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New Patient Registration Form

Full Name

Gender: l-.l Male/-Fi l-l Female/ 
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Nationality .@..t.r..9*-a_ i,r"bl
\

Marital Status n single l+-rl 7 Married /6:F l--l DivorcealOuE widowed /cJ._,i

Emergency Contact N u mber
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How do you want us to address you ? I ,glJrLr ci cjsii .is
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(Consent Form) i.+l AiilCl AiJ"i

Consent Form:
A legal document signed or marked by a patient or legal authorized
representative voluntarily, without coercion or undue influence, prior
to any medical
Treatment/procedure. This form states that the patient agrees to
undergo the recommended
treatment/procedure and is aware of any possible risks that might occur
Purpose:
To guide healthcare providers in obtaining and documenting Informed
Consent. Informed
Consent protects patients and avoids putting them in powerless and
vulnerable situations.
This policy sets out expectations of healthcare providers to implement
processes that shall
ensure:
Providers abide by legal, professional and ethical obligations in
obtaining informed
Consent prior to managing their patients' medical condition/s.
Sufficient information is provided to patients in order to help them
make informed
Voluntary decisions whereby they either accept or refuse a treatment or
procedure.
The right of patients to refuse treatment or to withdraw their consent
shall be respected
(Please refer to the Ministry of Public Health Patients' Bill of Rights
and Responsibilities).
The patients' cultural requirements shall be respected and fulfilled
whenever possible.
This policy is compulsory and the Ministry of Public Health (MOPH)

mandates all healthcare
providers to ensure compliance with the legal and ethical standards
outlined within this policy, in
Obtaining Informed Consent from patients/legal authorized
representatives.

I had the opportunity to read this form and ask questions, my questions
were answered to my satisfaction, and I agree to any proposed
treatment.

I authofize the attending physician to treat me and do fumher treatment
if needed, God forbid.

The therapist advised me that antibiotics, analgesics and other
medications can cause allergic reactions

I understand that it is my responsibility to inform the doctor if I am
allergic to a particular drug and any medications I am currently taking.

I understand that during treatment it may be necessary that I may need
surgery

The Doctor he/she inform that:

The nature of the patient's condition, diagnosis and ffeatmentl

Procedure/s to be performed.
Nature and probability of risks involved.
Potential complications associated with the recommended
Treatment/procedure.
Person/s involved in the procedure

:;iiitCt erllr

g3-r eLyt L,r"Jill e;ur 4$" -li r.r*.-*Jl k-t., ,i k !* ++;ti ii$-l
Oi .+ e 3r^Xl lu 

",or,,_r. 
qF+Jl el;r;Yl ,i g),Jl d$ );-Jts JStl ri Ii.:

.!l.lr.& nii, s) o.,a5a"+ "l>Y ,1 uNtl 33.:ilt "Jr 
,$lrp ur.J-).ll

,i!r-i 0i gfu eJ^i.^ *ts". 1pt+

:crlf
l_h$.^,Jl eiilj"ll ,slc d ..-=11 A;Lc cDi ii-"il tl.ejl crLs qF..& rL.&_l!

g3-,p-1,; .i5l-f d f6r-J ,r,iJJ ,".,,'a;Jl 6JHi3.".Jl i6ilJr"ll .# ,1a-irr33i3

.al.rll iJIr -1;,J!k#

Jl crlt ll \$xl ii..-ll qt"jl crL.:i s^rL c,l-!-il LJ. tJl 4*,1+-Jl l,\ri
crlt 1$)iUJ 4:$6all-e is- ;ti!l dit"ljilyL e;s.-ll L"tcjl qr-rL rlir rja^-hi

.iF.-ll aJJl Cl &1 ,:1t ,+ll .lrl i_u:i."^ll aiilJr.ll ,sf, d3.--lt+ ai,.-ll

,3I-l t4r ltrll +prt crl_;l_,f itail ./ *rrt-: ".,,:.,*ll 
4$lj eL3lr- p;-rii

.k*:iJ rl +sN:l crlellyl ,i e),Jl dr+r*

i!1,3 J! a-l+_!t .+-i )ely T rl L 6)c cFgJ..+.r-_#ll ,j,. Jt\l
(.Ll-ll e^.-ll i-,;l_l_l L1c IJJEII ur.->Jl otal_93,^r^- iE

.clli CS.i .,i^ I ('iiiltJ ,.,/:.-,^X LiliSll crt4lti.ll flJisl

L"L"jl gLri qF-rL ei^+ LtJl a-.-ll itl_l_l , il('l C15 4+^ljll i-,I;.Jl ou
is.;till -,;lr,,tJl ,JEi^yl rJt---+ 1F.-ll

g^ i Ult*^ll 4islj.ll ,slr, d ..-.ll i 6l*,.1+-ll orA .d il;lJl ,1$)l,iYl3

.r<+" S;ti O*.--eufl -ei -:-.pll

.C;ps,.6)c ,fi ,+ ,Flli-l , .rl.:j

J$Y -rYl Cti=l Ol e),Jl rJr. +-il| el-,;;l3,slJ. t -+ C dtJf ,-'4.,Llf *tl
.alll

OI gfu cs-r-Yl q3.rYl3 cr1.iS..*ll_l !l+-ll crllL:.ll ul AltJl rJJ+t #
4:i-L"= cf).ctii rJ+s3

o*ri el3J ir q*L"- gJ r:+: ilt- g! , ,,1,,1 ll t\l s+l-rj* 0" ajl rei
.LI. l-= ilJtjii qlri ,t\ U:

. 4:i=lJFql"r Jl etj.i * frrJ.-hll 0^ OA $ eHl ct SlaS

:glte.lt +++Lll on d"*l *
45)rll crlel-,;r;)l 3l el-,;r;)l-l al o+Ult LF*i.fill :i ,-d+-JF.ll eJL i,'++t

.LaltiiL u-,-o o.oll

i,fiJnl sYtx-Ylr JEli^ll i++t
tAllaitr , E 9oll tiJrll i:rlel;r;)l _li ol*)1+ e-il&ll3 iJ"3-.ll crLieL^:^Jl. rL9

.LaiBil. s..-j"ll q+),ll crlel;p)l 3i el;r;)t+ iL-ll g:i crl. *Yl

rl3 oill
U.,r !

Sign:



i 
dtl*.fu# t'*;{jbT, 

6i€ f$Amffi I
0 p*ffisffiilrn*oil F

,^

Grrrcrorrri j|;

SDN

THE nEPuBLlc oF THE suDAN gL4.{ i*Passport Type / jltl r.r Counrry Code ;.fifl ir; passport 
No. iJf,|l pil

fil*.,r,**, sDil Protarlto

=--1P;rr 

{-
I*UAIffiR ilADER HASSAN GASMALLA
l{olicary/iFtlt

efrE.rrrlrlr
FEeof Birrh/rli&Cf.

e, tfl{Ael|.j .lrilr
qo(/si.[
F/ "i*enm ot rcstelrtrdt cEftnrDttDAill/.it 

ro
Si5*a*e of pferoer/jbfl d.lr eiar.

National No. /dlrlt iiJJt

210-6459.5016
Date of Birth /r)gt gglr

01.O1-1997
Date of lssue /Jlrll ar_rli1t-ol -2023
Date of Expiry / trllrll rlaijt

10.01.2033

}# L--,

aa
aa

a

l1
aaaao

aaa
O1
O1

laa

O1
O1
oaa

a oa

aiaaa
a

aaa
a



Df, LEII.I H. HEDICAL CEilTER *"
Tel. 448176511 44817652 - Fax: 44812796

Al Salam Street - North Muaither
Villa No.: 80 & 82

.f.p.rgqJell ': rLrLSJ*J.r l.sp
t t/\\ IVql : ulsi - t t/\\V1o 1 I tt/\\V10\ :,j,+ll

,Jtdll -1q1l.-p)l*Jl-gJqAY3A.:ftX#

r: Prescription
,f

I
N9

\ L n i

-rn-LI \- i.,,,"1?


