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Date: / /

File Number: \00397/5
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Date Of Birth (Skall &4,0) ¢ ... /... / uueee. Gender (juial) : M /@ Marital Status:(ielaay) dlall) ....ovverennnas
Nationality @awcall): ....covvvvvcenniiiecainnn..  Occupation (dididll) ¢ e MXaserpoey
ADArE88 (Sls5all) fuooruurerinsiarainveinssasesssenesisisesssesessnasenssssneierenss PNONEG NO. (il o2 ): 8}55?2—7'“\0
E-MAIL:  eevivisiniiarivosivirmive s iiis smiiaia i ei el baiba i iy CEds oiaives How did you know about us: .........c.coieviiiiiiiiiniiiiiiini
Yes/No if 'YES' give details

Medical Condition Al Altall
Recent or current drugs/Medical Treatment
fla Sladle g Al 5 40l ) alaZi Ja

Cortisteroids/Immunosuppressant

Allergies fiulus 4l bl Ja

Surgical Operations, Serious lliness
ol jal g1 (e ad o) Lal e il gl Gy pal Ja

Cardiac surgery, Rheurnatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease
il gl yal .qsh..‘«.,.di(h..a sl Gl Gilgah eay sita g as el Aal s

High Blood Pressure, Bleeding disorders, Anticoagulants
ff.\u Gilages ‘;1 bl 5y 5l y‘dﬂfu se&]‘h‘hgﬁ&m‘ﬂ sl Ja

Anemia, Leukemia (sl (la su) LasS ol i(pall id) Ll

Chest disease, Asthma, Bronchitis, TB, Other
Wat il el oJud) el 4 gl Aol A 3 o jhia il yal
Renal, Urinary, Sexually transmitted disease
Al o Ad gy il yal gl S B ial pal g1 e il b
~ Pregnancy, Contraceptive pill, Menstrual problems
£4 gl 55 500 b JSLia (e cppilad b SUaad] iile (g cppdalats Ja fala il Ja

Hepatitis, Jaundice, Other liver diseases
A A il yal gl ol jieall ¢ ) 28 gl

Peptic ulcer, Crohn's ulcerative colitis, Other
tusoal Ay gae il al gl 0058 510 A smada i
Epilepsy, or any other neurological disease
Thyroid Diseases, Diabetes
?lﬁ)ﬂ‘i&]‘u&‘f\jgﬁﬂ‘ubﬁd‘gﬁm&

Other conditions $s_sal al el (5 e Alai Ja
HSV, HIV...etc dasall Mall uy b Sl a5 s

Y/ pai el 3 ans Al Y1 (il 13



Medical Consent Form

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

| understand that In order to provide me with the mosat sfficlent and
enhanced service, dlagnostic and other procedures may be deemed
nacessary.

| 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 thelr professional judgment.

| understand that no warranty or guarantes hae been made to me as
a result or cure just as thare may bs risks and hazards In continuing
my present conditlon without treatment.

| understand that there are aiso risks and hazerds to the performance
of the dlagnostic and/or surglcal procedures.
| reslize that common surglcal or dlagnostic procedures are potentlal
for an [nfectlon, swslling, biseding. pain or allerglo reaction.

| understand that there are minimal fees to be paid per servics and
that all fees must bbe pald In full before the completion of treatment.

| consent that all medical history and information { provided In my

medical flle |8 true and | understand that any Information | provide
regarding my medical atatus will be kept confidential and anonymoua.
| beilava that | have sufficlent Information to glve this consent. | certify

that this form has been fully explained to me and that | have read It
and | understand Its' aontent and [ sign it with all my will.

[ am fully aware that any payments is NON refundable

Patlent's Signature/ Guardians (In case of minors):

Date: .../ .7 ...n,
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Vital Signe g gaaad] Sl )

Waight (53slf): Kg Height (Jslal1): cm Blood Type (pall dhsai) !
Pulse (,aall): ppm Blood Pressure (sil kiws): / Blood Sugar (pall <) :

Chief Complaint  sakaald o L1550 G G

Disease History :g.a,all &0l
Allergies iu.luall
Medications 4.Y!

Pregnancy Jaall

Previous Surgeries, Hospitalization
whidiasall Jlhal ¢ Wglos Silghea

Smoking (asl): Y / N Alcohol (Usas!l phalad) : Y /N Drugs (slaall pala): Y / N

Genaral & Clinieal Findings Yy e el § Ralaldl SR

Examination il

Radiography  daslaill geall

Diagnesis =saduiill
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9/1/2020 ClinicSoft - Receipt Voucher

ot Jlay <iqlji <po
ORCHID MEDICAL CENTER

No: REC-011201
AED 630.00 RECEIPT VOUCHER

Date: 31-08-2020
Receive from Mr./Mrs./M/s. 1003976 - ASMA 000 - 971563271110
The sum of Dhs. Six Hundred Thirty Only

By Cash 0.00 / By Credit Card 630.00 (Bank Charges: 0.00)/ By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated
0.00

Bank: Cheque No. Date:
Being 1 SESSION FULL BODY + VAT

Made by Rana

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

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

orchidsvr-pc/orchid2/receipts_all.aspx 7



precisely Kindly Answer the following questions  dus 4Gl Al pls Lula¥) eanpa”

How do you better describe your akin Type ¢ oy £ gl il ) Ciagl] gt Lo
[ Atways Burned , little tanned Sl 1 lE, 3lasyl ddls [
(] Always Burned, Never Tanned et | Lagaa | Jlaa¥i il [
[J Little Burned, Always Tanned shand) Lals, 3laayl dli [
[ Rarely Burned, Always Tanned ) Sl il ) Bladlsgl [] — i ="
" Have you Ever had Scars or keloids? Yes / No 1/ 53 s0m g g ciledle Bylew il ,w. Ja
Have you ever had Herpes slmpl'::, blisters or ulcers on site? Yes / ¥/ ot kel i Sl 51 45 g1 Dl S sl s Ja
Have you Taken Akutan or Isotritonine in the last 8 months? Yes/ No ¥/ i Siall) gt sl l SO (g sisanndd | /5 00SY ) lis ciylic Ja
Have you used Retin A.Glycolic acid or Hydeoquenon on Site?Yas / 5 g3wl) Galais b s s, uled | o) oSl jaea Sladia oi 1 pdy ceasiaioul Ja
No ¥/ g
Have you plucked or waxed hairNo: site in the last 8 months? Yes / 9/ pa sl gl T J1 ok oM i g emstlly il 03] 51 . of iy i Ja
Did you get exposed to sun or got tanned lately? ....................... T f s PR § ppnnts Lenlgny caad o Uigla Bub aatd | Tty (gl G a3 3 g0 sl ciil€ s
Do/ Did you use any tanning products? Yes / No I/ g gl i Gl jadatioise Grashiiou] Ja
Do you Have any tattoos on site? Yes / No ¥/ pai § otall Al g g3l / pgudiy o) ol Ja
Have you been diaghosed with any hormonal abnormalities? Yes / No ¥/ pas § Raigaph JSlitia g SYSA o Gplew chomainstd 3 Ja
b L e G R o B Ul ] i/ iaasiic ) clail gl
Have you Done Any Laser Hair Removal Before? Yes / No ¥/ i s o W15} Alas (g1 cug gl Ja
For Ladies: Are You Pregnant ? Yes / No b WAPOTRN WPSERTIPEP S S W]
_Have you done any permanerit make up? Yes / No LY/ i Sl il lien syl Uyles cisd Jb
[~ tnieie st as s i e i atasaassanssiniee . NEraby consent fhat 1 By e s N v eltu it .
| came to Orohid Medical Cenfar/ Shar]ah to remove unwanted hair by laser. e ! _‘s:...,u g_,m -u%s' )sﬁ ‘f; o uﬁ;&“ sk ,mn HTI J,, d,wl /w‘ﬁ” J,%ﬂ
| understand that lager produces a beam of light that generates an erergy of sl
a certain wavelength which is absorbed in the pigments of hair follicles to e L v AR T I Tl
impair its' ability to grow hair. p opes g \lﬂ‘ ald ‘-‘EF dlss dl) cgudll e Uiyl g 5l Tt Ol aed
| understand that the results of the treatmerit varies fram one persen to ol elasl el Lyl Sl jalill Edbeay b Spagall B Lus¥ ) g Lpoasl
another by the variation of medical history and the skin typse, halr type , Bsi g Bpuingll £ 43 5 gkl gl CiSGAL HAT o) padid e AT ptall gl ) agd
patients commitment to precautions before and after sessions and the ol Glaiian) sl g aluadal) say g S qllaall diladaly gusspall pl5all 5 40
variatiqq qf indiyidua‘l responses to t‘reatmaqt. aAn“d { consqgt that ] kncyv ’\all Wyl g o K1 g il 5 Blall€ jaitd] U5 Al 3kl Gl JalS ple odes 3] 5 .
the alternative hair removal methods and | cho6se removing my urnwanted o ; o
hair by laser. daltly raadl A1 Aa) pal 5 pSI g gacddly o
| consent that | got the following precautions: ) Sladadl] 2l 4
-It's not allowed to get tarined or use tanriing solutions for 4-6 weeks before ekl sy b pabenl e Buad jeandl) &l puaatocs plasiol o) peandlly gas
and after treatment. S e bl Vel Jid et gl aaddly et Ally) golss s
- Waxing and Plucking must be avolded at least 6 weeks prior to sessions. 3l Eotally S5 8 g dtall Talia i 501 g LSl g 53001 5 agats

- Tattoos and permanent make up on treatment site will be affected by laser.

= ; 8yl 53 5 Rpsalaaad! 5 Slashall o 3 3halS gl ) lbse
- Full Medical History must be given Including previous treatmienits, allergies A e g QalS ol &0, s

and akin tyo8. o i sblae (51 g1 Luadlall bl cand | o 1 Sl Ll el it
- people who took akutan duting the last 8 months or any drugs that Inhibits 3l et A5 iy ¥ gl 350 yuaitll e

patients from sun exposure can not remove thelr halr by laser. Sloula Bue ol £ lss golall Gli (G5 Laalall (e alial] 3 g3l) puuadll gy i o
| understand that i might ses some change from first session, nevertheless Ll T T e J g
thiz tfe?ffsment will take many sesslons to get the result. Lalall Jal,
Side Effect
side effects may include burning like redness. and it's possible to see sorme ’ f“"’ Podas dpia Sadll sy Bgsall o L ”f“'d ' ’[’“I il “’"I’f o
swelling or cracks. these side effects will fade away few hours to few days el Ul day gl 308 ) Slelon gudy Sha uddliion nlall yaLieY ) sda 5 olia
after treatment. hypo/hyperpigmentation is not common and it rarely last. it's Lt oyl puny puals 5. lfgda Jla o pgai ¥ g gkl 5aYU ol lisaill S0l
advisable to avoid sun exposure. and to use sun protections. couaddl s Bl Gl pedatiial) sladiil 5 us
| consent that | had the charice to enquire and ask any questions | have to 9008 1 gl aiinall gllaall I Wl g 5 bt Luaill o cadl i 4l

the therapist and | have read and understood the content of this form (or It

clioa 5l 6 g0e o ehe Lalill oglad 531 g . €elyi cand i gl LL,EY) Jia Gligine &
was read to me) and | am mmiore than 18 years old or | have the approval of -t el pll 3 gl Geli sl o 5113

my sponsor. sl audl gdgly s Jla g (5501 5 Bdlsa,

Name and Signature el g o

Date &
po
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