Ot "HID MEDICAL CENTER

File NO: ..vivviiiiniinianne, Date: SH/«Q / ] g

Date: :}.{f Y, it‘\ File Number: ...... \onj{‘LfL =
() A . 17 3
Patient Name:..... S CANCL..... %&\.\BQ"CLK}U\)ﬂ oyl ]
Date Of Birth (auall 7, g’%/(‘\ / lq Gender (puiall): M /_F_ Marital Status: (e laa¥ diall) ... 9{ ..............
Nationality (fuiall): L(.i\(ﬁlh\&f. ...... Occupation [@sss!l) T ..vvveeeeververeeennn ,/Q-{ ...............................................
- T ; ~N e e P &
Address (3lsll) :...... Q’QX\LQ\\\{\\\‘\'\QT\%—’(\AQQ&M Phone No. (ciatell i: ... 2. S0 220 28521 ..
R - ACL i . _ ;
E-MAIL:  ooeeirnnn. o N'\Q\\QN\\‘\ ..... ‘LR..STS.?:\\.C&.\QL.:.. How did you know about us: L—‘YQ\\’A(*\Q{ mﬂ()
h . o
. . p p Yes/No If YES’ give details
Medical Condition 4kl dall Y ] pai bkl S5l o A 1S 13
Recent or current drugs/Medical Treatment N O
i Sladle (5 Ll 5 el gl Lot Ja
Cortisteroids/Immunosuppressant
ficliadl cidadie o Sy 5 i gl aladi Ja N O

Allergies fimbus gl cbal Ja 7

Surgical Operations, Serious lliness
Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease /7
alall b yal (o lia il Jlaa ol Glad gl ey gita g an e i dal o

High Blood Pressure, Bleeding disorders, Anticoagulants

Saall ilagas ol ala®i of iy 31 (3 JSLia (ol daia gl bl Ja '
Anemia, Leukemia (a2l (Ua ) LasS ol o(pdt i) Liasil /"

Chest disease, Asthma, Bronchitis, TB, Other
oAl pal el cdudl ccaluaill ",s gl gt :\.A‘)\ ¢Aa jaa (yal al o’

Renal, Urinary, Sexually transmitted disease
Aalulis ol Al gy al yal ) (ASH (A al el (5} (s (el A 4

Pregnancy, Contraceptive pill, Menstrual problems
92 ,ell 5 ) pall 8 JSLae e Oilas Ja Tdaall wile g1 Gpala®t Ja $la cul Ja s/

Hepatitis, Jaundice, Other liver diseases

&) D€ al el (51 o jinall ¢ il 2SI el ’’
Peptic ulcer, Crohn's ulcerative colitis, Other 77

?J_‘Piieﬂdnll).l‘é‘ cQJJS el Ml:_l‘,a.nrt_\‘ﬁ

Epilepsy, or any other neurological disease

Thyroid Diseases, Diabetes /
9448 all saadl Ll yal o) (oSl (a pa e (e o /
Other conditions fis_al sl el gl e i Ja ,/
HSV, HIV...etc Jasadl Sall Gos 5 « V) Gy



o :x__x_AJgi j—<}o>
ORCHID MEDICAL CENTER

Medical Consent Form

| hereby consent and authorize the doctor to treat my medical
condition which has been explained to me by the qualified physician

| understand that in order to provide me with the most efficient and
enhanced service, diagnostic and other procedures may be deemed
necessary.

| understand that my treating doctor may discover other or different
conditions, which may require additional or different procedures than
those planned.

| authorize my treating doctor to perform any procedures which are
advisable in their professional judgment.

| understand that no warranty or guarantee has been made to me as
aresult or cure just as there may be risks and hazards in continuing
my present condition without treatment.

| understand that there are also risks and hazards to the performance
of the diagnostic and/or surgical procedures.
| realize that common surgical or diagnostic procedures are potential
for an infection, swelling, bleeding. pain or allergic reaction.

I understand that there are minimal fees to be paid per service and
that all fees must be paid in full before the completion of treatment.

) consent that all medical history and information | provided in my
medical file is true and | understand that any information | provide
regarding my medical status will be kept confidential and anonymous.
| believe that | have sufficient information to give this consent. | certify

that this form has been fully explained to me and that | have read it
and | understand its' content and | sign it with all my will.

I am fully aware that any payments is NON refundable
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ORCHID MEDICAL CENTER Piercing consent Form '
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| hereby authorized ta have my / my child / my grandchild QQ - L to be pierced, | have réad and understand the following information which is very important in

limiting or reducing post piercing probiems during aftercare. By my signature below, | declare the following;

-~ | /He / She is not under the care of Medical Dactor/s for any medical condition or otherwise prohibiting from piercing procedure.

- I / He/ She do notsuffer from Diabetes, Epilepsy, Hepatitis, HIV /AIDS, Hemophilia, Dizziness or any heart candition, furthernatunder thenfluencz or regular
prescrice medicationsuchasblood thinning medication.

- | am not under the influence of drugs or alcohol. | am not pregnant.

Ve | have been informed about the piercing procedure and given a copy of piercing after care Instructions, which | have read and understand. |
understand that after piercing care procedure varies depending on whether the piercing is of the ear lobe / ear cartilage / nose or belly / naval. |
have noted the differences.

~  lunderstand that the possibility or infection may exist due to impraper hygiene, metal sensitivity or other causes, however the most common is
due to a failure to carefully follow to recammend After Care Pracedure.

-~ | understand and accept that ear piercing in the ear cartilage may carry a greater possible risk of redness, swelling and infection due to the nature
of piercing the area of the ear and | knowingly accept this risk.

- lunderstand thatdue to the nature of the piercing, exposure of newly pierced areato certain environments such as swimming and participation in
athleticevents (exercising) may increasethe likelihcod of infection.

-~ | will follow Piercing after Care Procedure.

rd In case of belly/naval piercing, | am aware that my skin/ body may reject the foreign metal causing for piercing to close.

- | am over the age of or conseént on behalf of a minar, under the age of consent, that [ am the parent or legal guardian of such minor

understand that a minor signing as commits an act of fraud.

By signing this Piercing Consent Form, | hereby acknowledge that | understand the AFTERCARE procedure and the risk of infection. Knowing the risks, | consent to
having my/ daughter / son, Q {'R\ AL pierced by a medical professional of this clinic and as consideration for the clinic agreeing to piercemg
OEEE and to the extent permissible by law | willfully assume all responsibility for injury or ioss, of any kind,
that may be associated with this piercing procedure. If signing as parent or legal guardian on behaif of a minor, | will hold myself liable and will indemnify the clinic
and its staff/s, manufacturer, importers, distributor, pramoters and will I further understand that making a false statement constitutes anact of fraud.

Date: ,2 U/l\ ! Z O\

Customer/ Parent/ Legal guardian Signature (if customer is under the legal age, this must be signed by the parent or legal guardian) tt

pote: 24/ [

Medical Professional.

Clinic file copy, keep safe for customer records, attached products sterilization reference here.



12/24/2019 ClinicSoft - Receipt Voucher
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AED 105.00 RECEIPT VOUCHER (No.REC-006684) Date:24-12-2019
Receive from Mr./Mrs./M/s. 1003642 - reina 000 - 9715525859

The sum of Dhs. One Hundred Five Dirhams and Zero Fils Only

By Cash 0.00 / By Credit Card 105.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

Bank: Cheque No. Date: 24-12-2019

Being ear piercing + vat

Made by Reem

1.Any Advance refund will be accepted within 48 hours for 25% of deduction from the total amount.

2 Treatment includes lab cost is non-refundable.

3.After 48 hours No refundable accepted

Confirmed by : 1003642 - reina 000 - 9715525859

Tel:+9716 5558337, Fax: + 9716 528 8130, e - mail : info@omcl.ae
www.omcl.ae

orchidsvr/orchid2/receipt_view2.aspx?rec_code=REC-006684



