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  MANDALUYONG CITY MEDICAL CENTER    


CONSENT FOR ADMISSION (Service & Pay)








MD2010-001-REV01
	NAME:
	AGE:
	HOSP. REC. #

	DATE OF BIRTH:
	SEX: 
	CASE NO.:
	ROOM/BED #: 




I, 









 of legal age, do hereby give my consent and authority to Mandaluyong City Medical Center and its staff to perform on me / patient 









  such tests or procedures, and administer such medications and treatment as may be deemed necessary by the doctors of the hospital, during my / my patient’s confinement in the hospital. I understand that the procedures include all those proper for treatment or prophylaxis, as well as, all-therapeutic and diagnostic test as may be required. In case patient is pregnant or has a history of life-threatening allergies, or adverse drug reactions, such facts must be made known to the doctors, nurses and technicians concerned. I, therefore will not hold the hospital or any of its staff liable for any untoward incident that may happen beyond their control.

Ako si 









 nasa hustong gulang, ay nagbibigay pahintulot at otoridad sa Mandaluyong City Medical Center at sa mga kawani nito na magsagawa sa akin/pasyenteng si 







 ng mga eksaminasyon o pagsusuri at mga ibibigay na gamot ay pawang mga kailangang isagawa at ibigay habang ako/aking pasyente ay nananatili sa ospital. Kung ako/aking pasyente ay buntis o “allergy” sa ano mang uri ng gamot, ito ay aking dapat ipaalam sa mga doktor, nars at mga teknisyan. Ako’y sumasang-ayon na walang pananagutan ang ospital o mga kawani nito na magdudulot ng hindi inaasahang insidente ng dahil sa aking kapabayaan o mga kadahilanang hindi nila kontrolado.
[     ] Patient is a minor: _______ yrs. old




    Signature or Thumbmark of Patient


   Ang pasyente ay Menor de edad



   Lagda o Tatak ng daliri ng Pasyente

[     ] Patient is unable to sign because:













   Ang pasyente ay hindi makalagda dahil:



Date (Petsa)


























Witness (Saksi)



Signature of Patient’s Representative:
                  Relation to Patient

      Witness (Saksi)
INTERPRETER’S DECLARATION

I confirm that I have accurately interpreted the contents of this form and the related conversations between the patient and the doctor.

Need for an interpreter. 

Language (spoken) 


  
Disability (Specify) 


 


Signature over printed name (Interpreter)



Date/Time


