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| ‘ Patient Label ;
Name of Patient: ......ccoovuvereeneeennnenn. f@

National Number.........ccceeverennmnnnn . -
or, Serial Number: .........cccceeremniirennnns MINISTRY OF HEALTH

Informed Free Consent Form for Anesthesia

Day: .....c.coovviniinanl. Date: ....ovvvvvviinnnnns Time: ..ooovvviiiininnnn.

I, the undersigned, authorize the anesthesiologist ...........ccccccoeveiivvevennnnne. -1 Hospital to
administer the following anesthesia to me:

O General O Local O Spinal O Epidural [ Conscious Sedation [ Other.............
I will receive the above-mentioned anesthesia during the procedure/surgery/ treatment that I will
undergo. I acknowledge that I want to receive this anesthesia to relieve the pain that I will expose to if
otherwise done. I also acknowledge the following:

1. T know that anesthesia entails several risks and consequences that I may be exposed to or that may
occur during the anesthesia or recovery phase, such as:

..............................................................................................................

.............................................................................................................

2. I know that using instruments in the mouth to maintain the airway during the anesthesia phase might
result in unavoidable damage to the mouth and teeth.

3. I am aware that the treatment or medications I use might cause complications during the anesthesia
phase or surgery, and the interest requires that I have to inform the doctor in advance of any treatments
or medications that I am using.

4. I acknowledge that the anesthesiologist has explained the appropriate type of anesthesia to my
condition that I can undergo. In addition, I am aware that while I am undergoing anesthesia phase,
conditions may develop and require changing or extending the duration of anesthesia or transfusing
blood or blood products.

5. T'understand that I should fast before 8 hours from the surgery or procedure- unless otherwise direction
by medical staff.

6. I agree to undergo the tests and treatments that had better assess the risks may I face as part of the
medical care provided.

7. By signing this form, I acknowledge that I am aware of the contents of this document and agree to the
terms thereof, and I asked the questions I wanted and they were answered clearly, and this was made
clear using the following means:

0] Orally [OReading [ Braille [ Visual or Hearing Aids [ Pictures and Illustrations

0 A Sign Language Interpreter O Other .....c.cvenen.

8. For women of childbearing age: 1 was asked about my possibility of pregnancy at the time of the
examination, and I am fully aware of the symptoms or complications that may affect the fetus or me if I
am pregnant.

I, the anesthesiologist, certify that I have fully explained the anesthesia and its risks to the patient or the
person acting on his behalf. I have also explained the possible complications mentioned above. I have

answered all inquiries and am ready to answer any further questions from the patient or the person acting
on his behalf.

Anesthesiologist’s Name: .ciinsnsisisssassssssssssassacianss Signature and Stamp:
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Patient Label 4
Name of Patient: ...c.ccvcvenvenrennnns f%

National Number:......cccccvveuen.. T
Or, Serial Number: .......ccveveveeee. MINISTRY OF HEALTH

Informed Free Consent Form for Procedure/Surgery/Treatment/Biopsy

D&Y «inixinsnasasminis o Date: .....ccoovvvviinnn.n Time: .....oooviininni..

I acknowledge the following:

1. The doctor explained to me the nature of the operation/ procedure/ alternatives/ treatment mentioned
above and its desired purposes, as well as the potential risks such as the risk of bleeding or any
possibility of other complications as follows:

..............................................................................................................

.......................................................................................................................

2. The condition, treatment method, complications, and available alternatives were also explained to
me through the following means:

O Orally 0O Reading [ Braille [ Visual or Hearing Aids O Pictures and Illustrations
O A Sign Language Interpreter O Other......ccoovvvevennnnn..

3. All my inquiries have been answered satisfactorily and I understand the risks explained to me.
4. I authorize the medical staff to take the necessary laboratory samples or blood transfusion during the

operation or to perform any therapeutic, diagnostic or surgical procedures that may need to be
performed in addition to those mentioned for me in order to prevent any harm to my health condition,
or to save my life.

5. I'am aware that during the operation, circumstances may develop and require modifying or extending
the duration of the operation, or taking other actions due to the effects or complications that may
occur, and I agree thereto.

6. My signature on the authorization is an acknowledgment of permission to carry out the operation/
procedure/ treatment, and I understand the complications may occur as a result of performing it. I
agree and am completely convinced to perform it without the need for a witness.

7. For women of gestational age: I was asked about my possibility of pregnancy at the time of the
examination, and I am fully aware of the birth defects may affect the fetus if I am pregnant.

I, the doctor, certify that I have fully explained to the patient/ the person acting on his/her behalf the
operation/ procedure/ treatment that will be performed, and I have also explained the possible
complications may occur. It is also clear to me that he/she understood the risks resulting from the
operation using the above-mentioned means, before signing the form. I also answered all inquiries
and am ready to answer any other questions related to the patient health for him/her or the person
acting on his/her behalf.
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Patient Label

Name of Patient: ......cocvevecenrnnnns
National Number:......ccceeeeeneee. .-
Or, Serial Number: .......c.ceueuenee. MINISTRY OF HEALTH

Informed Free Consent Form for Chemotherapy / Biological therapy Administration

Day: ..ccoovviiiiiinnn.. Date: ...oooovvvviiinnnnnn. Time: ..oooovvviiiiinnnnnn.
I, the undersigned, authorize the attending dOCtOr ...........ccoevveeviiiecieiecrecieeie e and his assistants to treat
mie 1o give me the ChemOINEIADT .onc:ss somsmnsosnmsss s s nasmmsnt s 5 absvinin 5§ wasinboinins , or the biological therapy

....................................................................

1 Whkeh T DONEINE HB8 ... 5o v smiimnicess sk o FrSviscses s § mmmiish 6o s wmbomatoos s o Stk 5 + wmssisas e s o

2. I also authorize the attending doctor to perform any medical procedure related to giving treatment, such as
radiological and laboratory tests, biopsies, and other necessary tests and procedures. Giving such treatments
may require the installation of a temporary or permanent intravenous catheter. Giving medications for cancer
treatment may also require giving medications to prevent the occurrence of side effects such as vomiting and
nausea.

3. I learned that these medications may be accompanied by some side effects, such as vomiting and nausea,
diarrhea, hypersensitivity, hair loss, mouth ulcers, general fatigue, numbness in the extremities, a weak
immune system, anemia, easy bleeding, infections, and others.

4. It was also explained to me that after weeks of giving the treatment, I would likely become more exhausted
and tired, and may the treatment need many months.

5. The attending doctor also explained to me that there are some complications that may lead to chronic and
serious disabilities, such as failure of one of the body’s organs, tissue breakdown and loss resulting from the
leakage of a chemical substance under the skin, and other serious complications like:

6. The doctor also explained to me the benefits and results of the treatment, the available alternatives, their
benefits and consequences, and the consequences of completely refusing treatment.

7. Tunderstand that the treatment may affect sexual abilities, especially sperm.

8. For Female: I understand that the treatment may affect the ovum and may negatively affect pregnancy. In
addition, I acknowledge that I am not pregnant now and I will not become pregnant during the first (6) months
of treatment. If pregnancy occurs, I will inform my attending doctor directly.

9. For pregnant women: | am fully aware of the symptoms or complications that may affect me, or the birth
defects that may affect my fetus.

10. I am aware that I have the right to ask and inquire at any time regarding treatment, and I have the right to
refuse treatment or withdraw therefrom at any time I wish. I asked all the questions I wanted, and they were
answered by my attending doctor in a complete, clear, and understandable manner, and this was done through
the following means:

O Orally [ Reading U Braille [ Visual or Hearing Aids [ Pictures and Illustrations
O A Sign Language Interpreter O Other

I, the doctor, certify that I have fully clarified to the patient/ the person acting on his behalf the required
treatment and explained the possible complications that may occur. It is also clear to me that he/she understood
the complications and risks that may result from the treatment using the above-mentioned method before
he/she signed the form, I also answered all inquiries, and I am ready to answer any other questions related to
the treatment for the patient or the person acting on his behalf.
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Patient Label

Name of Patient: ....c.ceeeevruveennns
National Number:......c............ o
Or, Serial Number: ......c.covurenenes MINISTRY OF HEALTH

Informed Free Consent Form for Procedure/ Minor Surgery/ Treatment in Primary
Healthcare Centers

Day: ...ccoovvviinennnnn. Date: ...ooovvvvvvinnennn. Time: ....oovviiiinnn.
I, the undersigned service recipient, authorize the doctor ...........ccceceeeerveenenns and the medical staff at
................................. health center Performing the following minor operation/ procedure/
treatment:
O Dental surgery under local anesthesia. OIUD insertion.

O Minor surgical procedures such as suturing a wound under local anesthesia.
UImplantation of the contraceptive implant (Implanon) under local anesthesia. [ Other: ....................

I therefore, acknowledge the following:

1. The doctor explained to me the nature of the minor operation/ procedure/ alternatives/ treatment
mentioned above and its intended purpose, as well as the potential risks or any possibility of other
complications such as the following:

........................................................................................

.........................................................................................

2. The condition, treatment method, complications, and available alternatives were also explained to me
through the following means:

O Orally [0 Reading [ Braille O Visual or Hearing Aids [ Pictures and Illustrations
O A Sign Language Interpreter O Others ....

3. All my inquiries have been answered satisfactorily. I understand these complications and the risks
made clear to me. If any complications occur, I will inform the member of the medical team without
delay to take the appropriate measures.

4. My signature on the authorization is an acknowledgement of permission to perform the minor
operation/ procedure/ treatment, and I understand the complications may occur as a result of
performing the above-mentioned methods. I agree and am completely convinced to perform it without
the need for a witness.

5. For women of gestational age: I was asked about my possibility of pregnancy at the time of the
examination, and I am fully aware of the birth defects may affect the fetus if I am pregnant.

I, the doctor, certify that I fully explained to the patient or the person acting on their behalf the minor
operation/ procedure/ treatment, as well as the complications that may occur and that it is clear to me
that he/she understood the risks that may result from using the above-mentioned method before
he/she signed the form. Moreover, I answered all inquiries and I am ready to answer any other
questions related to the operation for the service recipient or the person acting on his behalf.

--------------------------
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Patient Label y
Name of Patient: .....ccoeeeveeerrnnennrnnsees f%

National Number.......ccceeevrennirernnns o I

or, Serial Number: ......ccoecerevirerrnirennes MINISTRY OF HEALTH

Informed Free Consent form for Surgery to the Specialized Gynecological Cases

Day: ...ccoovviiinnnnnn. DIBIES 1iiiismns i+ 0 basmmmtion » Time: ....ooooviiinnnn,
I, the undersigned, authorize the gynecologist ...............cccccececvevueeeevennennenee.... and the medical staff at
........................... hospital 10 PELLOEIN. <.« - sasmmiss s s sis i3 ssnemmin i s sone SUTZELY.

1. The gynecologist explained to me the nature of the operation mentioned above and its desired
purposes, as well as the potential risks such as the risk of bleeding or any possibility of other
complications such as:

..............................................................................................................

.......................................................................................................................

2. The condition, treatment method, complications, and available alternatives were also explained to me
through the following means:

O Orally 0O Reading [ Braille [ Visual or Hearing Aids O Pictures and Illustrations

O A Sign Language Interpreter [ Other.... . soswssis o

3. All my inquiries have been answered satisfactorily and I understand the risks explained to me.

4. T authorize the medical staff to take the necessary laboratory samples or blood transfusion during the
operation or to perform any therapeutic, diagnostic or surgical procedures that may need to be
performed in addition to those mentioned for me in order to prevent any harm to my health condition,
or to save my life.

5. I am aware that during the operation, circumstances may develop and require modifying or extending
the duration of the operation, or changing the anesthesia type or taking other actions due to the effects
or complications that may occur, and I agree thereto.

6. My signature on the authorization is an acknowledgment of permission to carry out the operation/
anesthesia, and I understand the complications may occur as a result of performing it. I agree and am
completely convinced to perform it without the need for a witness.

7. For women of gestational age: I was asked about my possibility of pregnancy at the time of the
examination, and I am fully aware of the birth defects may affect the fetus if I am pregnant.

Patient’s/ Person acting on their behalf’s Name: ........ccccovviiiiiniinnnnnnn Signature:.............
Husband’s / Person acting on their behalf’s Name ........c.ccooveiiiininnnnn. Signature:.............

I, the Doctor, certify that I have fully explained the operation and its risks to the patient or the person
acting on their behalf. I have also explained the possible complications mentioned above. In addition, I
have answered all inquiries and am ready to answer any further questions from the patient or the person
acting on their behalf.

Gynecalogist’s NaMIRE .. ovounessismmmns sasmmmanesss s sanmasas s SISHAUTEL cosssommmsinsnsmnsnnanass
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‘Patient Label

Name of Patient: .....ccceevrurenenenne
National Number:.....ccceeveenneens ..
Or, Serial Number: ......cocvmveennes MINISTRY OF HEALTH

Informed Free Consent Form for Blood and Blood Components Transfusion

| D ) DB o 5w simn wa s ma sma win /M50 S ————
I, the undersigned, acknowledge that the attending doctor..............ccocuven..... told me that I complain from
.......................................... and I need the following units of ............................ depending on

my health condition, as this blood will help me to overcome my illness.
1. The doctor explained the benefits of blood transfusion or one of the products thereof, the
complications that may result from not taking it and the alternatives available thereto.
2. It was also fully explained to me that some potential risks and complications may occur resulting
from the transfusion of blood or one of the products thereof, such as the following:
— Blood transfusion reactions such as temperature, fever, acute allergic reactions, dyspnea and
tachycardia.

Effects resulting from the process of hemolysis.
Increase in body fluids.

— Other complications: ........c.oovvrieiiiiiiiiiiiiiiiiiieneennnen

3. I asked the questions I desire to ask and all my inquiries were answered clearly and this was done
by:

[ Reading [J Orally O Braille [ Visual or Hearing Aids [ Pictures and Illustrations
[ A Sign Language Interpreter U] Other

4. I agree to the risks explained, and I authorize the hospital to transfuse me with blood or one of the
products thereof related to my health condition and recommended by my attending doctor.

I, the attending doctor, certify that I have explained to the patient or the person acting on his behalf about
blood and the product thereof and the possible complications mentioned above. I also answered all
inquiries and am ready to answer any other questions of the patient or the person acting on his behalf.

Mori' R COPYV |
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Patient Label
Name of Patient: .....cc.cvevevennurene %

National Number:.......ccceeeeneene o
Or, Serial Number: ......cccevevenees MINISTRY OF HEALTH

Informed Free Consent Form for Scientific Research Participation

| DL | Date: ..oovvvviiniiinn.n. Time: ...ooovvvviiiinnnn..
I, the undersigned, volunteer for the scientific research entitled ...........c.cccveeveennenee. under the supervision
of oo, or one of his participants in ..........cccceeceervueevueennene hospital/ health center which
includes

............................................................................................................................

I hereby declare the following:

1.I am aware of the information related to my volunteering in this research and that Dr. / Mr.
.................................... explained to me the nature and objectives of this study, and I was allowed to
ask all questions related to the subject of the study and received straight answers. By signing this form,
I acknowledge that I am aware of the contents of the document hereof and agree to the terms thereof.
This has been done through the following means:

L] Orally [] Reading O Braille [ Visual or Hearing Aids [ Pictures and Illustrations

[J A Sign Language Interpreter 0 Other
2.1 understand that the study benefits are:

..................................................................

..................................................................

3.The time frame for the study 1S: ......co.oveiiiiiiiiii e
4.The alternative procedures (if any): ........coeevevuiiiiiiiiiiiiiiiiiiiiien..
5.The complications and risks (if any):

..................................................................

..................................................................

6.1 understand that I have absolutely made the decision to withdraw this authorization and end my
volunteering for this study at any time and I am aware about all the consequences and risks resulting
after this withdrawal from the study (if any). I also understand that my withdrawal from this study will
not affect my right to receive the necessary medical care that is given to study volunteers or to which
I am entitled under normal circumstances.

7.1 authorize the scientific research team to use medical and administrative information of my medical
file within the requirements of the research.

I acknowledge that I have fully explained to the volunteer/or those acting on their behalf mentioned
above the nature and objectives of the research project, which includes no direct benefit to him. I also
explained to him the possible complications that may occur as a result of this study, whether for known
or unknown reasons. It is also clear to me that he understood the nature of the study, its purpose, and the
risks resulting therefrom before he signed the consent to volunteer, and I am prepared to answer any
questions related to this study for the participant or those acting on their behalf.

Principal Researcher’s/one of the co-researcher’s Name .......ccccccceeeerceercnncee Signature: .............

The telephone number: .......cccovvviiiniiiiniiinniennnn. E-mail address: ......cccceviieiinnnnnn.
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. Patient Label .
Name of Patient: .....cccecveencenirenrnnnees %

National Number........ccereemncernnnns o e

or, Serial Number: ........ccceverirenirennnens MINISTRY OF HEALTH

General Medical Informed Free Consent Form on Admission to the Hospital

Day: .......c.ooeevinnnn. DA .onnninss v 55 mmmms s 1L —
I, the undersigned, agree that I/my patient will be admitted tO .........coevevveveneenennens hospital, and I:
1. Authorize the hospital administration, the treating physician, the doctors, and the medical and

health staff working there to take the initial diagnostic, medical, and therapeutic procedures
necessary for me, including clinical examinations, medical tests, initial x-rays, giving routine
medications, and every therapeutic procedure have benefits to me/ my patient’s health. In
addition, to obtain my approval in the issues needed my approval based on hospital policies.
Authorize the hospital administration to provide the necessary information to the judicial
authorities and any party with a contractual or legal relationship.

Pledge to abide by the laws, regulations, and hospital policies, and I bear full responsibility in
the event of non-compliance.

Pledge to preserve the hospital’s property and pay the amounts owed to me in accordance with
applicable laws and regulations.

Declare that I have learned that it is not permissible for me/my patient to keep valuable items
such as money, jewelry, deeds, and clothes that are more than my needs. In the event of violating
the before mentioned, the hospital administration is not responsible for the loss or damage of
anything that belongs to me/my patient.

Agree to share my personal contact information to any third party or partner for use in improving
the quality of health services such as measuring my/ my patient’s experience and satisfaction
with the services provided and with the performance of the staff.

Agree to share my/my patient’s data and information that are necessary for scientific or historical
research purposes and is not to make any decision or action regarding a specific person.

Have read all the contents of this authorization and acknowledge all what is stated therein, and

its validity may not be challenged in any way.

Patient’s/ Person acting on their behalf’s Name: .......c.ccccvvveinininnnnnnn. Signature: ...coeossens

Medical Record Employee’s Name: .......ccoeeieeiiiiiniernineneneneneenneeneeen SIENALULE: ccoussnnnsins
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Patient Label -
Patient’s Name: .......coveveeureenevenne %
National Number: 9

........................... A5

Or, Serial Number: ..........ccueunen. .
Birth Date/Age: ............ MINISTRY.QF HEALTH
(o1, G F R
Informed Free Consent form for Dental Implant
Day: .c.cooovviniinnnnnn. Date: ....ooovvvvnvinnnn.. Time: ....oooiviiniinnn..
[, the undersigned, authorize the doctor ............ccceevvevvrvvennnnene. and the medical staff at .............cceeunenne to

perform dental implant surgery under local anesthesia with the aim of replacing missing teeth and
performing the necessary accompanying therapeutic and surgical procedures when needed and which
they deem appropriate for me (such as: bone implant, maxillary sinus lift, CT radiographs, ...).

I acknowledge the following:

1. That I was informed and explained to me about all current and future medical surgical procedures, their
purpose, all expected results, and the approximate expected time for completing the treatment. I agree
and completely convinced to perform them, and all my inquiries have been answered satisfactorily.

2. The complications might occur were explained and I understand the risks. In addition, if any of them
occur, I will inform the medical team without delay to take appropriate measures.

3. I have provided all the necessary information about the operation, including my medical history, and I
pledge to adhere to the instructions explained by the doctor after the medical procedure, including oral
health care, periodic follow-up, taking the necessary treatments, and adhering to the medical
consultations required for other specialties where necessary.

4. There is no guarantee for the success of dental implants and that the Ministry of Health is not obligated
to repeat the surgery or return the fees paid if the implant fails.

5. I am aware that during the treatment plan for dental implants, circumstances may develop that require
modifying or extending the duration of the treatment plan or taking other measures due to the effects or
complications that may occur, and I agree to that.

6. The condition, treatment method, complications, and available alternatives were also explained to me
through the following means:

U] Orally O Reading [ Braille [J Visual or Hearing Aids [0 Pictures and Illustrations
[J A Sign Language Interpreter ST

7. For women of gestational age: I was asked about my possibility of pregnancy at the time of the
examination, and I am fully aware of the birth defects may affect the fetus if I am pregnant.

Patient’s / Person acting on their behalf’s Name: ........ccccoviiiiiiaiiinnai Signature:......ccceeeeees

I, the doctor, certify that I have fully clarified to the patient/ the person acting on his/her behalf the required
treatment and explained the possible complications that may occur. It is also clear to me that he/she
understood the complications and risks that may result from the treatment using the above-mentioned
method before he/she signed the form. I also answered all inquiries, and I am ready to answer any other
questions related to the treatment for the patient or the person acting on his behalf.

D07 70 g P b T R ———— Signature and Stamp:......ccceiiieiiiiiiiiiiisnn
y '17 N f\. : ”‘;' Q 2 L"‘"‘b //
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Patient Label 4
Patient’s Name: .......cccceveercnneecrnne %
National Number: /

---------------------------
ARt

Or, Serial Number: .......coceceereruenes ”
Birth Date/Age: ............ MINISTRY OF HEALTH
Sex: .eeeennnn.

Informed Free Consent Form to Receive Virtual Hospital Services

Day: ...ccoovviiiiiiin, Date: ...ccoovvvviniennnn. Time: ....oovviiiinnnnnn.

I, the undersigned:

1. Authorize the treating team in the virtual hospital to use electronic means such as taking a photo,
video, and/or audio recording.

2. Acknowledge that I am aware that the services provided through the virtual hospital will be
confidential and will not be viewed by anyone other than those involved in the treatment / procedure /
operation, and I agree to its terms, and it was done through the following means:

O Orally 0 Reading [ Braille [ Visual or Hearing Aids [ Pictures and Illustrations
[0 A Sign Language Interpreter O Other........ccovvvveinn.

3.Understand the provision of remote medical and health services will be provided via audio-visual
communication.

4. Understand that the benefit of receiving virtual hospital services is to monitor my health condition
remotely without having to move to another hospital unless necessary.

5. Understand that the hospital will ensure the protection and confidentiality of data, information, photos,
videos and audio recordings and will be used for treatment purposes.

6. Understand that I am free to withdraw this authorization at any time, knowing all the consequences
and risks involved.

7. Authorize the Virtual Hospital team to use medical and administrative information from my medical
file.

8. Promise that my health information is true, accurate and complete.
Client’s / Person acting on their behalf’s Name: ...........cccecueueee. Signature: .................

I’m the doctor in the actual hospital, I acknowledge that I have fully explained to the patient/ person
acting on their behalf mentioned above the nature and objectives of the virtual hospital, also I have
explained to him/her the potential risks that may occur, and I understand that he/she understood the
nature of the virtual hospital before his/her signature on the authorization and I am ready to answer any
questions the patient/ person acting on their behalf.

Doctor’s Name in the actual hospital: .........cccccvvvuveinvniniinnenene SIZNALUNES wocsseosessreosenssonsanss
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Patient Label i
Patient’s Name: .....cccccceeeccnneecerenes .

National Number:........cccceeruueeeennee W;{W

Or, Serial Number: .....cccccceervannnee

Birth Date/Age: ............ MINISTRY OF HEALTH
Sext isismnne

Informed Free Consent form for Therapeutic Phlebotomy

DAY oo vennmenan s wowwns Date: ....oovvvvieniinnnns Time: ....coovvivvinnnnn.

I, the undersigned, authorize the ..........ccccooevveevvivieveeiennens and the medical staff at .....................

1. The doctor explained the benefits of the Therapeutic Phlebotomy and the alternatives available to
it, and explained to me that some potential risks and complications might occur, such as:

.....................................................................
.....................................................................

.....................................................................

I agree with the possible risks and complications explained.
3. Tagree to have a unit of blood drawn from me.
4. It was also explained to me about donating in one of the following ways:

v
v
v
2

O Orally [ Reading O Braille [ Visual or Hearing Aids [ Pictures and Illustrations
O A Sign Language Interpreter O Other .......c.......

Client’s/ person acting on their behalf’s name: .......... UG |L: 5211 | o - ———

I, the doctor, certify that I have explained to client/ person acting on their behalf the therapeutic
phlebotomy procedures, and I have explained the possible complications that may occur. In addition, in
my understanding, the client understood the procedure and the method mentioned above, before he/she
signed the form. Also, I have answered all inquiries and am ready to answer any other related therapeutic
phlebotomy procedures.

Doctor's name: Signature and Stamp: ......coceeveeennennns

% Forms Required
v' Therapeutic phlebotomy form signed by the treating physician.
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Patient Label

Name of Patient: ...c.cceeeevevenenrene
National Number:........cceevu..... R
Or, Serial Number: .......cocerevennes MINISTRY OF HEALTH

Free Refusal of Surgery / Treatment / Procedure / Admission Form

Day: ...cooovviviiinnnnnn. B - — TGS w5 5 sassioin o 53w

I, the undersigned, refuse the following operation/ procedure/ treatment:
OSurgical procedure..................
OTreatment ........ccceevenvennenee.
CJAnesthesia ........ccceeevveeneennenn.
OProcedure .........ccceevevennnene.
CHOMHET: siscissossninnsonsasaosssmnssnn

This refusal is for the following reasons:

......................................................................
......................................................................

......................................................................

By signing this form, I acknowledge that I don’t have the right to ask about any rights from the
hospital/ health center concerning my health condition, as it was explained to me thereabout, the
treatment method, complications, and available alternatives, and this was done through the
following means:

O Orally [OReading O Braille [ Visual or Hearing Aids [ Pictures and Illustrations
O A Sign Language Interpreter O Other

I, the undersigned doctor, certify that I have fully explained to the patient or the person acting on
their behalf the complications and risks of refusing a treatment/ operation/ procedure and that it is
clear to me that he/she has understood the risks may result from such refusal, and I have answered
all questions and am ready to answer any other questions related to the health condition of the
service recipient or the person acting on his/her behalf.

Doctor’s NAMIE oueesess sowmenns sasusnnes o somuassosrssnsssss s Signature and Stamp: ........cccoeeueenee.
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Patient Label

Patient’s Name: .....c.ccoeeeveccnccnnnens

National Number:........cccceererureeees v

Or, Serial Number: .....cccceceeeneerenns ELE

Birth Date/Age: ............ MINISTRY OF HEALTH

Sex: cevviennn

Informed Free Consent Form for Surgery and /or Anesthesia for High Risk Cases

MRS, o s e o sm e s Date: oo wven s vms wvserason Time: ..ooovvviiinnnnn.
I, the undersigned, authorize the doctor ..........cccceeeuueneee and the medical staff at .......cccoceeeevveiivineeeneeen.
hospital to do the .........cocevvviiiiiiiniinie surgery, and/or to administer the following anesthesia to
me:

O General O Local O Spinal O Epidural O Conscious Sedation [ Other.............
I acknowledge the following:
1. The doctor explained to me the nature of the operation and/or anesthesia, its purpose and the available
alternatives, as well as the potential risks such as the risk of bleeding or any possibility of other
complications such as:

-------------------------------------------------

------------------------------------------------------------------------------------------------

2. The condition, treatment method, complications, and available alternatives were also explained to me
through the following means:

O Orally [0 Reading [ Braille [ Visual or Hearing Aids [ Pictures and Illustrations

O A Sign Language Interpreter OOther.....cccovvvveiinnnnnnn.

3. All my inquiries have been answered satisfactorily and I understand the risks explained to me.

4. T authorize the medical staff to take the necessary laboratory samples or blood transfusion during the
operation or to perform any therapeutic, diagnostic or surgical procedures that may need to be performed
in addition to those mentioned for me in order to prevent any harm to my health condition, or to save my
life.

5. 1 am aware that during the operation, circumstances may develop and require modifying or extending
the duration of the operation, or taking other actions due to the effects or complications that may occur,
and I agree thereto.

6. My signature on the authorization is an acknowledgment of permission to carry out the operation/
procedure/ treatment, and I understand the complications may occur as a result of performing it. I agree
and am completely convinced to perform it without the need for a witness.

7. For women of gestational age: I was asked about my possibility of pregnancy at the time of the
examination, and I am fully aware of the birth defects may affect the fetus if I am pregnant.

Patient’s / Person acting on their behalf’s Name: .......ccccoieiiiniiiniiincna Signature:.............

I, the doctor, certify that I have fully explained to the patient/ the person acting on his/her behalf the
operation will be performed and/or the anesthesia will be administered, and I have also explained the
possible complications may occur. It is also clear to me that he/she understood the risks resulting from
the operation using the above-mentioned means, before signing the form. I also answered all inquiries
and am ready to answer any other questions related to the patient health for him/her or the person acting

on his/her behalf.
First Doetor’s Name: «csesscss soansonsassmsssssnssnossnssovssns Signature and Stamp:........cccceeeinnne
Second Doctor’s Name: ....ccoceveecensccencesecrcnncscncennes Signature and Stamp:.......cccceeeenienn
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