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DOHA CLINIC HOSPITAL

QD

Patient Name

Consent for Release Nationality

Date of

of Medical Information Birth

/ S

Gender

Male

I:I Female

| hereby request Doha Clinic Hospital to release medical information
that pertains only to the admission/ consultation of myself to the
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Representative person specified below

Postal Address supll glgisll
E - mail 98Ul aypldl
Telephone: wailgll

For the Purpose of:

I:l Continuum of Care I:l Consultation

dyliriw gl aleylalolgo | |

|:| Personal Use

I:I Legal Purpose I:I Insurance
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Date From Date To

Information to be Released
I:I Discharge Summary

295 3o |:|

|:| Laboratory Results (copy)

Julaill a5t |:|

|:| Diagnostic Reports (copy)
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I:l Medical/ Operative Reports

dub plai/ Oldosll )l |:|

I:I Vaccination

Ulayehill

[l

I:l Others (Specify)

c

sP!

L

| understand that the medical record may also include information on
diagnosis/ treatment related to Psychiatric or Psychological
Condition. Drugs and alcohol abuse. Acquired Immune Deficiency
Syndrome (AIDS HIV) or Hepatitis status so.
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|:| Agree to Release Information |:| Disagree
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- | have read and understood this consent and is subject to written
revocation only at any time except to the extent that the person who
is to make disclosure has already acted in reliance on it.

.l understand that my health care provider cannot guarantee that the
recipient will not redisclose my health information to a third party.
The third party may not be required to abide by this Authorization or
applicable state law governing the use and disclosure of my health
information. Accordingly, my health care provider shall be
discharged from any liability with respect to any use of my health
information by the recipient.

This consent is valid for Life Time/ Unless is revoke by the patient.
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Date of Request:

bl Ayl

| would like to receive the report by:
|:| E - mail igusul aypll |:| In person /ol

@ub ge ayglhall pylaill pliwl sgf

I:l Postal mail/ aypll I:l Hand to representative/ a.:')gbf ool auluwill

Patient’s Signature:

|

Pyl 21597

Patient Representative Name/ (pupoll Jioo guwl

Relationship to Patient/ aljsll alo

ID No / dyoasddl aslbyl by

Signature/ giHgill

Report Reviwed By :

Signature and stamp:

Date: ’




