("{- gt flay gl <po
> ORCHID MEDICAL CENTER

Flle NO: c.vvvveiviriiniennens Date: / /

DRI o, ios e smerss File Number: 1&@53?}

Patient Name:...mf'.‘:,\.]‘..{.c.g,_........[._.:.c.a.:‘k:'.b..:...........\TR.E’.‘...\«.’.%;‘J{ ......................................................... gyl ps)
Date Of Birth (sl &, & o /v / ooven. Gender (asl): M / F  Marital Status:@slanyi alat) .00 8. 2...
Nationality (fuuaall); \.FL;.;{,/LL{,M Occupation (sl : ")\QL“\MMQM#\NLV&'!W ................

Address (slsall) :..... DM.\?%; ......................................... Phone No. (it o3): 0523%4?330

o ek 7
E-MAIL:  .....0 60 ylm,(‘{mwjak'%u@f‘)‘”““ “Fow did you know about us: ...'i.r.\..!—,.'.\.—.cﬁ..\.'..fi‘:;".'.{.........

|

. ' Yes/No If 'YES' give details
Medical Condiltion &kl idtalt Y/ pui Jaiilly )sA\E..-.a,,L.,.y\ s 131

Recent or current drugs/Medical Treatment
fWaa adle g ilis ) 4y ol gl alati Ja

Cortisteroids/Immunosuppressant . ‘
fheliall cillafie ol iy s i (gl alaZi Ja )(

Allergies fimbua (sl sl Ja . ><

Surgical Operations, Serious lliness
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Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease
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High Blood Pressure, Bleeding disorders, Anticoagulants |
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Chest disease, Asthma, Bronchitis, TB, Other /
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90y seubl) 5y A JSLoa (il A $amll il g1 ol Ja Sala il Ja >(
Hepatitis, Jaundice, Other liver diseases
i) A al el g ol phaall ¢ il gl 30 il 'S
Peptic ulcer, Crohn's ulcerative colitis, Other K
T Al 4 gaa pial gl (gl ey 8 oho iy gma da 8
Epilepsy, or any other neurological disease X
?g._lmn.“ legiu“)dld\}‘t)h‘"wdm&
Thyroid Diseases, Diabetes >(
?;\.ﬁ).ﬂl saal) u'a‘JA\ J\ (aq_)fma“ Uaje gal.ﬂ Ja

Other conditions Scs sl yial sl gl a ad Ja
HSV, HIV...tc Ll Sall o b 541 oy b X



r werh Jlay <l j <0
ORCHID MEDICAL CENTER

Maedical Consent Form

| heraby 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 thers 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 potertlal
for an infection, swelling, bleeding. pain or allerglc reaction.

| understand that there are minimal fees to be pald 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 rmy medical status will be kept confidential and anonymious.
| belisve that | have suffisient informatlon to give this consent. | certlfy

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):

Date: .../ .../ .....
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Vital Signs oy gaadl Syl

Weight (z0): Kg Height (Jskl): om Blood Type (sl uad) :

Pulse (Laxll): ppm Blood Pressure (sl bius):  / Blood Sugar (sl £u)

Chief Complaint  Salaadd séausll o5l casw

Disease History : .4l &,
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Radiography  Saslaclll sl

Dlagnosis sasiuill

Y/N



File No: ..... Date: /

Treatment Plan g %adl ddad

Doctor's Signature and Stamp



L B 1 b | - {]ljl ) ‘{..’ o
ORCHID MEDICAL CENTER

PATIENT NAME: FILE NO#:
o
DATE TREATMENT PQ?)‘M?“T ﬁ‘ e
F )
723 - s .
= =
%ég// 07 et \_ Cy(olllanpWrInklaa |
L// r-J 4 C b _ore e
' . en, 019G5-DWIA o
/4 / EJ 07/2021 }*1.1mL
.‘___,...-—-",...--ﬂ—-—" /\ // / N
e \ -
o, Baphat idib \ % LL__ |
v G 4 LL L
/ s::.;::\;i ~permatolopy - ;\ =
MO License ti D59826 :° \);5]; i3 ’/—*"
// orehtd Medic —cﬂ\_\_f_e_ I s
8l
e -




|  REDADDATA _ |

CAEAIOEBAAS30DQxXO| [Public Data Readed Suc{|

SHOW READED DATA

Confirm Data

Public Data Verification report
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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 Najla,Fathi,Taleb,,Dawod IDN: 784198719873865 Mother Name:
x’r"; EETORE LR g?ll;l(liber: 093170445 Mother Name (Ar):
Title: Nationality: JOR Family ID:
})s:l::: 17/02/2019 Sex: F Sponsor Type:
oXDIY 1210272022 e o o1/0971987 Sponsor Name:
g:::i:l 01 igllzt:)and Sponsor Number:
%;;ig"'“cy 07 Residency 0120197132329 Residency Expiry:
ID Type: IL Occupation: 1239 Occupation Field:
Photo Signature Image
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8/8/2020 ClinicSoft - Receipt Voucher
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AED 2,047.50 RECEIPT VOUCHER (No.REC-010653) Date:08-08-2020
Receive from Mr./Mrs./M/s. 1005377 - najlaa dawoud - 971523497330

The sum of Dhs. Two Thousand Forty-Seven Dirhams and Fifty Fils Only

By Cash 2,047.50 / By Credit Card 0.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

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

Being botox dysport + cytoslal filler + 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 : 1005377 - najlaa dawoud - 971523497330

Tel:+ 9716 555 8337, Fax:+ 9716 528 8130, e - mail: info@omcl.ae
www.omcl.ae

orchidsvr/orchid2/receipt_view2.aspx?rec_code=REC-010653



