@m-?ﬁm'%vwaﬁ'?al
R kAR I s I

NATIONAL TRADITIONAL MEDICINE HOSPITAL

A
NATIONAL CENTRE FOR TRADITIONAL MEDICINE SERVICES " % by
MINISTRY OF HEALTH, THIMPHU: BHUTAN 01770

e,
NALMED

Qi Form No: NTMH/TsD-01

;,Y}tu&gi\; lllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllll l E ?ﬂ ﬁ
zggz}lmz]’lq@’lwz‘ lllllllllllllllllllllllllllllllllllllllllll ‘l JINA 9&‘ qgm'qﬁ%'mc lllllllllllllllll "'
2. {79794
HBsAg Anti-HCV HIV Diabetic
2. E‘[“T’ﬂ%{ﬂ High Low Normal
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INFORMED CONSENT FOR BLOODLETTING THERAPY
Form No: NTMH/TsD-01

1. Patients Detail

NAME.. .o Male Female Age

(G111 D 8 \ o TR Old New Mobile No....................
2. Underlying Diseases and Conditions

HBsAg Anti-HCV HIV Diabetic
3. Hemoglobin Level

High Low Normal

4. Reason forthe therapy............cccooi e

5. General Risk of the Procedure
Bloodletting involves some risk and hazards, such as dizziness, infection,

fainting and bleeding.

6. Patients Consent
I confirm that Drungtsho has explained the purpose, expected benefits,
potential risks and possible complications related to Bloodletting Therapy.

Having fully understood the information provided, I willingly give my
informed consent to undergo Bloodletting Therapy. I understand that I have
the right to refuse or withdraw my consent at any time before the procedure
without affecting my future medical care.

Signature/Thumb Print of the Patient
Bloodletting Therapy Date..........ccccccoevvveennneee.

7. If the Patient is Uneducated/Disabled

I have explained the contents of this document to the Patient/Attendant
regarding the possible risks and contraindications of the therapy.

Name of the Attendant...........cccccoecvevie e,
Signature/Thumb Print of the Attendant

Signature of the Drungtsho
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