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High Blood Pressure, Bleeding disorders, Anticoagulants
faall Cilagan 5l ‘.,J.L...Uluumqadsm caddl Jaica b g LS )) sl Ja

Anemia, Leukemia (p2} gla ) haS J ¢(palt jik) Lapil
Chest disease, Asthma, Bronchitis, TB, Other

Renal, Urinary, Sexually transmitted disease
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Pregnancy, Contraceptive pill, Menstrual problems
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Hepatitis, Jaundice, Other liver diseases
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Peptic ulcer, Crohn's ulcerative colitis, Other
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Epilepsy, or any other neurological disease
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Thyroid Diseases, Diabetes
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Maedical 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
a result 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 procedurss are potential
for an infection, swelling, bleeding. pain or allergic reaction.

| 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 frue 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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Vital Signs G gaadl il

Weight (33¢1): Kg Height (Jskli): cm Blood Type (salf tliai) :

Pulse (aal): ppm Blood Pressure (pill las):  / Blood Sugar (a4l £u)

Chief Complaint  3alaall jau b 3yl e

Disease History : geaall &l
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Medications .Y

Pregnancy Jeall
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Radiography Sacladll jguall
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Y/N



File NO: covvvviriiininnnnnns Date: /

Treatment Plan gzl dad

Doctor's Signature and Stamp
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REDAD DATA |
CAEAIOEBAA830DQxO | [Public Data Readed Sucd|  SHOW READED DATA
Confirm Data

Public Data Verification report

File Valid Signature?
Non-Modifiable Data (SF3) False
Modifiable Data (SF5) False
Holder Signature Image (SF7) False
Photography False
Home Address False
Work Address False

Card Holder Information

Name Suha,K, A, Jouda IDN: 784198618620573 Mother Name:
Name P Card
o, raalt H

(Ar) 25a, Maallue S g Number: 092720196 Mother Name (Ar):
Title: Nationality: PSE Family ID:

< : Nationality . .
Title(Ar): (Ar): ol
g‘:;': 21/01/2019 Sex: F Sponsor Type: 06
DIPILY 1510112021 pate ol 200011986 Sponsor Name: p S b Alaal 2y 555 4 W sl 4aiil
g{:{::l 01 :};’g‘_)and Sponsor Number: 00
IT‘;;'S_““W 02 Residenty  20120152021233  Residency Expiry: 15/01/2021
ID Type: IL Occupation: 04 Occupation Field: 00

Photo

Signature Image }—/

http://orchidsvr/emid/default.aspx 27/07/2020



7127/2020 ClinicSoft - Receipt Voucher
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No: REC-010436

AED 200.00 RECEIPT VOUCHER

Date: 27-07-2020
Receive from Mr./Mrs./M/s. 1005267 - SUHA 000 - 971557989899
The sum of Dhs. Two Hundred Only

By Cash 200.00 / By Credit Card 0.00 (Bank Charges: 0.00) / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated
0.00

Bank: Cheque No. Date:

Being advance for cautary + vat balance 325

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

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

orchidsvr/orchid2/receipts_advances.aspx 1M1



7/29/2020 ClinicSoft - Receipt Voucher
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AED 630.00 RECEIPT VOUCHER (No.REC-010515) Date:29-07-2020
Receive from Mr./Mrs./M/s. 1005267 - SUHA 000 - 971557989899

The sum of Dhs. Six Hundred Thirty Dirhams and Zero Fils Only

By Cash 0.00 / By Credit Card 430.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 200.00

Bank: Cheque No. Date: 29-07-2020

Being 3 INJECTION VITAMIN B + 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 : 1005267 - SUHA 000 - 971557989899

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

orchidsvr/orchid2/receipt_view2.aspx?rec_code=REC-010515



