L

Patents 1.0. | A Jad Ul de

GG 8 0y

] o N e

JSah n K o 5yl Vi B i ol (OYH 08 B 5last ey iy el cbeadd il 15 p Ss S

(ol elibe (3 e glall
far M et
(slally () A Js¥h

&S0 S50 i e S UG L P b
YV OBy g )0 a3 Bl o
e ot Tk}
EHIRY sk WO o0 < 0O eloon Y WU
A0k g Sl 20l el
1,4 10 4als el
y O o~ $ ALY Sy paand fad Gl itz 3 el Gide Sl g
[ Ny tGalll 43, a LS (ams Bl Y slS 13
© 115,51 5k Dl ok S S o0
A s L 4

{JUJ‘ :\s‘“ adh 1Ol galt

SFERNTT S —T 2 S 7 e

1l 4 D el Oy D et

/ Der o
*

114\',2“ Lo :V"‘Y‘ ("

:C)L:J& :@J-\ adl 0l i

Wpbo,ds gl e e

(S\:ilg_,f- P el Oyl el

[

WY dloan 58 S gl
sl Jodh o3 Al aszlifagh o~
tgasaadl Ol e el ot
oS v sl IRV S
AN B35 o O 55 el Cdall oh 8731 Lika) egmmn gidaan 3 or YUt SS L 13
10 yald) 10 yall e

calll zb el o] JUKd g 3 gl sd) LBV id) e o s paecdd AW s o 1Y B3l i) ol

oAb S ghan § Lzl




s Juad Sl hizs
SN S

KING FAISAL SPECIALIST HOSPITAL
AND RESEARCH CENTRE

I Pavent’s Nameplate:

_

| hereby authorize the Hospital's Authorized Personne! to
administer medical treatment and perform diagnostic tests as
may be necessary or advisable.

I understand that the treating Physician is the person concerned
for the assessment of my medical condition and he/she will
have the right for my discharge or referral and transfer to any
other health care facility based on my medical condition.

I understand that the hospital and its employees will respect the
privacy of patients at all times and the confidentiality of their
medical inforration shell be guarded carefully.

All reasonable attempts have been made to provide me and/or
my guardian with sufficient information concerning the benefits
and risks of the treatment or investigations in order to permit
informed consent.

1 understand that the hospital will accept for safekeeping money,
valuables and personal propenty but they shell not be liable for
loss or damage to any personal property or valuables, unless
deposited with Hospital for Safekeeping.

| accept responsibility for all charges for hospital services including
any charges not accepted by the guarantor or by the referring
agency. | agree that the authorized authorities and Kingdom’s
Courts will decide any dispute in connection with such accounts.

Printed Names and signatures

Witness Jaledl

li the case of patient's condition reasonably precludes the ability
to grant informed consent, the above Information has been
explained to the following responsible relative and treatment is
hereby authorized:
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CONSENT FOR GENERAL TREATMENT

FORM 980-30 (4-10) IC 183188
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