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Medical Consent Form

| hereby consent and authorize the doctor to treat my medical
condltion which has bsen 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 diacover other or differenit
conditlons, which may requlte additional or different procedures than
those planned.

| authorize my treating doctor to perform any procedutes which are
advisable In their profeasional Judgment.

| understand that no warranty or guarantee has been made to me as
a result or cure just as there may be riska and hazarde In continulng
my prasent condition without treatment.

| understand that there are also risks and hazards to the parformance
of the diagnostic and/or aurgical procedures.
I realize that common surglcal or dlagnostic procedurses are potentlal
for an infection, swelling, bleeding. pain or allergic reaction.

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

| consent that all medical history and Information | provided in my

medlcal file is trus and | underatand that any informatlon | provide
ragarding my medlcal status will be kept confidential and anonymous.
| belleve that | have sufflslent information to glve this consent. | certlfy

that this form has been fully explained to ms and that | have read it
and | understand Its' content and | sign it with all my will,

I am fully aware that any payments is NON refundable

Patient's Signature/ Guardians (In case of minors):
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| understand that due to the natural variation in quality
of Platelet rich plasma. results will vary batween
individuals. | understand that although | may see a
change after my first treatment; | may require a series
of up to 6 sessions to 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
rasults 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
{reatment is not permanent as natural degradation will
occur over time.

{ AULNOHZO DI oeoivieeecreircrrie s e
from Orchid Medical Genter. perform the injection of
PP (Platelet Rich Plasma) for rejuvenation. This
consent form will be valid for up to 6 applications of
PRP, after which time | may be asked to compste a
new form. | state that | have read (or it has baen 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 acknowledgs that all
my questions about the procedure have bean
answered In a satisfactory manner and that all blanks
wera fllled 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,
| have answered the personal medical history
questlons fully and to the best of my ability.
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8/13/2020 ClinicSoft - Receipt Voucher
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ORCHID MEDICAL CENTER

No: REC-010772

AED 4,500.00 RECEIPT VOUCHER
Date: 13-08-2020

Receive from Mr./Mrs./M/s. 1005423 - FAWZIA HMOUDI - 971507122191
The sum of Dhs. Four Thousand Five Hundred Only
By Cash 4,500.00 / 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 CYTOSIAL FILLER *1050 + 3 PRP 1500 + SKIN BOOSTER 850 + 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 Na refundable accepted

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

orchidsvr-pc/orchid2/recelpts_advances.aspx 1/
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ORCHID MEDICAL CENTER

AED 4,500.00 RECEIPT VOUCHER (No.REC-010773) Date:13-08-2020
Receive from Mr./Mrs./M/s. 1005423 - FAWZIA HMOUDI - 971507122191

The sum of Dhs. Four Thousand Five Hundred 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 4,500.00

Bank: Cheque No. Date: 13-08-2020

Belng PRP FACE 500 + SKIN BOOSTER 850 + 3 CYTOSIAL FILLER

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 : 1005423 - FAWZIA HMOUDI - 971507122191

Tel: 4+ 9716 555 8337, Fax:1+ 9716 528 8130, e - mail: info@omcel.ae

www.omcl.ae

orchidsvr-pclorchid2/receipt_view2.aspx?rec_code=REC-010773
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ORCHID MEDICAL CENTER

AED 1,050.00 RECEIPT VOUCHER (No.REC-011347) Date:05-09-2020
Receive from Mr./Mrs./M/s. 1005423 - FAWZIA HMOUDI - 971507122191

The sum of Dhs. One Thousand Fifty Dirhams and Zero Fils Only

By Cash 0.00 / By Credit Card 1,050.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

Bank: Cheque No. Date: 05-09-2020

Being 1 session meso under eyes + 1 session prp 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 :1005423 - FAWZIA HMOUDI - 971507122191

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

orchidsvr-pc/orchid2/receipt_view2.aspx?rec_code=REC-011347
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9/56/2020 ClinicSoft - Receipt Voucher
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ORCHID MEDICAL CENTER

AED 1,260.00 RECEIPT VOUCHER (No.REC-011352) Date:05-09-2020
Receive from Mr./Mrs./M/s. 1005423 - FAWZIA HMOUDI - 971507122191

The sum of Dhs. One Thousand Two Hundred Sixty Dirhams and Zero Fils Only

By Cash 0.00 / By Credit Card 1,260.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

Bank: Cheque No. Date: 05-09-2020

Being 1 injection filler eyes + vat

Made by Reem

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 :1005423 - FAWZIA HMOUDI - 971507122191

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

orchidsvr-pc/orchid2/receipt_view2.aspx?rec_code=REC-011352



