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Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease A '
u,dﬂlu.“lyl¢49thﬂi(h4¢qﬂldwy@|sq)ﬁh_g)wug,ﬁklﬁ 0

High Blood Pressure, Bleeding disorders, Anticoagulants
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Chest disease, Asthma, Bronchitis, TB, Other N ‘
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~ Pregnancy, Contraceptive pill, Menstrual problems N O
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Hepatitis, Jaundice, Other liver diseases
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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 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
advlsable in their professlonal judgment.

| understand that no warranty or guarantee has been mace to me as
a reault or cure |ust as there may be rieks and hazards in continuing
my prasent condition without treatment.

| understand that there are also risks and hazards to the performance
of the diagnostic and/or surgical procedLires,
| realize that common surgical or diagriostlc procedures are potential
for an infection, swelling, bleeding. pain or allergic reaction.

| understand that there are minimal fees to be paid per servics and
that all fees must be paid in tull before the completion of treatment.

| consant that all medical history and information | provided In my

medical file is true and | understand that any information | provide
ragarding my medical status will be kept confldential and anonyrious.
| belleve that | have sufficient information to glve thia consent. | certify

that this form has been fully explained to me and that | have read it
and | underatand its' content and [ sign it with all my will.

1 am fully aware that any payments is NON refundable
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Vital Signs W gaadl Sl il
Weight (5a4)): Kg Height (Jsktl): cm Blood Type (sl ai) :

Pulse (adll): ppm Blood Pressure (pull kis) i /' Blood Sugar (x4l S

Chief Complaint  Solaall a1 55k s

Disease History :gaall gLl
Allergies Luwlual!
Medications wia¥!

Pregnancy Jaall
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Treatment Plan 7z Yad) dad

Doctors Signature and Stamp
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REDAD DATA |

Page 1 of 1

CAEAIOEBAAB30DQXO|  [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 Rawan,F S,, Alhajjar IDN: 784198610286522 Mother Name:
Efr';‘e Sl S Sy Cand 090657658 Mother Name (Ar):
Title: Nationality: PSE Family ID:
Title(Ar): X:;?nality eladd
}f:‘t': 02/09/2018 Sex: F Sponsor Type: 06
EXITY 2010872020 Date of 13101986 Sponsor Name: pp30h - 4u Vo adl s a3 484
g{:{;‘;l 02 g;;;l:)and Sponsor Number: 00
%;:iff“cy 02 Residency 2012016257579 Residency Expiry: 29/08/2020
ID Type: IL Occupation: 5220 Occupation Field: 00
Photo Signature Image @“-ﬂ
http://orchidsvr/emid/default.aspx 08/08/2020
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AED 945.00 RECEIPT VOUCHER (No.REC-010644) Date:08-08-2020
Receive from Mr./Mrs./M/s. 1005369 - RAWAN Al hajjar - 971503834497

The sum of Dhs. Nine Hundred Forty-Five Dirhams and Zero Fils Only

By Cash 0.00 / By Credit Card 945.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Aliocated 0.00

Bank: Cheque No. Date: 08-08-2020

Being dysport botox + 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 : 1005369 - RAWAN Al hajjar - 971503834497

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

orchidsvr/orchid2/receipt_view2.aspx?rec_code=REC-010644
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