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Patient’s Identification Label

MISSION:

King Faisal Specialist Hospital and Research Centre — KFSHRC, provides the highest level of specialized healthcare in an integrated

educational and research setting.

Dear Patient:

To enable us to provide the best services and reduce the waiting time to the minimum extent possible, you are kindly requested to
complete this form in order to help us finalize the necessary data in your medical record:

Grandfather's Name:

Family Name:

First Name: Father’'s Name/Middle Name:

Date of Birth (dd mm yyyy): Place of Birth: Age: Mother's Name:
Sex: Marital Status: Full National Address:

[OMale [JFemale [Jsingle [Married [JWidowed [Divorced

National |.D./Passport No./lgama Nationality: City:

No.:

Home telephone No.: Mobile No.: E-mail Address:

Business Address:

Business Phone No.:

Extension:
Do you have an existing medical record at King Faisal Specialist Hospital and Research Centre- KFSHRC: [J Yes [ No Ifyes, provide
MRN:
RELATIVES TO CONTACT IN CASE OF EMERGENCY:
(1) Name: Relationship: City: Mobile No.: Home No.:
(2) Name: Relationship: City: Mobile No.: Home No.:

To finalize registration procedures, the patient’s National I.D. or Igama / Passport should be presented.
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Consent for General Treatment:

1.

10.

11.

12.
13.

14.

15.

16.

17.

18.

19.

20.
21.

22.
23.

| hereby authorize KFSHRC personnel to administer medical treatment and perform diagnostic tests/imaging as may be necessary or
advisable. These diagnostic tests/exams may include Non-Invasive Cardiology exams or Radiological imaging that do not involve the
injection of contrast or Radiopharmaceuticals. | understand that KFSHRC personnel will discuss with me all potential risks, benefits,
and available alternatives prior to administering medical treatment or performing diagnostic tests/exams, and will ensure all necessary
precautions are taken to mitigate any potential or actual risks.

| understand that the treating physician is the person responsible for the assessment of my medical condition and he/she will have the
right for my discharge or referral and transfer from ward to ward, or to any other health care facility, based on my medical condition.

| understand that the treating physician is committed to making every reasonable effort to provide me and/or my guardian with
comprehensive information about the benefits and risks associated with the treatment or tests as a condition for granting consent to
treatment.

| understand that the physician is required to explain my health condition in a language and manner that | understand and to provide a
translator if necessary. Additionally, | retain the right to revoke any specific consent previously granted.

I understand that medical students/trainees, may be involved in my care under appropriate medical supervision.

I understand that the KFSHRC and its employees will respect the privacy of patients at all times and the confidentiality of their
medical information shall be guarded carefully.

| understand that smoking is prohibited in all KFSHRC facilities except in designated areas.

I understand that all patients seeking services are subject to medical eligibility assessment and acceptance process based on the
hospital regulations.

| agree that my first appointment or follow up appointments may be done through the virtual clinics and | will not need to come to
KFSHRC in person for these appointments, based on the physician’s decision.

| agree that KFSHRC may communicate with me via text messages or email and/or request my participation on the patient portal or
virtual platforms.

I understand children patients are the responsibility of their parents or legal guardian. Hence services cost rendered to children patient
are the responsibility of the parents or the legal guardian in the absence of Insurer or legal third party Payer.

I understand that KFSHRC as an independent sue-generis organization provides services with fees.

| understand that the medical services provided at the government’s account are for citizens and for a specific category of accepted
diseases and critical cases. Otherwise, these services are provided for a fee, covered by insurance, a third party, or at my own personal
expense.

| acknowledge and accept full responsibility for paying the fees and costs for services provided by KFSHRC, whether from outpatient
clinics, home visits, inpatient care, or virtual clinics, in the absence of full coverage by the insurance company or an approved third
party. | also commit to paying all fees in advance for these types of services.

| accept full responsibility for paying the fees upon receiving invoices and claims related to inpatient and emergency services in the
event of non-payment in advance and in the absence of full coverage from an insurance company or an authorized third party.

| pledge that I will not have any outstanding claims with KFSHRC pending for more than sixty (60) days and acknowledge that
KFSHRC has the right to resort to external collection agencies or take legal action to recover these amounts if they remain unpaid
within the specified period.

I understand that KFSHRC will accept for safekeeping money, valuables and personal property but they shall not be liable for loss or
damage to any personal property or valuables, unless deposited with KFSHRC for safekeeping.

I understand and acknowledge that the insurance company has authorization to access and copy my medical information for processing
authorization of treatment and payment of services charges provided to me by KFSHRC, in accordance with the Kingdom of Saudi
Arabia healthcare insurance regulatory bodies.

| grant permission for my personal contact details to be shared with a third party business affiliates, solely for the purposes of assessing
patient satisfaction by responding to the survey that shall be sent after my visit via an SMS or a phone call with the understanding that
all information shall be kept confidential.

| grant permission for KFSHRC to send health education or awareness material.

| understand that my data will be permanently stored in the hospital’s registry and will be used in accordance with hospital regulations
and the regulations in force in the Kingdom of Saudi Arabia. It may be shared nationally and internationally in accordance with local
regulations.

| understand that the hospital may contact me in the future to update my information in the registry.

I understand that the hospital may contact me in the future regarding research proposals. | understand that participation in these
research proposal is voluntary, and will not impact my treatment plan, and | will have the option to accept or decline.

Form 7091 V.6 PATIENT INFORMATION AND CONSENT FOR GENERAL TREATMENT FORM
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NOTICE OF PRIVACY PRACTICES ACKNOWLEDGMENT

TO THE PATIENT:

Your Rights Regarding Processing of Your Personal Data:

ol
sAalil) ULy Aatleay (alay Lo ol gia

1. You have the right to be informed why we're collecting your personal o B e - o
Data and what rules we're following. Lentts A el (oA Loy Apadll) By pes cuw A e GGl AL Y
2. You have the right to access your personal Data that we have about s, A dasdll el ) Y |4zl el v
you. Lo Badia ) dpad il 2 &l Jpasll & gal .
3. You have the right to request your Personal Data that we have about | s 8 JSG Lgy Ladiat Al Apaddl) dbilily e Jpasll cll & @all el ¥
you in a readable and clear format. o
4. You have the right to request correcting, completing, or updating your =
Personal Data held by us. Lo i Al @by Cunad ol (JWS) cmamat calb & el @l g
5. You have the right to request a Destruction of your Personal Data held T .
by us. in accordance with the applicable Laws of the Kingdom of Saudi | L Jsenall adaidl (8 5 43 Jadias ) pad Sl elilily B (il & sall el o
Arabia o saal) Ay el ASlaall A
6. You have the right t_o WIthFjI’aW your consent for processing your | y o e s, Lﬁi RO iy Aallae o ol o sl AR
Personal Data at any time. Withdrawal shall not affect the processing of RN T IR IR |
Personal Data that is based on another legal basis. A P Gl e Uy Apad Bl Gl dallae o ol i
O Not to disclose or release and/or update my health information by (S B e Lgfand s daniall Jlaslae aldid ol plady) S e Y O
anyone other than myself. AN Galasdl dpaddll il slae i/ 5 daniall e slae il 5 Zlail zand [
O 1 authorize to disclose and release my Health Information and/or 2o »31.“?
personal information to the below mentioned individual(s) only: | e
----------------------------------------------------------------------------------------- d-\ﬁL)ALG—“\.-)-\A:I?:\;\j . ,” ‘;'!.\A_,XM ji/J .~“ “ L;’\A_QX“UG CM‘YL‘ CAM\‘ D
O 1 authorize to disclose my Health Information and/or personal information i aa glansd 4 alasy)

to be updated by the below mentioned individual(s) only:

Your personal health information can be disclosed and used in the following
situations WITHOUT your authorization:

1.

For the purpose of treatment and continuity of health care in emergency
situations where the patient is unable to give consent, and in cases where
obtaining consent from the patient's guardian or representative is not
possible.

For payment purpose from third party payers such as insurance
companies.

For hospital operations to improve and develop the quality of healthcare
services.

For public health, KFSHRC may disclose to the appropriate authorities
your health information to prevent or control an injury or disease from
spreading.

For official authorities, judicial authorities, General Medical Committees,
Social Security, Comprehensive Rehabilitation Centres

For pharmacy drug recalls.

When you're personal health information is required by the law or is part
of a prior agreement related to the patient, or when the requesting entity
is a Public authority and the disclosure of patient information is necessary
for security purposes or to comply with judicial orders, or for the benefit
of the patient.

When the use of data is necessary for the legitimate interests of
KFSHRC, provided it does not infringe on the rights and interests of the
patient.

o Auue A8 g0 24T (g Lealadiul g Auad ) snaall il glaa (e oSS Sy
) Al Al
L S Al AUl el 8 daaall Agle I Ayl paind g 230Dl (a0
o 481 5a 31 L et ) SV g 268 sl o) o 38 it (sl

‘ ey G sl g el
Ol lS s Jie Gl Cayda 8 (e Asaall e Hl) listies dlaw (@l Y

_bé il L;:1\ Al :Q\.c)n iladd EJ}_A ):I}LJJ JrIVEN] 3 QM“ ¥

S S e eaaddll Joad Glld) Lifiae (RIS S8 caaianal daal g
Sasla) e skl o Al (e Laall dlilashaa (e dginall cilgall

Al dphll lallly doboasll cileally dae Sally dalall deaw)ll Cilgall o
el Jaalil) S0 ey e laia¥l lasall g

Agdanall J8 e 4 5¥) pla il VWL 1

O 123 0S5 sl allaill Can gay & sllae Apadl) daal) olile shes o sS3 Ladie Y
OsSesdale dgn il glaall LUl dgall ()85 5 imy yally (3l Aanse 48Li)
Gy ol Auilaad gl Y U i duial Gl 2 L s e il glaall CaiS

Joad Gl adiid de g yidl allaall  cloghedl 23S (55 Laie A
ol llan s (3 ia i Wi da iy «lagl) S a5 anadil

PATIENT INFORMATION AND CONSENT FOR GENERAL TREATMENT FORM e zle o A88) gally ) By i sall Cilaglaa i gal
Form 7091 V.6

Page 5 of 6




’7 Patient’s Identification Label —|
i) G dldl) A
Sl S
KING FAISAL SPECIALIST HOSPITAL
AND RESEARCH CENTRE

L _|

PRINTED NAMES / SIGNATURES Cilad gil) [ delda plandyl)

Name:
:e-u‘f\

[ ] Patient w2l [
D Guardian (if patient's condition or age reasonably precludes the ability to grant informed (5 mtienal) 2881 gall ) J8) o 4a8 55 laiay o yee sl (o sall Alla S 13)) JA‘Y‘ UJJ |:|

consent) v
Relationship / (National I.D./lgama/Hospital I.D. N0.) - (Guardian) (0aY) (s) - (elasll BN JAQEY) [Ay 5l a8 5) / Al ) Ala
Name/Signature &8 5 fany]
Date / Time < gl) [ )
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