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ORCHID MEDICAL CENTER Health ... Swmdle ... Ceauty

File NO: .....ovvcvviivinins Date: / /

Date: .../ .../ coeeienes g
Patient Name:......c.cccoeeeeeess Q"V\'r\o‘l’\&( ....... : YC/\O/\QEJ‘W_,JIH]

(&
Date Of Birth (a3l £4,0) '6 / \ / l.() Gender (Luisll): M_A E Marital Status:(elaa¥ 1 Uladl) i

Nationality @eipdl): ....ccooorverrerinrnraninnn Occupation (hadasll) @ ....ccoeirieiirrriiiriiurconcrirmniomriemmrme e e,
T T K 1 S O NV Aol GO AL Ce || Bt L Phone No. (il ,-J)OS'O\'{Q?M‘,:]J({’O C)
E-MAIL:  ooooeneiiiiiiniiiniieniiinienneissssessninsnrinesssissorsessiinnsesnsnenennss HOW did you Know about US! .......ccriiiiiiaiinisnniiiiniinnn
F . 5 1 ‘ TS
Medical Condition iyl iat Yes/No | if ‘YES’ give detalils ‘

Y/ | ity SN a Yl oS 1
1 |
Recent or current drugs/Medical Treatment | |
e Cladle (g ills f 4 gl (gl ulais Ja
Cortisteroids/Immunosuppressant |
oliall cilladia 5 iy g s gl Jalali Ja

Allergios Tipbaa 4 dlial da |

Surgical Operations, Serious lliness
fial el 51 o Bl 5l sl e lilee (o 2y sad A

Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart :
valve, Congenital heart disease i |
il af ol ol il plana il it At 3y gTla g g o dnnll dad

High Blood Pressure, Bleeding disorders, Anticoagulants

Anemia, Laukemia (sl (la sy buasS d ¢(pall i) Lt

|
|
Chest disease, Asthma, Bronchitls, TB, Other |
Goml el gal o dad) cilpuadll U‘i bl Al ) Ay gdem ] gl | |
| Renal, Urinary, Sexually transmitted disease |
bl 5l 20 95 ial yal o) ASI b lal sl (g1 Ga plas
Pregnancy, Contraceptive plll, Menstrual problems
£y 5l 55 gall A JSLE e catlad A Sdamdl e (gt el Ja $daba it |
Hepatitis, Jaundice, Other liver diseases '
S NS il gl (g ol shall ¢ 2l ol 38N et !
Peptic ulcer, Crohn's ulcerative colitls, Other I
S5 oAl Ay gna il sl (gl 0005 8 013 iy gaa da

Epllepsy, or any other neurological disease

S raall Jgall Lol gl gl g g juall a glad A

Thyrold Diseases, Diabetes
£440 gall Sk el sal o) (g Sl Lym sa g lad S

Other conditions fes_al ol sl (51 g i Ja
HSV, HIV...6tc Jasall Sall gy b o 301 Gy b
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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
ernhanced service, diagnostic and other procedures may be deemed
necessary.

I understand that my treating doctor may discover other or different
conditions, which may raquire additional or diffarent procedures than
those planned.

| authorize my treating doctor to perform any procedures which are
advisable in their professional judgment.

| understand that no wartranty or guarantee has been made to me as
aresult of curs |ust as there may he riaks and hazards in continuing
my present condition without treatment,

| understand that thers are also risks and hazards to the performance
of the diagnostic and/or surgical procedures,
I realize that common surgical or diagnostic procedures are potential
for an infection, swelling, bieeding: pain or allergic reaction.

| understand that there are minimal feea to be paid per service and
that all fees must be paid in full before the completion of treatment.

| consent that all medlcal history and information | provided In my

medical file is true and ) understand that any information | provide
ragarding my medical status will be kept confidentlal and anonymaua.
| bellsve that | have sutficient information to give this consent. | certity

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

Patlent's Signature/ Guardians (In case of minors):

Date: .../ ...7 ...
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Vital Signs g gaadl Sl plipll
Weight (5,341): Kg Height Ulslali): cm Blood Type (sl teai) ¢
Pulse (Laai): ppm Blood Pressure (sl kis):  / Blood Sugar (sl 5u) :

Chief Complaint  Salaald (80,00 5)lay wasas

Disease History sl &,
Allergies Luuluall
Medications Lss¥!

Pragnancy Jaall
Previous Surgeries, Hospitalization

Smoking (wasil): Y / N Alcohol (Jsast! plalad): Y /N Drugs (pblall ghiad): Y / N

Genaeral & Clinical Findings Wyl 3 atadl HsadL

Examination jaadll

Radlography s ladll ) guall

Diagnosis rapdulilll
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PATIENT NAME:

FILE NO#:

DATE TREATMENT
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precisely Kindly Answer the following questions  4aas ALl AL ode alayl oo u®

How do you better describe your skin Type
[] Always Burned , little tanned
[J Always Burned, Never Tanned
[0 Little Burned, Always Tanned
["] Rarely Burned, Always Tanned
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Slawdlils, 3laavidls [
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Have you Ever had Scars or keloids? Yes / No
Have you ever had Herpes simplex, blisters or ulcers on site? Yes /
No
Have you Taken Akutan or Isotritonine in the last 6 months? Yes/ No
Have you used Retin A.Glycolic acid or Hydeoquenon on Site?Yes /
No

Have you plucked or waxed hair on site in the last 6 months? Yes /
No

Do/ Did you use any tanning products? Yes / No

Do you Have any tattoos on site? Yes / No
Have you been diagnosed with any hormonal abnormalities? Yes / No

What products you are using for your skin
recently?......cocciivunienirinens
Have you Done Any Laser Hair Removal Before? Yes / No
For Ladies: Are You Pregnant ? Yes / No

Have you done g1y pemanent make Up? Yas / No
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Did you get exposed to sun or got tanned lately? ...........cccceivieie iiiiiieennns 9 rand Gl caad p) Aighs 30l uadddl Loy Lgad o a5 30 yab clS 30
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Y/ pad
¥/ pas € 8l jasad Slyedatiis Casiial Ja

¥/ s § polal) Glaia i GG/ pady 51 lisl Ja
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[ N o N hereby consent that

| came to Orchid Medical Center/ Sharjah to remove unwanted hair by laser.

| understand that laser produces a beam of light that generates an energy of

a certain wavelength which is absorbed in the pigments of hair follicles to

impair its’ ability to grow hair.

| understand that the resuits of the treatment varies from one person to

another by the variation of medical history and the skin type, hair type,

patients commitment to precautions before and after sessions and the

variation of individual responses to treatment. and | consent that | know all

the afternative hair removal methods and | choose removing my unwanted

hair by laser.

| consent that | got the following precautions:

-It's not allowed to get tanned or use tanning solutions for 4-6 weeks before

and after treatment.

- Waxing and Plucking must be avoided at least 6 weeks prior to sessions.

- Tattoos and permanent make up on treatment site will be affected by laser.

- Full Medical History must be given including previous treatments, allergies
and skin type.

- people who took akutan during the last 6 months or any drugs that inhibits
patients from sun exposure can not remove their hair by laser.

| understand that i might see some change from first session, nevertheless

the treatment will take many sessions to get the resulit.

Side Effect

side effects may include burning like redness. and it's possible to see some

swelling or cracks. these side effects will fade away few hours to few days

after treatment. hypo/hyperpigmentation is not common and it rarely last. it's

advisable to avoid sun exposure. and to use sun protections.

| consent that | had the chance to enquire and ask any questions | have to
the therapist and | have read and understood the content of this form (or It
was read to me) and | am more than 18 years old or | have the approval of
my Sponsor.

Name and Signature
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Patient's Name:
File NUMBEK: ..eoouviiiiiciiiinniciiiiiin s s wilall pd,
Pain Rellef given? Yes / No .......... A AT B R L

Treatment Date
Treatment Area
Halr Type
Made
Fluence
Pulse Type
CNT Pulse
Passes
Starting Time
Finish Time
Post Treatment

B v Y
'

Seaslon 1

Y

Seasioh 2

B-F%  2/9lap -

?; v
v

e A

V4 %0
WM’J
\{i_.(N)

Bken' |UH

Bk -

ey 40 -
18 |20 ms-

UA- 1ui3m

&

[pessle !

o

Therapist Name and Signature .............ccevevueereeannsnns

..........................................................................................................................................................

Evaluation and consent form completed? Yes / No
Pretreatment photography taken? Yes / No
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United Arab Emirates @i saxid dy sl i Juyi 1

1D Number / 4; g Ay

784-1996-4097914-4 n

Resident Identity Card

s daal glall iy alaw: s
Nams:smaherqafar"elhgj-Ahmeu
Mohamed
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Nationality: Sudan f



