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ORCHID MEDICAL CENTER Aealeh i Sille ; v, Geanty

File NO: ...oooiiiniaiiinnnns Date: /o
Date: &,/ 8/ .204:° File Number: (\Z)f’b,}g &
Patient Name:...j.b.&xd....kw.%.e ......................................................................... (.c....s.j..s.....:..j{.n ..... $ sdupall aud]
Date Of Birth (ssteall g3ty 122 /3. / 200R Gender (Luisll): M/ Q?,r Marital Status:(ielaay ) .......... Zupls.
Nationality (Reiall): . Sy€l @V cvvicririnn Occupation @il : ...... a.dl.l: .............................................................
Address (5lsall) 2eeereeinnenn. oMl m 2NN s st Phone No. (Bl gd): .0B0.677.5.2. 2. B0
E-MAIL: MAQ;O,G.&!.Q.@.XQ}:\DQ o S AN ceri s e How did you know about us: ...Qm;a.l,mo.lv& ..............
. ‘ I}
| ‘ !
Medical Condition &yl Al Yes/No If 'YES' give detalls

Y/ pa Speaitlly S5 pad Y il 13
Recent or current drugs/Medical Treatment

|
|
aa CilaMle (gt QAT o 4ol (ol abaii Ja . No
- Cortisteroids/Immunosuppressant i
Allergles fautua gl dlial Ja | No |
Surgical Operations, Serious lliness | '
Tsal ol (gt G el gl Al ililae (g iy pml a No |
Cardiac surgery, Rheumatic fever, Endocarditls, Artificial heart
valve, Congenital heart diseaae
el al b 4 polinm ool plana el A el ey am il dal e | No
High Blood Pressure, Bleeding dlsorders, Anticoagulants
$pall Cilasan (gl aladd gl iy I b JSUEG coall Jmie b i il Ja No
Anemia, Leukemia (pall la_ju) a1 o(pall i) Lpagil No
Chest disease, Asthma, Bronchitis, TB, Other
Skl el el cdudl oailpeaill b ouledl) gt Al iy jaea al paf No
Renal, Urinary, Sexually transmitted disease No i
Tl o) 290 3 al gl 5l ASH A (al gl (g G laT i
Pregnancy, Contraceptlve pill, Menstrual problems
£y i) 5y 2l b S (il S Fidaml i (g1 el A Fddbn ol o NO
Hepatitis, Jaundice, Other liver diseases
5 A A al yal g1 el shall ¢ Al 2SI gl No
Peptic ulcer, Crohn's ulcerative colitis, Other
T a4y e (ial gal gl 10y 8 010 iy g da B No
Epilepsy, or any other neurologlcal disease
Spianll Sl A ol pal (g1 ol g eal) (o A S No
Thyrold Diseases, Diabetes
Pagh jall il (ol yal 4l g Sl m g o ilad No

Other conditions fes il al sl 5l ¢p i Ja
HSV, HIV...0tC sl Siall ey b e a1 s b No



ORCHID MEDICAL CENTER

Medical Consent Form

| hereby consent and authorize the doctor to treat my medical
condition which has baen 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 resuit or cure |ust 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.
I realize that common surglcal 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 befors the completion of treatment.

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

medical file i8 true and | understand that any information | provide
regarding my med|cal status will ba 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,

[ am fully aware that any payments is NON refundable

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

Date: .../ .../ .....
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Vital Signs S gaadl Gl i jll
Walght (5asl): Kg Height (Jshl): om Blood Type (sl Uaad) :

Pulse (=all); ppm Blood Pressure (pull ki) :  / Blood Sugar (s41 Su) :

Chief Complaint  salaadl L 5yl aden

Disease History :ga,all g, 1
Allergies Luubuadl
Medications 4s2Y!

Pregnancy: Jead!

Previous Surgeries, Hospitalization
cdtannall JUsl ¢ Tyl oilibes

Smoking (zasl): Y / N Alcohol (fsaSil pdalad): Y /N Drugs (lia! o Y / N

Qanaral & Clinical Findings Ly g el § Saladi Gilia UL

Examination _aaill

Radiography  Wesladldl )geall

Diaghoals  wapauiilll



File NO: . .cvvviiiiniiinnns Date: /

Treatment Plan gzl Was

Doctor's Signature and Stamp



we s ba a3 < iqgl j <) o

ORCHID MEDICAL CENTER

PATIENT NAME:

FILE NO#:

DATE TREATMENT

PAYMENT

BALANCE
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CONSENT FORM ORTHODONTIC TREATMENT
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Hereby declared my agreement to the Orthodontic Treatment at AL ORCHID MEDICAL CENTER and |
understand and agree to the following:

1.

o ®

To keep my appointment at the date and time scheduled by the Doctors and to contact the
center reschedule the appointment in advance in cases of emergencies, and if | miss three
consecutive appointments, the Doctor have the right to stop the treatment and removed the
Orthodontic appliances, bare full responsibility.

Not to seek treatment outside the center (any/ government clinics) or do any modification on
the appliances including rubber elastics, wires and etc.

To maintain and well clean and healthy gums by continuously cleaning them in accordance with
Doctors instructions to avoid inflammation of the gums.

To wear the removable appliance at the end or during the treatment according to the doctor’s
instructions and to protect it from damage or loss, otherwise to wear the appliance then the
doctor bear no responsibility for any problem may arise in my teeth.

Treatment cost is only for braces, other dental treatments done including fillings cleaning of
teeth, will be charged separately payment is non- refundable.

The patient approves and accepts to do orthodontic treatment for the amount of--------------———-
for (------------=-—--- ) plus----------------—- for every month visit.

In case of any breakage_ 200AED will be charged per broken bracket.

Consulation.impertion, Investigation_250AED

Retainers will be extra charge at the end of orthodontic procedure.

| understand and approve the treatment plan set up by my orthodontist
including all necessary investigations and extractions of certain teeth with full
understanding of advantages, disadvantages and risk factors associated with
the expected orthodontic procedures.

PATIENT NAME AND SIGNATURE



