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Patient Name:. M [®) \/\Q\mr-' G(. JX&\W(& / 2020\ .,A,.)\

........... .’ i Al )
Date Of Birth (sall &,5) 2}/ 2/ J27 (Gender (sl : (W) / F Marital Statusi(uelaa¥! Ual) .cocrvvvvernesivnnsnen

Nationality (fadadl)i coivieenigeaeds \.L,ré.. Occupation @dalagd) @ ve.euuuiuiiirmineiiriiiiimri e
Address) (G laal ). .o i i ikiraysnsataphenanahns saaza K MRa e Ve isnnariie

. ; Phone No. (!l o) @555k 93 7(\

................................................................................ How did you know about US: .......ccoerieuiiriniiiiiini,

Z Yes/No If 'YES’ give details
Medical Condition Zylali dllalt Y/ poaidlly 531 E., eyl cal 1)
- |
Recent or current drugs/Medical Treatment
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Cortisterolds/Immunosuppressant
fislidl u.lUl.Lu }1 |_||A,‘|JJJ,.. "gl l_..1.\.-.|.| dh

Allergies fhmiua sl dlisl Ja

Surgical Operations, Serious lliness |
Tl el (g} e Pl g Aal e ililee (6 2y sal a

Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease -
HMIUH,M‘,;L‘._J,LA._._‘Aﬂlqmg,.\.ﬂ\‘a,,muw‘qih\» |

ngh Blood Pressure, Bleeding disorders Anticoagulants

BVE
Anemia, Leukemia (sall Gl ju) baasS o ¢(pall i) Lyl X
Chest disease, Asthma, Bronchitls, TB, Other .
il el o Jaadl ool b gl chpasds A ) iy e ) yal X
Renal, Urinary, Sexually transmitted disease X
Sl ol 4 gy Lml el o SI b ial el (1 G S
Pregnancy, Contraceptive pill, Menstrual problems
£l 5 gal) B JSUoe a il Ja fandl adle (g cpplalas b $dalan al Ja —
Hepatitls, Jaundice, Other liver diseases
5 55 i iy g1 o sl 1 iyl €0 el X
Peptic ulcer, Crohn's ulcerative colitis, Other K
fd)slq,a.nml)q'ltii (O3S el LA.UA.AQJ
Epilepsy, or any other neurological disease X
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Thyroid Diseases, Diabstes X
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Other conditions fus sl el i gl pa lai I
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Medical Consent Form

| hereby consent and authorize the doctor to treat my medical
condition which hag been explained to me by the qualified physician

| understand that In order to provide me with the most efficient and
enhanced service, dlagnostic and other procedures may be deemed
necessary.

I 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 thelr professional judgment.

| understand that no warranty or guarantee has been made to me as
a result or curs 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 pald per service and
that all fees must be paid in full before the complestion of treatment.

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

medical file i8 true and | understand that any information | provide
regatding my medical status wlil be kept confidentlal and anonymous.
| belleve that | have sufficlent information to give this consent. | certify

that this form has been fuily 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 & gaadl &lpdsll
Weight (:y34): Kg Height (JgJl): om Blood Type (sall duai) :

Pulse (Laall): ppm Blood Pressure (sl kics):  / Blood Sugar (sl S54)

Chief Complaint  solaadl au bl 5l apen

Disease History : ga,all g, il
Allergies Luulual!

Medications 440Y!
Pregnancy Jusall

Previous Surgeries, Hospitalization
dueall il s Gl liles

Smoking (wasll): Y / N Alcohol (fsas!l plald): Y /N Drugs (aliall ylela): Y / N

Geneoral & Clinlcal Findings g el § daladi GiUAMLI

Examination _saill

Radiography  Gselaill jguall

Dlagnoales awiudill
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| REDADDATA |

[cAEAIOEBAA830DQxXO'| [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  Mohammed.Abmed Abdulgader Al ypy; 784199693943856 Mother Name:
lx:;‘e Al (g senl 3 0ne e 086910655 Mother Name (Ar):
Title: Nationality: OMN Family ID:
Title(Ar): lx:;?““"‘y e ikl
})s:‘t'; 28/12/2017 Sex: M Sponsor Type:
Exl
D’;‘t’e':'y 28/12/2022 gi”r‘fh‘:’f 23/08/1996 Sponsor Name:
Mari
St:::::l 01 g)u;t:)and Sponsor Number:
#;:l::ency gﬁs;ld;:rc:y Residency Expiry:
ID Type: IR Occupation: 11 Occupation Field: 00
Photo Signature Image %

http://orchidsvr/emid/default.aspx 08/08/2020



8/8/2020 ClinicSoft - Receipt Voucher
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AED 200.00 RECEIPT VOUCHER (No.REC-010662) Date:08-08-2020
Receive from Mr./Mrs./M/s. 1005378 - mohammed 00. - 971555193911

The sum of Dhs. Two Hundred 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 200.00

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

Being first amount for braces( panorama)

Made by Reem

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 :1005378 - mohammed 00. - 971555193911

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

orchidsvr/orchid2/receipt_view2.aspx?rec_code=REC-010662



