&:N' &.bl L)l [ tS"’! J.r..':- ‘q.l.dj u:-}{; cj.s dl&b ts‘b“ _,5_)4.}[: ‘_93',.;.”
dolsll db\:— R dwumﬂ ( o_ﬂ.ul.!! 6&3.” )del Q| ‘o.l.c-! LS:G FWES ] C}L:J‘l d.h:-j t__}j.Lu‘ :\BJ.:_n u::-ua 01 WS ¢ 4.u.h.”
Olaas adaits ol Wliugll i 2Mle e Sloslas ST EML ( {Bsball ) 35,a1 Jgsl bli_gs\éhn:upﬂrajdwb Olalaza iy J1gadE
gl]al.mulbl.‘.h.ﬂé_gcJ:JM@)Lﬁ%d}uMgleIULezﬂjh c}b."r

oall el ) 29k 83938 JLyly ( B3bad) ) 5S,all s of (550! abL La) 3,0l GOle GRS aser bl e aadlgally ,3)
ol phall Calall (§ alako @i 3V Line cuolil) B o ollaie ab AL Cilhas (5T ady gl LS ¢ g o @
Jﬁgllu@;bh‘ﬁwjuym@bﬁhu@ﬂb

o
DILAN SAMALKA SENANAYAKE KALUTARA

KORALALAGE « \ 4] Date: 14-Jun-2022
Patient or Legal Guardian Name

Signature

o

= y Date: 14-Jun-2022
Witness or Interpreter’s Name

Dr. Sajid S&natifan h Ko

General Practitioner
DHA No: 05758224-001

PESHAWAR MEDICAL CENTER L1
DUBAI - UAE

Emirates ID: 784-1990-6051037-9




