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/ ORCHID MEDICAL CENTER

File NO: ...coviviiiniiiinnns

Date: .../ .../ .........

Patient Name:....... Q ............ /Dl M e b o f) d

Datelo /\8 / % 2@

File Number: ...... \ 006\/10 5

vot sl ]

Date Of Birth (sSball f,5) (L{ /[9/ /C}%ender (Lual): M /@ Marital Status:(Lelaay! Ul . M f- 3‘/’{& Q..
Nationality (iucdiall): S y '{/.<M~. ..... Occupation (k! : M I.Q Ma\.heafgw ..........................
AGrES8 (1aall] feveerrrerreriereeeererirreresereseessseeestessseesoseesassesssessseses Phone No. (cityll aa): ... T3%y- "Lllq &\\ ez

E-MAIL: VO\Q— Y&\ O \J\D\m N\t gmag...  How did you know about us: D\\/\C)\. ...............

Medical Condition 4kl inal

Recent or current drugs/Medical Treatment
Thaa ladle 5l il f 4yl (5l olazs Ja

Cortistermds/lmmunosuppressant
fie liall e 4f ulq‘,_)ug alai Ja

Allergies figulua i dlial Ja

Surgical Operations, Serious lliness
el gl gl (e Alad g Rsal ja Slilee (5l Cu el a

Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease
alill _al yal .U:.u..gli,t.._ ol il gl caysilayy pan il dal

High Blood Pressure, Bleeding disorders, Anticoagulants
?PJJJN-JLL}M‘ﬁ oralaii g iy 3l 8 JSUE cpal dmiaia i ) sl Ja

Anemia, Leukemia (pall (Ma_s) LhasS o o(pall i) Lail

Chest disease, Asthma, Bronchitis, TB, Other
Sl pal el o Judt il o et it 44 ) Ay jaea al yal
Renal, Urinary, Sexually transmitted disease
Sl ol Al o al sl U.K.“ i ol g\ ‘.,.al.u Ja
Pregnancy, Contraceptive pill, Menstrual problems
94 et 5 all b 8L (g Gailad A Taall adle ol Copdalai A Sdaban il Ja
Hepatitis, Jaundice, Other llver diseases
S} LS al yal 51 coljhuall ¢ b gl 2SI g
Peptic ulcer, Crohn's ulcerative colitis, Other
S oal g Gal sal 5l 0058 ol Ay paada i
Epilepsy, or any other neurological disease
S mandl Sleall b il et g} o) g eall (e el Ja
Thyroid Diseases, Diabetes
Pyl saal el saf gl (58l a ye (e lad Ja

Other conditions fus_al (il ul sl (e e Ja
HSV, HIV...etc lasall Mall [y b ¢ JaVl oy
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ORCHID MEDICAL CENTER

Medical Consent Form

| hereby 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 procadures 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
aresult 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, 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 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.

['am fully aware that any payments is NON refundable

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

Date: ...

J> .. ool ... 0w
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File NO: ..vviiiiiiicininan Date: /

Treatment Plan  z %l ddaa

Daoclor's Signature and Stamp
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PATIENT NAME: FILE NO#:
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Page 1 of 1

[

|  REDADDATA |

CAEAIOEBAAB30DQxO|  [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 Roula,Saededin,,,Allababidi IDN: 784197653515938 Mother Name: Hayam
Name Card
Ll cpalt : La
(Ar) gl cpalt s Number: 097498473 Mother Name (Ar): ol
Title: Nationality: SYR Family ID:
Title Nationality 4w st 4 seall
(Ar): (Ar): i gult
Issue 501112019 Sex: F Sponsor Type: 06
Date: : '
Expiry Date of . Tl b A€ 48 A e
Date: 18/11/2022 Birth: 14/06/1976 Sponsor Name: Lo L ) asaill el )
Marital Husband .
Status: 02 IDN: Sponsor Number: 00
Residency Residency  5,,,0197384218 Residency Expiry: 18/11/2022
Type: Number: :
ID Type: IL Occupation: 01 Occupation Field: 00
Photo

Signature Image %

http://orchidsvr/emid/default.aspx 10/08/2020
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Date:

Sex:

Diagnosis:

!:F"' { g [ 2¢2,
Name of Patient: Rowla Allababi .:J(

T\f:e wietabole vele IS Low
Wit: Pk 3513 Ht: LM o

PRESCRIPTION

5

1. Amino Acids (Fat Burning IV) in 250ml NSS

Clinic File No./MRN: yclicl Nl X

DOB: Cedex
Nationality:

Allergies: A

BMI: 272 ., j

1pc

(see attached reference customized formula below)

Amino Acids (Fat Burning IV) in 250ml NSS

AMINO ACIDS IV (FAT BURNING)

L-Lysine HC 3.675¢
Methionine 0.6¢g
Arginine 3.565¢g
Glutamic Acid 2.585¢
Carnitine 4g
Choline Chloride 05g

kg (P ol -2

Dr. Bashar Alidib

Bl 9 ) o)« L,-l'l.m:»\

gpeciallst - Dermatology' J
MOH License No.: - D59826 1@ ‘_,..,.-:-s el
Orchid Medical Centr® il 459! 54

Tel : #4971 6 555 8337, Fax :

+971 6 528 8130, E-mail: info@omc1.ae
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8/25/2020 ClinicSoft - Receipt Voucher
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ORCHID MEDICAL CENTER

No: REC-011046
AED 630.00 RECEIPT VOUCHER
Date: 25-08-2020
Receive from Mr./Mrs./M/s. 1005405 - roula saad - 971522148111
The sum of Dhs. Six Hundred Thirty Only

By Cash 0.00 / By Credit Card 630.00 (Bank Charges: 0.00) / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated
0.00

Bank: Cheque No. Date:
Being advance for 1 botox 600 + vat

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

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

orchidsvr-pc/orchid2/receipts_advances.aspx in
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Filler injection Log

Date Filler Type Area Troated Right / Ml Left / MI

Session 1
Session 2
Session 3
Session 4

Session 5

Botox Injection Log

Date Area Treated Right / Units Left / Units

Session |
Saession 2
Session 3
Session 4

Sassion 5

Doctor's Name and Signatures
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8/25/2020 ClinicSoft - Receipt Voucher
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ORCHID MEDICAL CENTER

No: REC-011048
AED 1,050.00 RECEIPT VOUCHER

Date: 25-08-2020
Receive from Mr./Mrs./M/s. 1005405 - roula saad - 971522148111
The sum of Dhs. One Thousand and Hundred Fifty Only

!
By Cash 0.00 / By Credit Card 1,050.00 (Bank Charges: 0.00) / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated
0.00

Bank: Cheque No. Date:
Being advance for 3 sessions meso + vat she take discount from dena

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

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

orchidsvr-pc/orchid2/receipts_advances.aspx 171



8/25/2020 ClinicSoft - Receipt Voucher
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ORCHID MEDICAL CENTER

AED 367.50 RECEIPT VOUCHER (No.REC-011049) Date:25-08-2020

Receive from Mr./Mrs./M/s. 1005405 - roula saad - 971522148111

The sum of Dhs. Three Hundred Sixty-Seven Dirhams and Fifty Fils Only

By Cash 0.00 / By Credit Card 0.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 367.50

Bank: Cheque No. Date: 25-08-2020
Being 1 session meso face + vat

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 : 1005405 - roula saad - 971522148111

Tel:+ 9716 5558337, Fax: + 9716 528 8130, e - mail : info@omc1l.ae
www.omcl.ae

orchidsvr-pc/orchid2/receipt_view2.aspx?rec_code=REC-011049



8/26/2020 ClinicSoft - Receipt Voucher

ol 2~y <l i <30
ORCHID MEDICAL CENTER

T
AED 630.00 RECEIPT VOUCHER (No.REC-011078) Date:26-08-2020
Receive from Mr./Mrs./M/s. 1005405 - ROULA ALLABABIDI - 971522148111

The sum of Dhs. Six Hundred Thirty 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 630.00

Bank: Cheque No. Date: 26-08-2020

Being BOTOX DYSPORT + 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 :1005405 - ROULA ALLABABIDI - 971522148111

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

orchidsvr-pc/orchid2/receipt_view2.aspx?rec_code=REC-011078



