Ahalia Diabetes Hospital

INFORMED CONSENT FOR FINANCE

Name:
MR No:
Age: Sex:
|
Tel/ Mob:

Ihave been informed that there may incur an expense of around

for mytreatment at

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

Cathlab alone and expenses for hospital services like ICU charges, room rent, medicines and those
pertaining to additional equipments and treatments will be charged additionally. These facts have been

explained to me in my own language and being fully aware of the facts, | / we hereby give my known

consentto performthe

----------------------------------------------------------
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If guardian/ relative State relationship:

Name of Doctor. ...... TN Signature: .......oeecee e amnionnsess
Name of Witness: SRS PPN WL i SILPS . SPTES, PISEe SIGNALUTE: ... e ssenesseses
Date:......
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@ Ahalia Diabetes Hospital

INFORMED CONSENT FOR FINANCE

Name:

MR No:

Age: Sex:

Tel/ Mob:
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