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File NO: voeeeviineerincnnes Date: / /

Patient Name:., C—J‘M \ :r?..l.;".....-{i‘:?{...&t...;.......’.f.x.)..”l-._’...l.}:_rh_-re..... waasall au

Date Of Birth (ssal! f,8) L‘(‘f-?/o’l/ A9 Gender(Lual): M / F  Marital Status:(ustiza! Uall) ...... Sl 3 5.1
Natlonality (Ludall): .. .. )\0\)\ Occupation @alsgll) § ....uevvveeereeins kA L s e s u o n s R g N Y S e e ke
Address (slsil) ..cvvereererirns S MS e S2NEN Phone No. (il aay: .......2.5.6..3.8.2.32.82..
E-MAIL: ..0D.Q.. 6 ....... n.i.t\;?f.\.b:\...@...O.\.#f.LQ.QK:.C‘Q.h’.\ How did you know about US: ...........cceverieeeniieeriuninnnnn
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Medical Condition &l dtal e RS

Recent or current drugs/Medical Treatment
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Cortisteroids/Immunosuppressant
fheliall cilladia gt culdy y e (ol dalazi a

Allergies fasmiua sl dial Ja

Surgical Operations, Serious lliness
f@l}lq\ﬁpvid_ﬂlpl»ﬁldi&g‘q»ldh

Cardiac surgery, Rheumatic fever, Endocarditls, Artificial heart
valve, Congenital heart disease
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High Blood Pressure, Bleeding disorders, Anticoagulants
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Anemia, Leukemia (sl (s yu) Lass o o(oall i) Lpayl

X
X
Chest disease, Asthma, Bronchitis, TB, Other
Goal il el (Judl il U‘i el i da ) Wiy joua el el X
Renal, Urinary, Sexually transmitted disease ‘
Plulis 5l Al gy Lal pal of ASH b il gl (51 e AT A
Pregnancy, Contraceptive pill, Menstrual problems K
P el 5 gall b JSLe (pa el b Saad) ile (1 allelads b el il b
Hepatitis, Jaundice, Other liver diseases ﬁ
Gl 48 al pal g ol shuall ¢ il gl A1 gl
Peptic ulcer, Crohn's ulcerative colitis, Other \6
T oal Ay gaa Gial sl g o5 8 sl Ay gmada B
Epilepsy, or any other neurological disease \é
§mand leall A Lol yal gt o) g sall g ilad A
Thyroid Diseases, Diabetes
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Other conditions $us_al sl sl @l e Al da
HSV, HIV...etc Jasall Sall (uy b all Gu g
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Maedical Consent Form

| hereby consent and authorize the doctor to treat my medical
condition which has been explalned to me by the qualifiled 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 differant
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 guarantee has been made to me as
aresult or cure just as thers may be rlaks 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 procedures.
f realize that common surgical or dlagnostic procedures are potentlal
for an infection, swelling, bleeding. pain or allergic reaction.

| understand that there are minimal fees to be pald per service and
that all fees must be paid in full before the complstion of treatment.

| congent that all medical history and Information | provided In my

medical file is true and | understand that any information | provide
regarding my medical status will ba kept confidentlal and anonymous.
| believe that ) have sufficient information to glve 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.

1 am fully aware that any payments is NON refundable

Patient’s Signature/ Guardians (In case of minors):

Date: .../ .../ .....
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Vital Signs it gaad! Gl iyl
Weight (5:41): Kg Height (Jskll): cm Blood Type (sl Uuai) :

Pulse (,aall): ppm Blood Pressure (sl ki) :  / Blood Sugar (aull £u)

Chief Complaint  dulaald a5k 5507 G

Disease History :ga,all &,
Allergles iuulwall
Medications 4s.¥!

Pregnancy Jaall

Previous Surgerles, Hospitalization
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Smoking (uaall): ¥ / N Alcohol (JsaS!t pdalad): ¥ /N Drugs (judliall s Y / N

Goneral & Clinical Findings Ayl § loladi cillaasUl

Examination _waadll

Radiography  aslail] ) gusd!

Diagnosls _asasiill



File NO: oovveveviciennennes Date: /

Treatment Plan g%l dad

Doctors Signature and Stamp
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precisely Kindly Answer the following questions

Aoy LA ALY ple L) gy

How do you better describe your skin Type
[ Always Burned , little tanned
[ Always Burned, Never Tanned
[0 uttle Burned, Always Tanned
(7] Rarely Burned, Always Tanned
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Have you Ever had Scars or keloids? Yes / No
Have you ever had Herpes simplex, blisters or ulcers on site? Yes /
No
Have you Taken Akutan or Isotritonine in the last 6 months? Yes/ No
Have you used Retin A.Glycolic acld or Hydeoquenon on She?Yes /
No
Have you plucked or waxed hair on site in the last 6 months? Yes /
No
Did you get exposed to sun or got tanned lately? ..........ccociveeiene
Do/ Did you use any tanning products? Yes / No
Do you Have any tattoos on sita? Yes / No
Have you been diagnosed with any hormonal abnormalities? Yes / No
What products you are using for your skin

¥/

Have you Done Any Laser Hair Removal Before? Yes / No
For Ladles: Are You Pregnant ? Yes / No
Have you done any permanent make up? Yes / No
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b s e S SIS s« o dncrca v i v naencnbaeanraaats hereby consent that

| came to Orchid Medical Center/ Sharjah to remove unwanted hair by laser.

| underatand that laser produces a beam of light that generates an energy of

a certain wavelength which is absorbed in the pigments of hair follicles to

impair its' ability to grow hair.

| understand that the results of the treatment vaties from one person to

another by the variation of medical history and the skin type, hair type ,

patients commitment to precautions before and after sessions and the

varlation of individual responses to treatment. and | consent that | know all

the alternative hair removal methods and | choose removing my unwanted

hair by lager.

| consent that | got the following precautions:

-It’s not allowed to get tanned or use tanning solutions for 4-6 weeks before

and after treatment,

- Waxing and Plucking must be avoided at least 6 weeks prior to sessions.

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

- Full Medical History must be given including previous treatments, allergies
and skin type.

- people who took akutan durlng the iast 6 months or any drugs that inhibits
patients from sun exposure can not remove their hair by laser.

| understand that i might see some change from first sesslon, nevertheless

the treatment will take many sesslons to get the result.

Side Effect

slde effects may Include burning like redness. and it's possible to see some

swaelllng or cracks. these side effects will fade away few hours to few days

after treatment. hypo/hyperpigmentation is not common and it rarely last. it’s

advisable to avoid sun exposure. and to use sun protections.

| consant that | had the chance to enquire and ask any questions | have to

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

was read to me) and | am more than 18 years old or | have the approval of

my sponsor.

Name and Signature
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Laser Halr Remaval Treatment Log il el 11159 dallashl Joeon

Patlent's Name: ' . B SR B S gl ]
Flie NUMDOr: «......cciiviriiinnmmnniiiiniinesncne ALl o3, Evaluation and congent form completed? Yes / No
Pain Retiof given? Yes / NO ....ccucccririanivannnnne OO e TR0 Pretreatment photography taken? Yes /No
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Senalon 1 Session 2 Session 3 Sesslon 4 Session & ‘Session 6
Treatment Date %/[ ﬁ A
Tesmentae ) qoeer *
Hair Type H w
Made 7 FH—( b

Fluence

Pulse Type [t tms
CNT Pulse
Pagses [ [9 w)
8tarting Time
Finish Time
Post Treatment
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| REDAD DATA
[CAEAIOEBAAB30DQxO7  |Public Data Readed Suc{|  SHOWREADED 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 Obaid, Yousif,Saeed, Amir,Alnaqbi IDN: 784199751415193 Mother Name: Mariam Obaid
Name - . Card
| el .

(An) (il pale dars i gy dne Number: 089639559 Mother Name (Ar): e ay ye

Title: Nationality: ARE Family ID: 305001438
i i H |t e

Title(Ar): lxrt)l?nahty :Ej‘u) Y

Issue .

Date: 24/06/2018 Sex: M Sponsor Type:

Expi Date of

Da‘t’e:'y 24/06/2028 Bi"‘r t"h: 19/02/1997 Sponsor Name:

Marital Husband

Status: 01 IDN: Sponsor Number:

Residency Residency g _—

Type: Number: Residency Expiry:

ID Type: ID Occupation: 11 Occupation Field: 00

Photo Signature Image q_;
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