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File NO: ...oocvvveiiiriiains Date: A/ ¥/ =Y,
-
Date: .../ .../ ueee. File Number: \Doggqv
Patient Name.......... D \\D,\;\CKQQ-S‘O.CX o yall ]
Date Of Birth (sl &s,t) :\\ 7 b1 20/¢ Gender(,ual): M / F Marital Status:@uclaa¥! dall) ........ S
Nationality (fawcdall): ..CQMC\Q, ........ OccUPALION (Gdalagl]) & ..uvevernerirririnnrriern e
Address (slgia) - SV 7 AL IO Phone No. (el aa): 236362 00 2%
E-MAIL:  ivsisisovmismiiesisir s s ss i e n s e s i saaasas o sisestts How did you know about US: ......cieviiiiiiiniiiiiaiinninn.
Medical Condition sl Qlal e | i e
Recent or current drugs/Medical Treatment |
flaa Ciladle gt il ol gl gl olati Ja | NO
Cortisteroids/Immunosuppressant
Plobiall ciladie o cily g e gl abasi Ja | /VO |
Allergies figulua (sl cbal Ja N6

Surgical Operations, Serious lliness
?u.hl)a\g\d,a&hiﬂ@ﬂ»é‘lgl&g‘&gﬁl& (\/0

Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease

g_dﬂlu&:b‘alaftugﬁehhqﬂlduyl.‘:\]lmg,a"\.n_,Ju.A;“,_ﬁih|ﬁ No
High Blood Pressure, Bleeding disorders, Anticoagulants
foall ilasan (gl (Aalati o iy 330 JSUS ol daia 6 g is 51 ol Ja /VO
Anemia, Leukemia (pa} (Ua ) LasS ol o(palt i) Liayil NO
Chest disease, Asthma, Bronchitis, TB, Other
Al Gl el (Judl stlpaill b il i A ) g yaa al jal ND

Renal, Urinary, Sexually transmitted disease
aglalis o &) gs ad yal 5l ASI A el gl (g1 e (lad A NO

Pregnancy, Contraceptive pill, Menstrual problems
gl By g3l b S G clad A Paall adba 5! Cplalads Ja Sdalan il Ja ND

Hepatitis, Jaundice, Other liver diseases

A Gk il jal gl col jall ¢ AU gl ASH Ll /\/‘D
Peptic ulcer, Crohn's ulcerative colitis, Other
T sl Ay gma il pal gl (s 8 ol iy pnada AN o
Epilepsy, or any other neurological disease
S manll Slgall 4 al el 5l ol & jeall (e lad Ja N0
Thyroid Diseases, Diabetes
938 5l 5ol yal yal gf (g Sl g (e a3 S NO

Other conditions s al Ll el sl e Al U
HSV, HIV...etc asmed! Sl u g s ¢ SuV1 ag b /l/ﬁ
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Medical 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 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, bieeding. pain or allergic reaction.

| understand that there are minimal fees to be paid 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 my medical status will be 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.

1 am fully aware that any payments is NON refundable

Patient’s Signature/ Guardians (In case of minors):
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Vital Signs v gaadl Sl iyl

Weight (331): Kg Height (Jskl): om Blood TYpe (sl seai) :

Pulse ( axll): ppm Blood Pressure (pull bis): / Blood Sugar (a1l <) ;

Chief Complaint  salaall aull 5)la) e

Disease History : g.a,all &, Gl
Allergies Luulual!
Medications 4 .¥1

Pregnancy Jaall

Previous Surgeries, Hospitalization
whdiall Jladl s Gyl Slilee

Smoking (maaail): Y / N Alcohol ({saSll phlad): Y /N Drugs (saliall galad): Y / N

General & Clinical Findings 0 el g Laladl Gllaatdl

Examination aadli

Radiography dacladll js.all

Dlagnosie  iasauiill
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FILE NO#:
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BALANCE
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| REDADDATA |

CAEAIOEBAAB30DQyM|  [Public Data Readed Suc{|  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 Diana,,,,Asad IDN: 784201880420928 Mother Name:
Name g Card

[ &A1Y .
(AP) il S Number: 089189415 Mother Name (Ar):
Title: Nationality: CAN Family ID:
Title(Ar): l(iart;?nality i
Issue )
Date: 22/05/2018 Sex: F Sponsor Type: 03
Dapiry 2110512020 gi“r‘fh‘:’f 11/04/2018 Sponsor Name: el ol o i3
Savital oy . Sponsor Number: 18778886
R esidencyary Residency  34170183014858 Residency Expiry: 21/05/2020
Type: Number: y xpiry:
ID Type: IL Occupation: 98 Occupation Field: 00

H ¥

Photo Signature Image No signature / sLaal e

http://orchidsvr/emid/default.aspx

09/08/2020



8/9/2020 ClinicSoft - Receipt Voucher

e bl o <]gij_$j_b
ORCHID MEDICAL CENTER

b >

AED 150.00 RECEIPT VOUCHER (No.REC-010692) Date:09-08-2020
Receive from Mr./Mrs./M/s. 1005390 - diana asad - 97156750572

The sum of Dhs. One Hundred Fifty Dirhams and Zero Fils Only

By Cash 0.00 / By Credit Card 150.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

Bank: Cheque No. Date: 09-08-2020

Being scaling and polishing + 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 : 1005390 - diana asad - 97156750572

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

orchidsvr/orchid2/receipt_view2.aspx?tec_code=REC-010692



