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ORCHID MEDICAL CENTER
File NO: ...covvevervnennnen
Date: .../ .../ ccccuun.
Patient Name:......../.71.. ﬂ,;y.hJ.(&....A.}.’.‘i.«.@ ..............................

Date Of Birth (st &,0) :).3 12,.1265 Gender (yuial): M /

Nationality (Gudadl): @/914% Occupation (ddagll) @ ...

Address (5isiall) :..... WW\IQ/WW’““

E-MAIL:

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

' Medical Conditlon Ayl Alali

Recent or current drugs/Medical Treatment
isaa Ciladle g alli g 3y gol (] alati Ja

Cortisteroids/Immunosuppressant

Allorgies fijubua sl dlial Ja

Surgical Operations, Serious lliness
fu"l)n\glagqjhijlh.n\ﬁaghpg|q”|dt

File Number: loﬁs—(/l 7/5

B e e e o oo u&l__,d“ ruj

Marital Status:(iuaLiay! Ul /‘/M ;.7.“{//

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

Phone No. (dialell gaj: .....4) jg?// d47 4

How did you know about Us: .....c.cciiiiiiiiiiaiisiiiiniiinna
' Yes/No | If *YES' give details
Y/ Jpmaiilly SS31 ad Y} i 130

o
e
No
No

Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart

valve, Congenital heart disease

aldl) gl yaf o pmlive Gl slaca el il Qe vay ey pan ol Al

High Blood Pressure, Bleeding disorders, Anticoagulants
faall cilagan gl alats gh iy 301 0 JSLAL (ool Jain b g Uil il Ja

Anemia, Leukemia (2} (Ma jes) ayS # o(pall i) Lagil
Chest disease, Asthma, Bronchitis, TB, Other

Sonl ) pab o Jualt s ilgaill U‘ gt sw LJI az.JJ“ il _yal

Renal, Urinary, Sexually transmitted disease
Fglulid g 4 lal pal o) SN b al al (51 (Al

Pregnancy, Contraceptlve pill, Menstrual problems
T4t 3y gall b JSldia (ho ol b daml il () ol A Sl il Ja

Hepatitis, Jaundice, Other liver diseases
Gohl 4l al sl ‘1“ ool jiuall ¢ “thl AN ulgdlt

Peptic ulcer, Crohn's ulcerative colitis, Other
£0s 58l Ay g sl jal gl 08 ol Ay gas da
Epllepsy, or any other neurological disease
§ puanll lgall i ol jal gt g g suall G el S
Thyroid Diseases, Diabetes
fagd jall saadl Ll jal _,lq)mlw)awwa\.ﬁdh

Other conditions fis sl gl sl 5 e ilad Ja
HSV, HIV...etc dauall Sall (e 5 « oV} Gug b
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ORCHID MEDICAL CENTER

Medical Consent Form

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

I 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 discover other or different
conditions, which may require additional or differsnt procedures than
those planned.

| authorize my treating doctor to perform any procedurss which are
advisable in their professional Judgment.

| understand that no warranty or guarantee has been made to me as
aresult or curs just as there may be risks and hazards in continuing
my prasent condition without treatment.

| understand that there 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, bleeding. pain or allergic reaction.

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

| congant that all medical history and information | pravided in my

medical file I8 true and | understand that any information | provide
regarding my medical status will be kept confidential and anonymous.
| believe that | have sutficient information to glve 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

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

Date: .../ .../ ...

Jlod .. ol L. o0
Wealth ... Swdle ... 5{‘5:&(1‘{/

b L Elgad

3 omdinal ol L 20 o L 5 ) iyl il 34y lld gran] 3 341
Jagall

G0y ) o Uy 35S5 05 LS | dpumpin ity Al bl | g 5
el il y S sty

oandll od K5 L e i Lyal g3l Pla updal| A2, 5 Sl oy 4G i
gl Ll B e Ul o) Lls] ol | ol a3 31 1N

oSy ptlaalt 3 Lt ol Lpdadl a1 S 53 el sl gl
Agalall  Ligall G

Ubrandll gl Luladl sl a1 g olastal| 230 uall o) cililans 1 psi o3 o 401 il
e E3le JLSinl pan oo b)) Slalaad) s jUai ) ppih LS 1 gl daiiall
el pall

Sl ly lhoapaill toabian 55 b il bisbiall 4 Ui | IS LL gl
galadl 5 igasiall
Sl 1 g b Lampall 5 Tupdll g Lol Sl g 5
Lesbaaand ) WY1 51 01 5l it 1 @@l IS

g 1y Leaslall Gl Lilie Lpais gl g 081 ally gy b ) pl}
b TN [BOWS L T i L4 P SOV BRI Y | Lo [
3 Ao Al patd gl detd 1 gl £ U1 At Silagled! WIS 1 i
O Ll BT as ¥y Lalad & pos s Lumall il 3o laglas 31 51 il

wdilye
SJallly o dant S daaddl 1 50 g AN 10 il UalSH laglaall gl i i
gyl Sy e candy il JalSIL dhcalil guan coagd 5 S 4 Gl
32t WU b a5l e g f OF 0 4 e

(sl ! 590 e e a1 s / g el iyl

e

weand wdd it il




Vital Signs 4y pasd) Sl pd sl

Weight (yal): Kg Height (Jykll): cm Blood Type (sl iuai) :

Pulse (L) ppm Blood Pressure (pufl kig):  / Blood Sugar (sl £2) :

Chief Complaint  salaad) skl 55l wesn

Disease History a4l il
Allergies Luuluall
Medications 454Y!

Pregnancy Jeall

Previous Surgeries, Hospitalization
itGaall Jlagl ¢ Gl wlilac

Smoking (aadl): Y / N Alcohol (JsaSl ghla): Y /N Drugs (slisll glala):

Genaral & Clinical Findings iy eall § baladl clisasul

Examination yaadll

Radiography  daclaill jgeall

Diagnosis _sapasiill

Y /N



File NO: .vuvvvnevrieannieans Date: /

Treatment Plan i ias

.

Doctor's Signature and Slamp
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8/13/2020 ClinicSoft - Receipt Voucher

© L. | J_L_J.Jql [
ORCHID MEDICAL CENTER

No: REC-010778
AED 200.00 RECEIPT VOUCHER
Date: 13-08-2020
Receive from Mr./Mrs./M/s. 1005425 - MARWA 000 - 971507660477

The sum of Dhs. Two Hundred Only
By Cash 200.00 / 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 ADVANCVE FOR 3 SESSIONS PRP 1500+ OX 908 BALANCE %( /
Made by Rana

\;m\aa \275 "

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@omecl.ae
www.omcl.ae

orchidsvr-pc/orchid2/receipts_advances.aspx 1/



| understand that due to the natural variation in quality
of Platelet rich plasma, rasults will vary between
individuals. | understand that although | may see a
change after my first treatment; | may require a series
of up to & 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. 1 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 gither 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.
1 AUENOMIZE D e vieeememiriiiai s mie e
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, after 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
wera 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,
| have answaered the personal medical history
questlons fully and to the best of my abllity.

Patient’s Name and Signature:
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Description of Treatnment

This treatment involves the colleclion of your blood (approximately
11 - 22 ml), then your bloed is spun down using a centrifuge to
separate out the plasma and platslet portion using the separator gef’
as a special filtar. The PRP portion of your bload is then used at the
point of care to re-energize your cells into rejuvenating themselves.
The product is 100% your own blood by-product {autologous). If you
have any gquestions please do not hesitate to ask your physiclan or

nurse.

Bide Effects
you will likely experience mild to moderate swelling of the treated
area, this will last for about 12- 24 hours; ice or cold compresses can
be applied to reduce swelling if required. You may notice a tingling
sansation while the cells are being activated. In rare cases skin
infection may ocgur, which is easily treated with an anti-biotic.

Contraindlcations

You should not have PRP treatment done if you have any of the
following conditions: Skin conditions and diseases including: Facial
cancsr, existing or uncured. This includes SCC, BCC and melanoma,

systemic cancer, chemotherapy, steroid therapy, dermatological

diseasas affecting the face (i.e. Porphyra), Blood disorders and

platelet abnormallties, Anticoagulation tharapy (i.e.; Warlarin)
Platelat dysfunction syndrome, critical thrombocytopenia,

hypofibrinogenaemia, hasmadynarric Instability, sepsis, chronic liver

diseass, Hepatitis or any acuts or chronic infections.
Asplrin, Anti-inflammatory auch as Nurofen, Votaren, Diclofenac, or
Naproxen etc.? St Johns Wort, Gardic,
Are you currently taking, or have yau recantly taken (within 14 days)
Vitamin E, or Fish Oil saupplerments that could have a thinning effect
on your blood,

In cans of prasancs of any pravisusly maentionad
sontralndloationu ptease mention It hore

Or Ask the doctor if you are not sure or you have any questions.

Patient's Name and Signature:
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8/15/2020 ClinicSoft - Receipt Voucher
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ORCHID MEDICAL CENTER

AED 525.00 RECEIPT VOUCHER (No.REC-010820) Date:15-08-2020
Receive from Mr./Mrs./M/s. 1005425 - MARWA 000 - 971507660477

The sum of Dhs. Fiye Hundred Twenty-Five 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 525.00

Bank: Cheque No. Date: 15-08-2020

Being 1 session prp face + 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 :1005425 - MARWA 000 - 971507660477

Tel: + 9716 555 8337, Fax: + 9716 528 8130, e - mail : info@omcl.ae
www.omcl.ae

orchidsvr-pc/orchid2/receipt_view2.aspx?rec_code=REC-010820



8/15/2020 ClinicSoft - Receipt Voucher
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ORCHID MEDICAL CENTER

No: REC-010819

AED 1,375.00 RECEIPT VOUCHER

Date: 15-08-2020

Receive from Mr./Mrs./M/s. 1005425 - MARWA 000 - 971507660477

The sum of Dhs. One Thousand Three Hundred Seventy Five Only

By Cash 0.00 / By Credit Card 1,375.00 {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 face + 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

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

orchidsvr-pc/orchid2/receipts_advances.aspx
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