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ORCHID MEDICAL CENTER Bealth ... Swite ... Beanty

FileNO: .....covcmvieniniiinn Date: / /

Date:\\ / &/ .2al< File Number: .. /D&S('i )_g
Patient Name:..Klm../{cc/E,.Re.a,,_‘e.lz.ﬂﬁﬁ.fi@z% ................................................................... ! gl ]

Date Of Birth (s &ust) k. / 7/ 195 /Gender (ssl): M / F Marital Status:(ebuiad! Uial) Larrred
Nationality faatt: . 2544272 LI0.. OCOUPAYION (sligl)  +ovverrrroeeroemeeeersmmaeessensessemesnsanesssnesssesssessessrnssesecsnnns

=
Address (;lsall) .‘5]) Phone No. (<Ll 43,): @50/3.3!5‘_)@2.

E-MAIL: M.Jm.j.th/.f. ElL .%Z!i.ﬂf.éégal‘m 0.0 How did you know about us: E‘Cﬁ()ﬂ:fk .............

| | YeslNo | If YES'give details |
Medical Condition 4kl inat | Y/ pai Jyeaitlly ,ssn,g.az.,t.mmsm

Recent or current drugs/Medical Treatment
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Cortisteroids/Immunosuppressant
el cillafia g iy g i gl lalai Ja
Allergies fibuan 5 dhal a
Surgical Operations, Serious lliness
tal sal (51 gn lad gl Apnl e ililes (gf 2y sal a

Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease
il gl gab ¢ s Uia il glana el i Glgtl) oy ey e opill Ay
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: High Blood Pressure, Bleeding disorders, Anticoagulants
| $aall Cllajan 5l alaid gl iy il JSURG caalh daiia 3 p iyt sl Ja
|
|

Anemia, Leukemia (pal} (e ) YasS g1 ool ) Gast

Chest disease, Asthma, Bronchitis, TB, Other
il il gab o Judt ocdpaill g il Ageadis A4 ) Ay paea sl gl |
Renal, Urinary, Sexually transmitted disease |

bl g gl gy el yal o) SN il gl (g} lad S
Pregnancy, Contraceptive pill, Menstrual problems
02 0 3l A JSUAL (e cpilad A faall e (g el b Talan il 4|

Hepatitis, Jaundice, Other liver diseases

Gl Al al el (5 eal gl ¢ Ay o Sl gl
Peptic ulcer, Crohn's ulcerative colitis, Other

fusal A na il sl (gl 00 S 018 By gaa da d

Epllepsy, or any other neurologlcal disease
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Thyroid Diseases, Diabetes
Pyl 82} pial pa) b (g Kl (m g G i A

Other conditions fcs sl (il sl (gl e las s
HSV, HIV...6tc Jauull Sadl ey 8 « UV g 5
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Maedical Consent Form

| hereby consent and authorize the doctor to treat my medical
conditlon which has been axplained to ma by the qualified physician

I understand that in order to provide me with the most efflcient 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 thelr professional judgment.

| understand that no warranty or guarantese has been made to me as
aresult or cure just as thére may be riske and hazards in continulng
my present conditlon without treatment.

| understand that there are aleo risks and hazards to the performance
of the diagnostic and/or surgioal proceduras.
| realize that common surgloal or diagnostio procedures ars potentlal
for an infection, swelling, blesding. pain or allergic reaction.

[ understand that there are minimal fees to be pald per service and
that all fees must be pald i full before the complstion of traatment.

| consent that all medisal history and Information | provided In my

medlcal fils 18 true and { understand that any information | provide
regarding my medical status will be kept confidentlal and anonymous.
I bellevs that | have sufflolent Information to give thls consant. | certity

that this form has been fully explained to me and that | have read It
and | underatand ite' 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):

Date: Il. / .8/ Lale
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Vital Signs  dagaadl Sl uiislh

Weight Ga: & | Ko Height (sl | 74 cm Blood Type (uull i) : (4

Pulse (,aull): ppm Blood Pressure (sl kiz):  / Blood Sugar (s <) :

Chief Complaint  salsall s,k 55k e

Disease History : g<a,all gl
Allergies Loulouall
Medications 54¥!

7 Preghiaricy Jua!

Previous Surgeries, Hospitalization
hetiaall Jlaol o Tighs Slilae

8moking (adl): ¥ / N Alcohol (Jsas!l phalad): Y /N Drugs (ssdliall palsd):

General & Clinical Findings % el 3 Saladl GillasdU

Examination _aaill

Radiography “Leladll jguall

Diagnosls _saauiill

Y /N



File NO: ..covevvrvicvanannns Date: /

Treatment Plan gzl ided

Doctor's Signature and Stamp
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precisely Kindly Answer the following questions

W Al Y| ple LYl paps”

How do you better describe your skin Type
] Always Burned , little tanned
[ Aiways Burned, Never Tanned
[0 Littte Burned, Always Tanned
("] Rarely Burned, Always Tanned
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Slpandl Lils, 3laa¥l st [

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 of Isotritonine in the last 6 months? Yes/ No

Have you used Retin A.Glycolic acld or Hydeoquenon on Site?Yes /

Do/ Did you use any tanning products? Yes / No
Do you Have any tattoos on slte? Yes / No
Have you been diagnosed with any hormonal abnormalities? Yes / No

What products you are using far your skin

: recently?......ccoiirnne R :

Have you Done Any Laser Hair Removal Before? Yes / No
For Ladles: Are You Pregnant ? Yes / No
Have you done any permanent make up? Yes / No

< ol Tlaia pd ypiasSasaulell o] AdeSlal! pham Silaiia ol 81 ) Suasindial Jo

No ¥/ pai
Have you plucked or waxed halrhcl,\on site In the last 8 months? Yes / 9 / i Sgudll] gglaad N J1 o otall e gpd grastlly skl U] ) S g1 i o S
Did you get exposed to sun or got tanned lately? ...........ccccnicees wivnvirarirnnes o § s Loy e gl gle Bl ] Tty Lpad oo i sl SIS g
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........ vereninnnsnnn Slylla it Lasainl / Ldsedadid 2l Silpdil] el
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f J'(‘Lﬁ/(f/f?é L ff?c//y//ﬁ’{(@’ reby consent that

| came to Orchid Mediéal’'Center/ Sharjah to remove anted hair by laser.

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

a certaln wavelength which is absorbed in the pigments of halr folllcles to

impair its' abillty to grow halr.

| understand that the results 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 sesslons and the

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

the alternative hair removal methods and | choose removing my unwanted

hair by laser.

{ conserit 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 avolded at least 6 weeks prlor to sessions.

- Tattoos and permianent make up on treatment site will be affacted by laser.

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

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

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

the treatment will take many sessions to get the result.

Side Effect

slde effects may Include burning llke redness. and it's possible to ses some

swaelling or cracks. these slde effacts wlll fade away few hours to few days

after treatment. hypo/hyperpigmantation ls 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 Slgnature
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| REDADDATA |

Page 1 of 1

|cCAEAIOEBAAB30DQXO| [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 Khaled,Reyad,Hussein,,Elsherif IDN: 784198157373873 Mother Name:
x‘r';'e Gl ety ) A Qe 093497879 Mother Name (Ar):
Title: Nationality: EGY Family ID:
Title(Ar): l;:':;?"ality
e 07/03/2019 Sex: M Sponsor Type:
DAY 0503/2022 Dol 1810771981 Sponsor Name:
ISV:::'liltsz:l 02 {-{;llz?and Sponsor Number:
%;;ige“cy 07 Residency 0120077019414 Residency Expiry:
ID Type: IL Occupation: 2411 Occupation Field:
Photo Signature Image
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8/11/2020 ClinicSoft - Receipt Voucher

o b Jla ijgi j—<j 0
ORCHID MEDICAL CENTER

AED 525.00 RECEIPT VOUCHER (No.REC-010755) Date:11-08-2020
Receive from Mr./Mrs./M/s. 1005415 - KHALID sherif - 97159615627

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

By Cash 525.00 / By Credit Card 0.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

Bank: Cheque No. Date: 11-08-2020

Being 6 sessions beard + vat

Made by Rana

1.Any Advance refund will be accepted within 48 hours for 25% of deduction from the total amount.

2Treatment includes lab cost is non-refundable.

3.After 48 hours No refundable accepted

Confirmed by : 1005415 - KHALID sherif - 97159615627

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

orchidsvr/orchid2/receipt_view2.aspx?rec_code=REC-010755



