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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.

| underatand 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 besn 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,
| reslize 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 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 fiie 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 |t
and | understand its’ content and | sign it with all my will.

1 am fully awate that any payments is NON refundable
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8/19/2020 ClinicSoft - Receipt Voucher

grb Jlay <jgf i <)o
ORCHID MEDICAL CENTER

No: REC-010924

AED 3,875.00 RECEIPT VOUCHER
Date: 19-08-2020

Receive from Mr./Mrs./M/s. 1005477 - SAWSAN MOHAMMED YASEEN - 971589997891
The sum of Dhs. Three Thousand Eight Hundred Seventy Five Only
By Cash 0.00 / By Credit Card 3,875.00 (Bank Charges: 0.00) / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00
Bank: Cheque No. Date:
Being ADVANCE FOR 13 VENEER 2D 250) + 9 PORCALINE 500) TOTAL AMOUNT 7,750 REMAINING 3,875 FOR 3 CHEQUES
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
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