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File No: \0053 2,.()( Date: /|

Date32 /2. /. Qoo File Number: ........ /J\w
Patient Name%WMQ\\QAA\DCMPQﬁ'%\/\(QL)\%‘zu basall o)

Date Of Birth (sl L) (l /5/}?56Gender (Luiall) : M /@/ Marital Status:(uelaay! Uadl) ... Th 2, 2,40

Nationality (aciall): 5 j,( eV W Occupation (iiulgl) : ..... Hﬂ. r@jfi .....................................................
Address (i) :.':}ldg‘a.'[a ..................................................... Phone No. (uislgll gi): gﬁé?%l/{/‘\-\\\c\
E-MAIL: ﬁnms‘m..-..a.lZaL M@@M\\uw\ How did you know about US: ...........ccceeeevrireeriiunnines

| Yes/No If 'YES’ give details

Medical Condition 4!t 4%l Y/ pni Opaiilly 83 aas Bla¥1 il 13

Recent or current drugs/Medical Treatment
fluaa Ciladle (gl il f ool (gl alasi Ja

Cortisteroids/Immunosuppressant

Allergies faubua sl il Ja

Surgical Operations, Serious lliness
T ral jal g‘OAU.'ILn:Ji:L_LL]J._\.CbL_Ilﬂ L;‘ Cg);\d&

Ciel el b vl o

Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease
aldll Lyl yal sgs‘.'uas,\ﬂ‘.‘.ma el Calis el oy silayy pan ol dad g

High Blood Pressure, Bleeding disorders, Anticoagulants
fall lasas g) alaii o) g 3all 6 JSU dpall daiia b gl ) el Ja

Anemia, Leukemia (pal} (ta_u) LS sl o(pall i) Lyasl

Chest disease, Asthma, Bronchitis, TB, Other
oAl al jal cduadl obuiatl) ‘_'.‘ gl s 4 ) Ay yhea al el
Renal, Urinary, Sexually transmitted disease
Pl gl 3 s al gl ol (ASH (4 al ol (gl (g (la Ja
Pregnancy, Contraceptive pill, Menstrual problems
Fio el 5 gall b JSUe (g Gaitad i Saad) aiba (5l Codaas Ja Sdaban il Ja
Hepatitis, Jaundice, Other liver diseases
A 42 al el @& el jaall ¢ sl S gl
Peptic ulcer, Crohn’s ulcerative colitis, Other
S oal A e Gl pal (gl e05 8 6l Ay pma A
Epilepsy, or any other neurological disease
f puanll Sleall A Lol sl g} o) @ uall o las Ja
Thyroid Diseases, Diabetes
?‘\._li_).\“i.\ﬂluhl_)a‘ J|"q_)s..u]|ua_)an.|\.lidh
Other conditions $us_al sl sl g (e i Ja
HSV, HIV...etc dauadl Sall (g s ¢ 5301 Gug i
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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 desmed
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.
f realize that common surgical or diagnostic procedures 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 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.

[ am fully aware that any payments is NON refundable

Patient’s Signature/ Guardians (In case of minors):
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Vital Signs  wagaadl &l i gl
Weight (5a801): Kg Helight (Jskll): om Blood Type (sall lsai) :

Pulse (Laall); ppM Blood Pressure (sl kis):  / Blood Sugar (sl ) §

Chief Complaint  salaall aayll 55l

Disease History :s-a,!! &Ll
Allergies Luuliuall
Medications LysY¥!

Pregnancy Jeall

Previous Surgeries, Hospitalization
kTl Jlal ¢ Gl cliles

Smoking (x5): Y / N Alcohol (JsaSil (alsd) : Y /N Drugs (sl gkl Y / N

Genaeral & Clinical Findings % ) g daladl SUaadW

Examination _aadll

Radiography Laclalll jsall

Diagnosis aaauiill
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ORCHID MEDICAL CENTER

PATIENT NAME:
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ILE NO#:

DATE

TREATMENT

PAYMENT

BALANCE
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File NO: ..covviiiiiinans Date: /

Treatment Plan 7z 3%all Was

Doctor's Signature and Stamp
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| REDAD DATA

|cCAEAIOEBAA830DQxO]  [Public Data Readed Suc{| ~ 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  SOMAIA,ABDULFATTAH, ALZAIM  IDN: 784198658408483 Mother Name: GHALIA
gj‘r';‘e e N, e p g:::ben 100256294 Mother Name (Ar): e
Title: Nationality: SYR Family ID:
Title Nationality & all 1)) 50ad
(Ar): (Ar): Ay gl
13:.::: 08/06/2020 Sex: F Sponsor Type: 03
PXPIY 07/06/2022 Date of 0110871986 Spousor Name: faca e 3ae
yarital gy i Sponsor Number: 04703485
I;;;‘:"““’ 03 gf;":::" 3012008323580  Residency Expiry: 07/06/2022
ID Type: IL Occupation: 01 Occupation Field: 00
Photo

Signature Image :;J.i

http://orchidsvr/EMID/default.aspx 7/30/2020
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7/30/2020 ClinicSoft - Receipt Voucher
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ORCHID MEDICAL CENTER

No: REC-010550

AED 250.00 RECEIPT VOUCHER
Date: 30-07-2020

Receive from Mr./Mrs./M/s. 1005329 - SUMAIA ABDULFATTAH - 971564471119
The sum of Dhs. Two Hundred Fifty Only
Rv Cash 0.00 / By Credit Card 250.00 (Bank Charges: 0.00) / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00
Bank: Cheque No. Date:
Being ADVANCE FOR 4 SESSIONS CARBON™150 + VAT BALANCE 380 EID OFFER
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.omcl.ae

orchidsvr/orchid2/receipts_advances.aspx 1/



7/30/2020 ClinicSoft - Receipt Voucher
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ORCHID MEDICAL CENTER

AED 157.50 RECEIPT VOUCHER (No.REC-010551) Date:30-07-2020
Receive from Mr./Mrs./M/s. 1005329 - SUMAIA ABDULFATTAH - 971564471119

The sum of Dhs. One Hundred Fifty-Seven Dirhams and Fifty Fils Only

By Cash 0.00 / By Credit Card 0.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 157.50

Bank: Cheque No. Date: 30-07-2020

Being CARBON LASER + 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

Confirmed by :1005329 - SUMAIA ABDULFATTAH - 971564471119

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

orchidsvr/orchid2/receipt_view2.aspx?rec_code=REC-010551



Piercing Consent Form

Clinic Name,

Clinic Address;

4 i - = _ Civ, e ___ Country,
1
CustomersName: LA IY)EA ‘4 LN \’ ! \G ey ¢ [:;- 2
= —% ¥ g E——
Date of Birth: / / If under 24 months ald, had their vaccination shots: L.!J m
CustomerAddress:
Muobile, E-mmail:

Sterilization Lot Number

[ I
Product Code: | | : | | |

| hereby authorized to have my / my child / my grandchild 10 be pierced, | have read and understand the following information which s very important :n
limiting or reducing post piercing problems during aftercare. By my signature below, | deciare the following;
~ | /He / She 1s not under the care of Medical Doctor/s for any medicai condition or otherwise prontbiting from piercing procedure
- 1 / He/ She do notsuffer from Diabetes, Epilepsy, Hepatitis, HIV /AIDS, Hemophilia, Dizziness or any heart condition, further notunder the infuence or reguiar
presarbe medcationsudiasblood thinning medication.

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

re | 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

- | understand that the possibility or infection may exist due to improper hygiene, meral sensitivity or other causes, howeaver the most common is
due to a failure to carefully follow to recommend After Care Procedure

e | 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

I lunderstand thatdue to the nature ofthe piercing, exposure of newly pierced area to certain environments such as swimming and participation in
athleticevents (exercising) may increasethe likelihood of infection

-~ | will follow Piercing after Care Procedure

- In case of belly/naval piercing, | am aware that my skin/ body may reject tha fore:gn metal causing for piercing to close

- | am over the age of or consent on bahalf of a minar, under the aga 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 i piarced by a medical professicnal of this clinic and as cansideration for the clinic agreaing to pleice ma

R Jaes 3] / ____and to the extent permissible by law | willfully assume all respansibility for injury o1 loss, of any kind,

that may be associated with £hfs piercing procedure. If signing as parent or legal guardian on behalf of a minor, | will hold myself hable and wilt indemnify the clinic

and its staff/s, manufacturef, fnporters, distributor, prormoters andwilll further understand that making a false statement constitutes an act of fraud

; ooie. R - = P> 75

Customer/ Parent/ Legal giarian Signature [if customer is under the legal age, this must be signed by the parentor legdtguardian)

Date:___

Medical Professional

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



9/8/2020 ClinicSoft - Receipt Voucher

AED 472.50 RECEIPT VOUCHER (No.REC-011462) Date:08-09-2020

Receive from Mr./Mrs./M/s. 1005329 - SUMAIA ABDULFATTAH - 971564471119

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

By Cash 422.50 / By Credit Card 0.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 50.00

Bank: Cheque No. Date: 08-09-2020
Being 3 EAR PIERCING + 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

Confirmed by :1005329 - SUMAIA ABDULFATTAH - 971564471119

orchidsvr-pc/orchid2/receipt_view2.aspx?rec_code=REC-011462

1/



