CONSENT TO SURGERY / PROCEDURE
1- l authorize DR. to perform

by /and under the directions of ,
Consultant Plastic Surgeon at Cocoona Day
Surgical Center.

2-DOCTOR has fully explained to me the kind
of procedure he will be performing and has
answered all the questions about the medical condition
and the operative procedure to my satisfaction.

3- DOCTOR has also explained the risks involved in
the procedure, and | understand those risks and am
willing to undergo the procedure. This | consent to, by
my own free act and will.

4- DOCTOR has also explained other methods of
treatment to me IN MY OWN LANGUAGE
and | have decided to undergo procedure, including
the administration of blood products, if necessary, as
the best means in trying to correct the medical
condition.

5- | understand that during the course of this
procedure, DOCTOR may find other unhealthy
conditions, which  may need corrections. |
therefore, authorize to perform such
other procedures which he may find necessary to do to
improve or correct my conditions.

6- DOCTOR has also explained that, in performing the
procedure, he may use assistants, such as other
physicians, nurses and he has my consent to do so.

7- 1 also agree to fully cooperate with DOCTOR and
to follow to the best of my ability his instructions
and recommendations about my care and treatment.
8- | understand risks associated with different type of
Anesthesia. | hereby give my consent for any / all
types of Anesthesia that maybe required for the
operation/procedure.

9-Cocoona Day Surgical will not be liable for any
claim arising out of patient’s dissatisfaction seeing
the lack of improvement in his/her aesthetic
appearance after Aesthetic treatment or Surgery.

10- | understand that payment is non-refundable once
the treatment/procedure is done.

11- I am fully responsible for payment of all my
clinical/hospital bills for the above mentioned
procedure and would not hold

responsible for any discrepancies in the Bills /
Accounting at Cocoona Day Surgical Center during
the course of the treatment.

12. 1 hereby understand and acknowledge that
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photographs are important before and after the ‘
procedure and is mandatory for medical records 2t & ba e JalS Sy oo D) a3 0 223-13

as per DHA regulations and requirement. Jadiaall il 5 lalaall 5 ¢ cagaall 5 2 5dl) 5 ¢ Aualsl)
13.Having been fully informed of my treatment w' Aldiaall }JSWU ¢ gl Jlaials (225 o))
options, the benefits and drawbacks, risks and Ha i sar 381 5) ¢ gl f’f’d Alaiaal) il elidlly
possible alternative (if any) likelihood of success, g il e

possible problems related to recovery and

possible results of non treatment, | hereby

consent to receive the treatment.

I confirm that | have read and fully understood the  «la¥! / Aal_all e 488 gall Lol Caagiiy <l af S

above CONSENT TO SURGERY/ PROCEDURE sl e iy ol a5 Lo sl U e 35S0
before signing it. I acknowledge that no Guarantee 35Sl el jaY) il (Blaty Lagd s A 5l Dlaa
or Percentage of Success has been given to me Adle
as regards to the results of the above mentioned

procedure.

File Number: il a8
Date and Time: Fll
Patient’s Full Name: S g pall o)
Patient’s Signature: i all a8 5
Witness: WL

Signature over Printed Name
g shadl) o) o il
Date and Time: Faoull
DR.: Gkl
Signature over Printed Name
g sl ) e i 5l
Date and time: gl




