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File NO: v..vivviiiieenans Date: / /

Date: ./ oo/ o File Number.: .......... \‘3936?’ o

Patient Name:............... amm ...... .fil};_;.l}.ﬁ;.;},);.ffgﬁ.....‘...A.I..,.nm::;g,,m, ' ol ]
Date Of Birth (ssuall st @ f6 7 421 24, rGendar (paad): M/ F Marital Status:(Lelaadl Dadl) oo,
Nationality (iusall): ..(./i)ﬁ../]/zm.'dn.@/ OCCUPANON (idalinll) © - st S e A B ST SRS
AIESS (S15a1) furrerereererereeresesessesesessssnseserssesesssnesesssssssmessassesees Phone No. (sl ai): ..Q. 5./ 226449
E-MAIL: .....orsermssrmsamnnommsss srmsrsena s e i P o S RO BA T A oA A How did you know about US: .....c.cceuiieieeiiiaiiiiinnicinins

© Yes/No If 'YES’ give details

Medical Condition Ayell Ala) Y/ pai Cuailly €31 s Ala ) S 130

Recent or current drugs/Medical Treatment
e ladle o) Al )l Aol (sl Palaii Ja

Cortisteroids/Immunosuppressant
faeliall cillada 5f Zilay g i 51 alati Ja

Allergies figulua i dhal Ja

Surgical Operations, Serious lliness
?ual).la;ld.qjh&,\-'\pi»agm 41;'&5)&'&

Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease
h_lli.“ u.nl_,.ui sql;u.‘\,ﬁi‘.l.c.- u__ﬂi“ alad \._ﬂ.qflll "'\'3)1“}.);.1'“ ;\,ﬁi_ﬂ_);.

High Blood Pressure, Bleeding disorders, Anticoagulants
Soall Cilasas (5l alai g was 3l (B JSLEA ) Jaia A 5 )l Ja

Anemia, Leukemia (s Jua ) LasS ol o(pall i) Liag!

Chest disease, Asthma, Bronchitis, TB, Other
Sl pal el cduall ol sail) QJ algdll oAb LJ Ay peam Ll el
Renal, Urinary, Sexually transmitted disease
L f Al ga il pal gl S 6 al gl (g1 (e SlaT Ja
Pregnancy, Contraceptive pill, Menstrual problems
¥y 5edll 5y g2l (8 JSLEa (ge cpilad I Saall aila g) Cpatali Ja € Jala il Ja

Hepatitis, Jaundice, Other liver diseases
Soal Las al ol os) haall ¢ (it sl 2 gl

Peptic ulcer, Crohn’s ulcerative colitis, Other
fsoal Rgaa ial yal gl (0158 sla g gae da i
Epilepsy, or any other neurological disease
¢ pamanll Jleall b Gl jal (5 o) g uall o a3 Ja
Thyroid Diseases, Diabetes
Oad )l Gaall el el 5l g Sl (m pe o Slai JA
Other conditions S _al al jal i e (Pl Ja
HSV, HIV...etc Japadl Sadl (g b « ¥ as



Medical Congent Form

| hereby corigent ard authorize the doctor to treat my medical
condition which has been explairiec to me by the qualified physician

| underatand that in order to provide me with the most efficient and
enhariced service, diagriostic and other procedurss may bé deemed
necessary.

| understand that my treéating doctor may discover other or ditferent
conditions, which may require additional or différent procedures than
those planned.

| authorize my treating doctor o perform any procedurés which are
advisable in their professional judgrnent,

[ understand that o warranty or guaranteé has beén made to me as
A résult oF cure just aa there may be riske arict hazards in continuing
My presenit condition without treatrrent.

| understand that there are also risks and Kazards to the performance
of the diagnostic and/or suigical pracedures.
| realize that common surgical or diagnostic proceduras are potential
for an infection, swelling, blesding. pain or allérgic réaction.

| underatand that thére are minimal tees 10 be paid per sarvice and
that all fees must be paid in full before the coripletian of traatmert.

| corigent that ail mecdical history and information ! provided in My

medical Hilé ia trusé and | understand that any information | provide
regarding my madical status will be kept confideritial anet anonymous.
f Believe tat | have sufficiert irformation to give this coneent. | certify

tHat this form has Baer fully explained i me and that | have read it
and | underatand its’ coritent and | 3ign it with all my will.

[ am fully aware that any payments is NON refundable

Patient's Signature/ Guardians (In case of minars):

Date; .../.../ .
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Vital Signs & gaadi &l il

Weight (5341): Kg Height (Jskll): cm Blood Type (aul! dsaid) :

Pulse (Laull): ppm Blood Pressure (sull keina):  / Blood Sugar (sull ) :

Chief Complaint ssluadl jda,l! 830 e

Disease History :g.a,all &, Gl
Allergies duwluwall
Medications 454!

Pregnancy Jeall

Previous Surgeries, Hospitalization
M J"&JI ¢ u:nl-m u:nle.l-ﬁ‘

Smoking (Cranatl) : Y/ N Alcohol (J}hglwlah:): Y /N Drugs (ng[&m): Y/ N

General & Clinlcal Findings % e § Saladl Gladdl

Examination aadll

Radiography Suslaudli ;guad



File NO: coieiiieiceeieeens

Treatment Plan

& Yadf o

Date:

/
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PATIENT NAME:

FILE NO#:

DATE TREATMENT

PAYMENT

BALANCE

SIGNATURE




12/28/2019 ClinicSoft - Receipt Voucher

o bl o ‘i]gi j—<j}-D
ORCHID MEDICAL CENTER

AED 2,572.50 RECEIPT VOUCHER (No.REC-006756) Date:28-12-2019
Receive from Mr./Mrs./M/s. 1003670 - FATIMA 000 - 971561226449

The sum of Dhs. Two Thousand Five Hundred Seventy-Two Dirhams and Fifty Fils Only

By Cash 0.00 / By Credit Card 2,572.50 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

Bank: Cheque No. Date: 28-12-2019

Being she take 6 sessions full body by offer 4900 shared with he friend no file(1003667) + 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 : 1003670 - FATIMA 000 - 971561226449

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

orchidsvr/orchid2/receipt_view2.aspx?rec_code=REC-006756



