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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 gualified 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
a result 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 potentlal
for an infection, swelling, bleeding. pain or allargic 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.
| believe that | have sufficient 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.

[ am fully aware that any payments is NON refundable

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

Date: .../ ...7 ...

o> ombanl ... oSuo

Wealth ... Swdle ., a’aaz‘c/
gio yldl gigad

Jomiiall el G e o syt 5 el sl (s E3y asaall el 5 3d1
Jagall

G dal e L (06 o Ll | Luassilly Lubdl lbayl pay of sl
A Ll Y1 sl

canill gd €3 L e Hlii figal g3t J8a culall (s o oaalt e 4] gl
gl dalai 1 B e i ) Tudlia) Sl Gl i gl g Y

S gt 5 LUl bashall Ll b | U8 SUASY Il el il
Agalall 3 Ligall Gl

Ailpaatll 5l Lodadl bl n ¥y lastall 20 fusls ol Glilas ) pals o2 ol &)l
il ¥ JLSiu) ase e Aalilll Slielaaall y jUaa ¥ agiil LS (o) Lasiall
el
Sl ly Sleapadll Labaas (85 53 3l Sliebaaall y jUas¥ i UGS LLs pgdil
Aualadl g Lkl
Gllelaa, ol $a3i 38 Laladl g adtall g Quaasaitll Sl ¥l pans o) dal
Goaloaall g1 oY1 g1 cig3il1 4] 000 51 gl

Sean O 3 Tapoball Lasi i Lpmis ol g i1 aaly gy i 5 ol
I o g B Sl 50 5 s Ll g
3 aina ilal) ol gl iash @1 guidall fg 1 g Tasdal) baghad) LS 51 30
S L EY1 Sy g Lo o e et oy 3 ilapla 81 ) o

iy
Sl ) a5 B il 1 ) g Y 1 ) WalSH laglad | gl ) 30
Gl JalSs e ey 531 5 JalSIl dlaealls onp Suagd 5 S 3 !

3t WG pe o Sall Slegin s O b 3y1ps e bl

R e 90 ot o) a8 gy / sl s



Patient Assesment Form . &l ;

Chief Complaint subaall (da bl dyla) o

I
o ST T T A s e R ) = e e o e s S ke wh i ey » i was e e
a1 1 -~ W) . ] L 1 | -

Y I T VT T L T e T e S B T e o 4 1 T OO O CE T P T [

Smoking (wasl): Y / N Alcohol (JsaS!l phalad): Y /N Drugs (aliall phlsd): Y / N

General & Clinical Findings 2w § Saladl QWML

Examination _aadll

Radiography auslacdili ;guadl

Dlagnosis ajpaaiill



Wbt

] [ - <jgl <3 o
ORCIIIDD MEDICAL CENTER

PATIENT NAME:

¢
s U3

FILE NO#:

DATE

TREATMENT

PAYMENT

BALANCE

SIGNATURE

/Jf,feﬂm

c/\/gse /)révu/'g/ ofo o

B

—




g h A_J,Jqu —=<}o

ORCHID MEDICAL CENTER

Clinic Name;

Piercing Consent Form

Clinic Address;

Ctiy; Country;

Customers
Date of Birth: / / if under 24 manths old, had their vaccination shots: m E
CustomerAddress:
Mobile; E-rnail:

H . j 1 i
Sterilization Lot Number ‘ I [ [ ] | l [ Product Code: | ! | ] I

i I ! 1 :

I hereby authorized to have my / my child / my grandchild to be pierced, | have read and understand the following information which is very important in

limiting or reducing post piercing probiems dunng aftercare. By my signature below, | declare the following;

-~

-~

By signing this Piel
having my/ daught
liagizyinecic]

{ /He / She is not under the care of Medical Dectar/s for any medical condition or otherwise prohibiting from piercing procedure.

I / He/ She do notsuffer from Diabetes, Epilepsy, Hepatitis, HIV /AIDS, Hemaphilia, Dizziness or any heart condition, further natunder theinfiluence or reguiar
presaibe mediationsudhasblood thinning medication.

! am not under the influence of drugs or alcohol. | am not pregnant.

| have been informed about the piercing procedure and given a copy of piercing after care Instructions, which | have read and understand. |
understand that after piercing care procedure varies depending on whether the piercing is of the ear lobe / ear cartilage / nose or belly / naval.
have nated the differences.

| understand that the possibility or infection may exist due to improper hygiene, metal sensitivity or other causes, however the most common is
due to a failure to carefully follow to recommend After Care Procedure.

| understand and accept that ear piercing in the ear cartilage may carry a greater possible risk of redness, swelling and infection due to the nature
of piercing the area of the ear and | knowingly accept this risk

iunderstand tnat due to the nature ofthe piercing, exposure of newly pierced area to certain environments such as swimming and participation in
athleticevents (exercising) may increasethelikelihood of infection.

i will follow Piercing after Care Procedure.
In case of belly/naval piercing, | am aware that my skin/ body may reject the foreign metal causing for percing to close.
| am over the age of or cansent an behalf of a minar, under the age of consent, that | am the parent or legal guardian of such minor

understand that a minor signing as commits an act of fraud.

reing Consent Form, [ hereby acknowledge that I understand the AFTERCARE procedure and the risk of infection. Knowing the risks, i consent to
er/son pierced by a medical professional of this clinic and as consideration for the clinic agreeing to pierce myar

and to the extent permissible by law | willfully assume all responsibility for injury or lass, of any kind,

that may be associ

ated with this piercing procedure. If signing as parant or legai guardian on behalf of a minor, | will hald myself liable and will indemnify the clinic

and its staff/s, manufacturer, mparters, distributor, promaters and will | further understand that making a false statement constitutesanact of fraud.

Date:

Customer/ Parent/ Legal guardian Signature (if customer is under the legal age, this must be signed by the parent or legal guardian)

Date:

Medical Professional.

Cli

nic file copy, keep safe for customer records, attached products sterilization reference here.



