
COVID-19 Pandemic Emergency Ophthalmic Treatment Consent Form 

COVID-19 ெதா�² அவசர கz சிகிvைச ஒ~©த� ப�வ� 

  Patient name                 : …………………………………………………………... 

ேநாயாள�ய�} ெபயƫ : ………………………………………………………….   
 
Age : ………………………………..     வய¢  : ………………………………..  
  

I understand the novel coronavirus causes the disease known as COVID-19. I understand the novel coronavirus  has a 
long incubation period during which carriers of the virus may not show symptoms and still  be contagious. 
 

ெகாேரானா ைவர� நாவ� COVID-19 என~ப�� ேநாைய ஏ�ப�{¢கிற¢ எ}பைத நா} 

©Ƭ|¢ெகா�கிேற}. ெகாேரானா ைவர� நாவ´t� ந�zட அைடகாt�� கால� இ¯~பைத 

நா} ©Ƭ|¢ெகா�கிேற}, இத} ேபா¢ ைவரஸி} ேகƬயƫக� அறி�றிகைளt காyடா¢, 

இ}§� ெதா�²ேநாயாக இ¯tகலா�. 

 
 

During the lockdown in the wake of the current Corona companion, I have come to the hospital by myself for Emergency 
Treatment. 
 

த�ேபாைதய ெகாேரானா ைவர� ெதா�றிைன அறி|¢�, அவசர சிகிvைசtகாக நாேன 

ம¯{¢வமைனt� வ|¢�ேள}. 
 
 

I have been made aware of the fact that under the current pandemic all non-urgent ophthalmic care is not allowed. 
 

த�ேபாைதய ெதா�²ேநா�கள�} கீ� அைன{¢ அவசரம�ற கz சிகிvைச­� 

அ§மதிtக~படவ��ைல எ}ற உzைமைய நா} அறி|தி¯tகிேற}. 
 
 

If I am an asymptomatic carrier or an undiagnosed patient with COVID 19, I suspect it may endanger doctors and 
hospital staff. It is my responsibility to take appropriate precautions and to follow the protocols prescribed by them. 
 

நா} ஒ¯ அறி�றிய�ற ேகƬயƫ அ�ல¢ COVID 19 உட} கzடறிய~படாத ேநாயாள� எ}றா�, 

இ¢ ம¯{¢வƫக� ம�²� ம¯{¢வமைன ஊழியƫக¶t� ஆப{ைத ஏ�ப�{தt��� எ}² 

நா} ச|ேதகிtகிேற}. த�|த «}ெனvசƬtைக நடவ�tைககைள ேம�ெகா�வ¢�, அவƫக� 

பƬ|¢ைர{த ெநறி«ைறகைள~ ப�}ப�²வ¢� என¢ ெபா²~©. 

 
I am aware that I may get an infection from the hospital or from a doctor, and I will take every precaution to prevent this 
from happening, but I will not at all hold doctors and hospital staff accountable if such infection occurs to me or my 
accompanying persons. 
 

எனt� ம¯{¢வமைனய�லி¯|ேதா அ�ல¢ ம¯{¢வƬடமி¯|ேதா ெதா�² ஏ�படt��� 

எ}பைத நா} அறிேவ}, இ¢ நட~பைத{ த�tக நா} எ�லா «}ெனvசƬtைக 

நடவ�tைககைள­� எ�~ேப}, ஆனா� இ¢ேபா}ற ெதா�² எனtேகா அ�ல¢ எ}§ட} 

உட} வ¯� உதவ�யாளƫக¶tேகா வ|தா� ம¯{¢வƫக� ம�²� ம¯{¢வமைன ஊழியƫக� 

ெபா²~ப�ல எ}பைத நா} அறிேவ}.     
 
 
In case I or my attendant get the COVID 19 infection after the visit to the hospital, I will inform the hospital authorities at 
the earliest, so that appropriate tracking of the patients/attendants and hospital staff present on the day of my visit can be 
done. 
 

நா} அ�ல¢ என¢ உதவ�யாளƫ ம¯{¢வமைனt�v ெச}றப�} COVID 19 ேநா�{ெதா�² 

ஏ�பyடா�, நா} வ�ைரவ�� ம¯{¢வமைன அதிகாƬக¶t�{ ெதƬவ�~ேப}, இதனா� என¢ 

வ¯ைக நாள�� இ¯|த ேநாயாள�க� / உதவ�யாளƫக� ம�²� ம¯{¢வமைன ஊழியƫகைள~ 



ப�றிய சƬயான கzகாண�~© ெச�ய «�­�.  

 
 

I verify the information I have provided on this form is truthful and accurate. I knowingly and willingly consent to 
emergency treatment completed during the COVID-19 pandemic. If I hide my facts and relevant details and because of 
my knowing or unknowing behavior or action the hospital staff gets infected, I may be held responsible for appropriate 
compensation in the court of law. 
 

இ|த ப�வ{தி� நா} வழuகிய தகவ�க� உzைம ம�²� ¢�லியமானைவ. COVID-19 
ெதா�²ேநா�கள�} ேபா¢ அவசர சிகிvைசt� நா} ெதƬ|ேத ம�²� வ�¯~ப{¢ட} 

ஒ~©tெகா�கிேற}. என¢ உzைமகைள­� ெதாடƫ©ைடய வ�வரuகைள­� நா} மைற{தா�, 

எனt�{ ெதƬ|த அ�ல¢ அறியாத நட{ைத அ�ல¢ நடவ�tைக காரணமாக ம¯{¢வமைன 

ஊழியƫக� பாதிtக~ப�வாƫக� எ}றா�, ந�திம}ற{தி� த�|த இழ~ப�� வழuக நா} 

ெபா²~ேப�கt���. 
 

 ............................................................................. 
SIGNATURE/THUMB IMPRESSION OF PATIENT 
ேநாயாள�ய�} ைகெயா~ப� / கyைடவ�ர� 

 
 

Name   : ……………………………………………………….                             Date  : .......................................... 
  
  ெபயƫ : ………………......................................................                ேததி : ........................................ 

 
Mobile Number.      :  ......................................................... 
  
 அைலேபசி எz.: ......................................................... 

 
Address  :  .............................................................................................................................................................  

  

 «கவƬ  :  ............................................................................................................................................................. 
 
Name of the Attendant : ……………………………………………..  Date  : ......................................    
  
 உதவ�யாளƬ} ெபயƫ : ………………....................................     ேததி: .....................................    

   
 
Signature of the Attendant : ........................................................... 
  

உதவ�யாளƬ} ைகெயா~ப� : ........................................... 
 
 
Name of the Doctor/Hospital Personnel : ....................................................           Date: ..........................................   
 

ம¯{¢வƫ / பண�யாளƫகள�} ெபயƫ : ..........................................           ேததி : ........................................  
 
 
Signature of the Doctor/ Hospital Personnel : .............................................. 
 
ம¯{¢வƫ / பண�யாளƫகள�} ைகெயா~ப� : ............................. 

.Disclaimer:  These are only guidelines subject to change and revision at any time and as 
professional colleagues, you are free to make necessary improvisations to suit the 
circumstance.  
 
Not for Legal purposes.   


