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valve, Congenital heart disease
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Medical Congent 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, dlagnostic and other procedures may be deemed
necessary.

| understand that my treating doctor may discover other or dlfferent
conditions, which may require addlitional or different procedures than
those planned.

I authorize my treating doctor to perform any procedures which are
advisable In thelr professional judgment.

| understand that no warranty or guaranteeé has been made to me as
areault or cure juet aa there may be rieke and hazarda in continuing
my present condltion without treatment.

I underetand that there are also risks and hazards to the performance
of the dlagnostic and/or surgical procedures.
) realize that common surglcal or dlagnostic procedures are potentlai
for an infection, swelling, blesding: pain or allerglc reaction.

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

| cohsent that all medical history and information | provided In my

medical file Is frus and | understand that any Information | provide
regarding my medical status will be kept confidentlal and anonymous.
| belisve that [ have sufflclent informatlon to give thls consent. | certify

that this form has been fully explained to me and that | have read It
and | understand its' content and [ ign it with all my will.

I am fully aware that any payments is NON refundable
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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

Mohammad,Abdal

Name Rhman,, Alkasem IDN: 784198247052958 Mother Name:

Name P Card

(An) il s Jllase sena Number: 094227549 Mother Name (Ar):

Title: Nationality: SYR Family ID:

Title Nationality 4t 4 seanll

(Ar): (Ar): 4 gull

Issue

Date: 22/04/2019 Sex: M Sponsor Type: 06

EXpiry 170412021 Dateof  41/91/1982 Sponsor Name: T o b sl ALY 3l 4y el 2
Date: Birth:

Marital Husband .

Status: 02 IDN: Sponsor Number: 00
Residency Residency . —

Type: 07 Number: 30120117006378 Residency Expiry: 17/04/2021
ID Type: IL Occupation: 96 Occupation Field: 00

Photo

Signature Image f’?
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8/24/2020 ClinicSoft - Receipt Voucher
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AED 500.00 RECEIPT VOUCHER (No.REC-011023) Date:24-08-2020
Receive from Mr./Mrs./M/s. 1005412 - MOHAMMAD ABDALRHMAN ALKASEM - 971559441237

The sum of Dhs. Five Hundred Dirhams and Zero Fils Only

By Cash 0.00 / By Credit Card 250.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 250.00

Bank: Chequé No. Date: 24-08-2020

Being Root Canal Treatment

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 :1005412 - MOHAMMAD ABDALRHMAN ALKASEM - 971559441237

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

orchidsvr-pc/orchid2/receipt_view2.aspx?rec_code=REC-011023



