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JASLOK HOSPITAL & RESEARCH CENTRE

GENERAL CONSENT FORM FOR ADMISSION
| residing at

do hereby give consent for the admission to

Jaslok Hospital & Research Centre for Investigation / Treatment under Dr.

| agree that the Hospital will not be responsible for any mishaps due to circumstances beyond its control.

| further consent to the release of professional and / or other information from the Medical record as may be deemed necessary in
accordance with the rules and policies of the hospital.

| have read the “in-patients” guide carefully and have selected the class | prefer. | also undertake to vacate the room, | am
occupying, if required to do so, and will settle my bill in full at the time of the discharge.

| do hereby agree to abide by the rules and regulations of the hospital applicable to the Inpatients.
Witness: Signature / Thumb Impression:

Name and Address

Dated this day of 20
If this is signed by a person other than the patient he should state the relationship with the patient.
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JASLOK HOSPITAL & RESEARCH CENTRE
15, Dr. G. Deshmukh Marg, Mumbai - 400 026.

| hereby deposit an amount of
(Rupees

)
At the time of my admission and | promise to pay all the bills hereafter within two days of their being presented to me failing which |
Shall be liable to be discharged immediately without further treatment and without prejudice to your rights to recover the amounts
and take legal action against me for non-payment.

(Signature of the Patient)

| hereby state thatin
the event of Patient Mr./Mrs./Ms. not being able to pay the bills as and when present, | guarantee full payment and not being able to
pay the bills as and when present, | guarantee full payment and | agree to indemnify you against non-payment.

(Signature of the Guarantor)

Address

Tel. No.
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