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Surgical Operations, Serious lliness

Cardlac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease
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High Blood Pressure, Bleeding disorders, Anticoagulants
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Renal, Urinary, Sexually transmitted disease
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Pregnancy, Contraceptive pill, Menstrual problems
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Hepatitis, Jaundice, Other liver diseases
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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 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 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 their professional judgment.

| understand that no warranty or guarantee has been made to me as
aresult or cure just as there may be rigsks 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
for an infectlon, swelling, bleeding. palin or allergic reaction.

| understand that thare 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 trus and | understand that any information | provide
regarding my medical status will be kept confidential and anonymous.
| believe that | have sutficient information to give 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.

T am fully aware that any payments is NON refundable
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Vital Signs 8y gaadl &l 3/
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precisely Kindly Answer the following questions
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How do you better describe your skin Type
[] Always Burned , little tanned
[ Always Burned, Never Tanned
[ Little Burned, Always Tanned
[[] Rarely Burned, Always Tanned
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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 or [sotritonine in the last 6 months? Yes/ No
Have you used Retin A.Glycolic acid or Hydeoguenon on Site?Yes /
No
Have you plucked or waxed hair on site in the last 6 months? Yes /
No
Did you get exposed to sun or got tanned lately? .............c..ocoene
Do/ Did you use any tanning products? Yes / No
Do you Have any tattoos on site? Yes / No
Have you been diagnosed with any hormonal abnormalities? Yes / No
What products you are using for your skin
recently?. . .cecriiiiiiiinianen,
Have you Done Any Laser Hair Removal Before? Yes / No
For Ladies: Are You Pregnant ? Yes / No
Have you done any permanent make up? Yes / No
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| came to Orchid Medical Center/ Sharjah to remove unwanted hair by laser.

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

a certain wavelength which is absorbed in the pigments of hair follicles to

impair its’ ability to grow hair.

| 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 sessions and the

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

the alternative hair removal methods and | choose removing my unwanted

hair by laser.

| consent 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 avoided at least 6 weeks prior to sessions.

- Tattoos and permanent make up on treatment site will be affected by laser.

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

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

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

the treatment will take many sessions to get the result.

Side Effect

side effects may include burning like redness. and it's possible to see some

swelling or cracks. these side effects will fade away few hours to few days

after treatment. hypo/hyperpigmentation is 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 Signature

hereby consent that

Q]

Slem plRinls bl 350 3m o s castyall ot matll W33 G, /gl 48] 350

sagiall 3l

05 e grape sle 3 il gy gl <pudll cpe Lk g 5l Gl 5T agdd
il el gl L8 o] it o3y o Ssasall ¥ oYl i Lpaliaial
i g8yl 53 g golall Bl AL AT ] jadit e (SRS E)lall gl 1 il

el Llaie) GSEa ] 5 olodadl any 5 J8 mlleall cladaty godall

a3l 5

31y Slar Iy g BallS ] 15 Uy sll 3, IS, JolS e e (o5 5 E3al
ol janll A 50 G35 oI g atlly et

G o laladl] el 28 it LEl

okl sy Jui gnlieal V-6 3ual randll alpedation alsaiod 5 pacdll gav ¥ -

A1 e bl Vo Estall Jud gl sl sl Al
3l okalls S35 16 m3lal) Gakia (o ailull E LS 5 5
Sl £ 53 5 Tanalall 5 Slastall I3 Jacsy 5 3olS polall g,

I galid o -
B 5 agatigll -
I elac imns -

oo il pilie 61 g Talall bl cunadl S5 LS G Islsls 2l elisy) -
5ol sl I i€ ¥ ilighe 5,380 unitl il

Sbela 3ue ] s el Sl LoV Ll e alaal a3 il sl

|f'gx<_i>l Hﬁi

Apgllall dagill gle Jpeanll

Laladl Laleyl

5 pasill i i SEeall o Bgpad) 4t Loy Sudall lyeml dailall LA 1e¥! araT i
s el s 2l e o1 Shebis gy ISl B3 Tiladl 2 le ¥l ada g .okl
sy L2l pans a5 Ldgas Jla b g ¥ g @l 5a¥L cand Slaalll 3005 4

il o Tyl S peatonall glukSanl 5 it

Salh i ol ataall @leadl ol U] g 5 lsiioitl Lemyill o sl 3 1 0

slias gl §yme e Balill cyglat o3 5 o Ge1 8 ol a3 g1 5139 1da

olgine coars

i el sl pse Jla s 501 gy Balgo sl




Evaluation and consent form completed? Yes / No

Pretreatment photography taken? Yes / No

Session 1 Session 2 Session 3
Treatment Date l(.yv 0<-10
Treatment Area V)
HairType U [ pre Aur™
Mode W) Lb

Session 4 Session 5 Session 6

Fluence l‘f{ w
Pulse Type uﬁ (/KJ
CNT Pulse
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Starting Time 0
Finish Time /‘f‘? !
Post Treatment I s

Therapist Name and Signature .......... N ———






