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Recent or current drugs/Medical Treatment
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Cortisteroids/Immunosuppressant
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Allergies fijulua (sl sl Ja

Surgical Operations, Serious liiness
fal pal g) o Flad o) sl o Silles ‘;‘Gﬁ_uplda

Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease
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High Blood Pressure, Bleeding disorders, Anticoagulants
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Anemia, Leukemia (s} (Ua_jua) LasS o (pal} jid) Lpapit

Chest disease, Asthma, Bronchitls, TB, Other
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Pregnancy, Contraceptive pill, Menstrual problems
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Hepatitis, Jaundice, Other liver diseases
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Peptic ulcer, Crohn's ulcerative colitis, Other
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Epilepsy, or any other neurological disease
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Maedical Consent Form

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

| understand that in order to provide me with the most efficlent and
enhanced service, dlagnostic 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 risks and hazards in continuing
my present condltion without treatment.

| understand that there are also riska and hazards to the performance
of the dlagnostic and/or surgical procedures.
| reallze that common surgical or diagnostic procedures are potential
for an infection, swelling, blseding. pain or allergic 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 medicai history and information | provided In my

medical flle is true and | understand that any information | provide
regarding my medical status will be kept confldential and anonymous.
| belisve that | have sufficient Information to give thls 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/ Quardians (In case of minors):

Date: .../ .../ .....
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Vital Signs &) gaad! Gl ashl

Walght (5341): Kg Helght (Jsk!): cm Blood Type (sl Wsd) :

Pulse (aall); ppm Blood Pressure (aul ki) :  / Blood Sugar (a4 £.):

Chief Complaint  sulaall jau bl 65k G

Disease History :gwayall g tall
Allergies {uutuall
Medications 45.%1

Pregnancy Jaall

Previous Surgeries, Hospitalization
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Smoking (eadll): Y / N Alcohol (Jsas!l plald): Y /N Drugs (dliall plala): Y / N

Genoral & Clinlcal Findings S el 3 Saladi GUASSUI

Examination _aaill

Radiography  aelsaill ) guall

Diagnosia sl
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Doctors Signature and Stamp

Treatment Plan  zSaJl das
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CONSENT FORM ORTHODONTIC TREATMENT
DATE: 102 2000

| guardian of Lb‘\,\‘\,'ia\/v\

FILE NO:

Hereby declared my agreement to the Orthodontic Treatment at AL ORCHID MEDICAL CENTER and |
understand and agree to the following:

1. To keep my appointment at the date and time scheduled by the Doctors and to contact the
center reschedule the appointment in advance in cases of emergencies, and if | miss three
consecutive appointments, the Doctor have the right to stop the treatment and removed the
Orthodontic appliances, bare full responsibility.

2. Not to seek treatment outside the center (any/ government clinics) or do any modification on
the appliances including rubber elastics, wires and etc.

3. To maintain and well clean and healthy gums by continuously cleaning them in accordance with
Doctors instructions to avoid inflammation of the gums.

4. To wear the removable appliance at the end or during the treatment according to the doctor’s
instructions and to protect it from damage or loss, otherwise to wear the appliance then the
doctor bear no responsibility for any problem may arise in my teeth.

5. Treatment cost is only for braces, other dental treatments done including fillings cleaning of
teeth, will be charged separately payment is non- refundable.

6. The patient approves and accepts to do orthodontic treatment for the amount o ---93-9-9-91’---

ford }-plus for-every month visit. Wdﬂw

7. Incase of any breakage_ 200AED will be charged per broken bracket.

8. Consulation.impertion, Investigation_250AED &= “‘EM‘
9,

Retainers will be extra charge at the end of orthodontic procedure. OARAN \W\ \vf\-@/q""""‘?

| understand and approve the treatment plan set up by my orthodontist
including all necessary investigations and extractions of certain teeth with full
understanding of advantages, disadvantages and risk factors associated with
the expected orthodontic procedures.
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PATIENT NAME AND-SIGNATURE




8/13/2020 ClinicSoft - Receipt Voucher
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AED 1,050.00 RECEIPT VOUCHER (No.REC-010794) Date:13-08-2020
Receive from Mr./Mrs./M/s. 1005427 - LAYAN FADAH - 971545666287

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: 13-08-2020

Being BRACES + 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 :1005427 - LAYAN FADAH - 971545666287

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

orchidsvr-pc/orchid2/receipt_view2.aspx?rec_code=REC-010794



