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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
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 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 comipletion 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

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

Date: .../ .../ .....
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| understand that due to the natural variation in quality
of Platelet rich plasma. results will vary between
individuals. | understand that although | may see a
change after my first treatment; | may require a series
of up to 6 sessions to obtain my desired outcome. The
procadure and side effects has been explained to me
including alternative methods; as have the advantages
and disadvantages. 1 am advlsed that though good
results are expected, the possibility and nature of
complications cannot be accurately anticipated and
that, therefore, there can be no guarantee as
expressed or implied aither as to the success or other
result of the treatment. | am aware that the PRP
treatment is not permanent as natural degradation will
occur over time.
| AUENOKIZO DI oecvnviaeemrcsiivrnanne e e rnas e
from Orchid Medical Genter. perform the injeciion of
PRP (Platelet Rich Plasma) for rejuvenation. This
consent form will be valid for up to 6 applications of
PRP, after which time | rhay be asked to compste a
new form. | state that | have read (or it has been read
to me) and | understand this consent and | understand
the information confained in it. | have had the
opportunity to ask any questions about the treatment
including risks or alternatives and acknowledgs that all
my questions about the procedure have been
answerad in a satisfactory manner and that all blanks
wera filled in prior to my signature and | had the right to
refuse the treatment. THIS CONSENT FORM IS VALID
UNTIL ALL OR PART IS REVOKED BY ME IN
WRITING. When completing the medical questionnaire,
| have answered the personal medical history
questfons fully and to the best of my ability.

Patient’s Name and Signature:

Date: .../ .../ ...
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Description of Treatnment

This treatment involves the collection of your blood (@pproximately
11 - 22 ml), then your bload is spun down using a centrifuge to
separate out the plasma and platelet portion using the separator ge!'
as a special filter. The PRP portion of your blood is then used at the
point of care to re-energize your cells into reJuvenating themselves.
The product is 100% your own blood hy-product {autologous). If you
have any questions please do not hesitate 1o ask your pnysician or
nurse.

Side Effects
you will likely experience mild to moderate swelling of the treated
area, this will last for about 12- 24 hours; ice or cold compresses can
be applied to reduce swelling if required. You may notice a tingling
sensation while the cells are being activated. In rare cases skin
infectlon may occur, which is gasily treated with an anti-biotic,

Contralndications
You should not have PRP treatment done if you hava any of the
tollowing conditions: Skin conditions and dlseases including: Facial
cancer, existing or uncured. This Includes SCC, BCC and melanoma,
systemic cancer, chemotherapy, sterold therapy, dermatological
diseasss affecting the face (i.e. Porphyria), Blood disorders and
platelet abnormalities, Anticoagulation therapy {i.e.; Warlarin)
Platelat dysfunction syndrome, critical thrombocytopsnia,
hypofibrinogenaemia, haemodynamic Instabllity, sepsls, chronic liver
disease, Hepatilis or any acute or chronic infections.
Aspirin, Anti-Inflammatory such as Nurofen, Votaren, Diclofenac, or
Naproxen atc,? St Johns Wort, Garlic,
Are you currently taking, or hava yau racantly taken (within 14 days)
Vitamin E, or Figh Oil supplemants that could have a thinning effect
on your blood.

{n case of prasance of any pravicuely mantionad
aontr di Hlony pk o mention it here

............................................ D T T PP PP s

Or Ask the doctar f you are not sure or you have any questions.
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9/5/2020 ClinicSoft - Receipt Voucher
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ORCHID MEDICAL CENTER

AED 630.00 RECEIPT VOUCHER (No.REC-011358) Date:05-09-2020

Receive from Mr./Mrs./M/s. 1005355 - NAHLA 000 - 971504831810

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

By Cash 0.00 / By Credit Card 0.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 630.00

Bank: Cheque No. Date: 05-09-2020
Being 1 session prp with biotin + vat

Made by Reem

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

2Treatment includes lab cost is non-refundable.

3.After 48 hours No refundable accepted

Confirmed by :1005355 - NAHLA 000 - 971504831810

Tel:+9716 5558337, Fax:+ 9716 528 8130, e - mail: info@omc1l.ae
www.omcl.ae

orchidsvr-pc/orchid2/receipt_view2.aspx?rec_code=REC-011358
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ORCHID MEDICAL CENTER

No: REC-011357
AED 1,890.00 RECEIPT VOUCHER

Date: 05-09-2020
Receive from Mr./Mrs./M/s. 1005355 - NAHLA 000 - 971504831810
The sum of Dhs. One Thousand Eight Hundred Ninety Only
By Cash 0.00 / By Credit Card 1,890.00 (Bank Charges: 0.00) / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00
Bank: Cheque No. Date:
Being 3 SESSIONS PRP HAIR WITH BIOTIN 1800+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.omcl.ae

orchidsvr-pc/orchid2/receipts_advances.aspx 1



