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Medical Consent Form

| hereby consent and authorize the doctor to treat my medical
condition which has been explained to me by the qualifled physician

| understand that in order to provide me with the most efflclent and
enhanced service, diagnostic and other procedures may be deemed
necesaary.

| understand that my treating doctor may diacover 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 reault 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
fot an infection, swelling, bleeding. pain or allergle 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.
| belleve that | have sufficlent information to glve 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.

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

lPuinc Data Readed SuccH

SHOW READED DATA

Public Data Verification report

File

Non-Modifiable Data (SF3)
Modifiable Data (SF5)
Holder Signature Image (SF7)

Photography
Home Address
Work Address

Card Holder Information

Name Nikhil
Mamkuttathil,,,, Varkey

Name g '
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Title:

Title(Ar):

Issue

Date: 03/11/2019

Expiry

Date: 29/10/2021

Marital
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Type: &

ID Type: IL

Photo
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Husband
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| understand that due to the natural variation in quality
of Platelet rich plasma, results will vary between
individuals. | understand that although | may see a
change after my first treatment; | may require a series
of up to 6 sessions t0 obtain my desired outcome. The
procedure and side effects has been explained to me
including alternative methods; as have the advantages
and disadvantages. | am advised that though good
results are expected, the possibility and nature of
complications cannot be accurately anticipated and
that, therefore, there can be no guarantee as
expressed or implied either as to the success or other
result of the treatment. | am aware that the PRP
treatment is not permanent as natural degradation will
occur over time.

[AUTNONIZO D «oviceeeeeevacirrasie e e e e e e aaas
from Orchid Medical Center. perform the injection of
PRP (Platelet Rich Plasma) for rejuvenation. This
consent form will be valid for up to 6 applications of
PRP, aiter which time | may be asked to compete a
new form. | state that | have read (or it has been read
to me) and | understand this consent and | understand
the information contained in it. | have had the
opportunity to ask any questions about the treatment
including risks or alternatives and acknowledge that all
my questions about the procedure have been
answerad in a satisfactory manner and that all blanks
were filled in prior to my signature and | had the right to
refuse the treatment. THIS CONSENT FORM IS VALID
UNTIL ALL OR PART IS REVOKED BY ME IN
WRITING. When completing the medical questionnaire,

I have answered the personal medical history
questions fully and to the best of my ability.

Patient’s Name and Signature:

Data: .../ .../ ....
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No: REC-010769
AED 700.00 RECEIPT VOUCHER

Date: 13-08-2020
Receive from Mr./Mrs./M/s. 1005416 - nlkhil 00. - 919961945321

The sum of Dhs. Seven Hundred Only

By Cash 700.00 / By Credit Card 0.00 (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 prp with vat balance 1190

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

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

www.omecl.ae

orchidsvr-pc/orchid2/raceipts_advances.aspx 1
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AED 630.00 RECEIPT VOUCHER (No.REC-010770) Date:13-08-2020
Receive from Mr./Mrs./M/s. 1005416 - nikhil 00. - 919961945321

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: 13-08-2020

Being prp with blotin + 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 : 1005416 - nikhil 00. - 919961945321

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

orchidsvr-pc/orchid2/recelpt_view2.aspx?rec_code=REC-010770



