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Medical Consent Form

| hereby consent and authorize the doctor to treat my medical
condition which has bean 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 pracedures which are
advisable in their professional judgment.

| understand that no warranty or guarantes has been made to me as
a result or cure just as therea may be risks and hazards in continuing
my present condition without treatment,

| understand that there are also risks and hazerds to the performance
of the diagnostic and/or surgical procedures.
| realize that common surgical or diagnostic procedures are potenitial
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.

I 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.

1 am fully aware that any payments is NON refundable

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

| |
QLA |

tle Sl Eigad

3 oaiiall bl b e o La st o3 3 Gudpal) illa ke canelalt pacal g Jill
Jagall

G Jal oa Ly (055 06 Lils ] Luaastilly Guball Sl Laay o o
e asidl 5 JL¥ z skl

oaadll o S5 L e Glise gl g3 S5 el 2385 5 Sl (e T agdil
B P [ RC [ T 1 v LY S PR R 1w i (PPN 1

#Sas pgllaall g LUl Sbastall g Tudad! b a8 SSL 2lleadl el a4l
Asalall y Ll Gy
Llasadll ol ddall Sl y Sladtall G il 5l Shilas @ puadl o ol 4l 3l
ella e JLSid aie 5o Lplial) sliebiaall y jUai ) agdil LS (ol Laddall
RIS ]
Slolyad 1y Sleopadll Lalas (55 48 ool Sliclaall y Uaid 1 G Ll apdil
Al g Ll
Slicla, ol @i o Laball § Ladtall § Luans 83l Sl el i o)yl y
Luaalaal ) g1 Y1 gk iy 500 g1 gyl g} il IS

S Oy Lapdall Lessldl Jolia Lnds e s (31 sadly gy Jin 5 pg
Eall o Ll i JalSlly saaids 51 g dapllaall g1

3 s Gl padd gl Gk g pladl LN g kel ! Silaglaad) AIS 1 il
S99 Ll E3lla¥l Sty Ll e s fmall gillay B Silaplan 81 51 pgdid
sidlsa
3l o ot o 2 dpadlh 3a 5 g LAY e gl UalSH ibaglaall g 51 531
gl JalSs e caady ool g JalSIL daalid pan soagd g 013 43 1

slaput A pé o Skl legiia (ol OF 2 34158 Jo )

SRS o) 33 b ) 5a¥T s / aapall s




Chief Complaint Sulpall (g hl &yl e

=g — L=

'S S AsAn -t o L=l J v L
3 1 = = > i k- =
Z\_l\l-“'.illq!_\\ﬁ}ﬂ'\O_Ilv._'l»‘ MEaaprensaransimy \bI"tTE.'\ry‘lﬁil't,t,‘tul.’isla..r.u.- Abnid i niag i e i-ri‘ldp ?1&'.
= o ] i K i e I i S Ak, A= i

i = - .

w1 : TR S e e S ) CEr e

T s e 3 g I T 55 :l =

(- "I'.'ln'-'l"w“""-"“I“""-"'F."-""'.'u‘;""."‘”'!""'FL.""rllr‘l-u-n-\u-u‘.‘- .......... """'P\a"'l':
e SR S| g o GO e et A
) s A . o

Alcohol (Jsasl patad) : Y /N Drugs (sitiall ghtsd): Y / N

General & Clinical Findings 3y el § Saladl Gllia |

Examination jaadll

Radiography agysladll ;guadl

Diagnosin axasill)



FileNO: ..cocvvivniinnninnns Date: /

Treatment Plan g %aJ) das

Doctor’s Signature and Staimp



Wit o g <ol joX). 0
ORCHID MEDICAL CENTER

PATIENT NAME:

FILE NO#:

DATE

TREATMENT

yAYMENT

BALANCE

SIGNATURE

/])7{/“

[707 o -

AN

/@%«ﬁ—&@j\f

Orchiy

J.

/\,_7\,__,,

WQ L‘J.C\

Dr. Basp

e 0k
speciaIISt _f,: [ las

T 7 D59g2dg
=l Centre

"""-\-..-\\

apda,







[ i1 .:_.: W
W

!
R

| understand that due to the natural variation in quality
of Platelet rich plasma. results will vary between
individuals. | understand that although | may see a
change after my first treatment; | may require a series
of up to 6 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. | 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
axpressed 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 AUHNOHZE DI, ovveriereriririnenscsria i sniececanans
from Orchid Medical Genter. 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 answered the personal medical history

questions fully and to the best of my ability.

Patient’s Name and Signature:

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

5usm LISEAL ST (sl] it e cliS 3 eatall 13a il of pedil
ool ilially a1 Lajplyl

15 olg¥) Eokal) L sns (ya alanll B (63 st a6l pil
Asllall Touill (ple Jsaaall Sluds 1\ 3a g Gs)

5 Laibie 5 TSl abilsy g Laolad! )81 5 golal! olymy! 1n oy 3
JalS Sy o @imyali S8 0,LAs

5 clieball gig oSa ¥ wifa Wil sasadl @Gl e piy ) 5
rlotl Lied 5l Tasdly Sblaca 1 s ER I PR
s gt gl o) glall 13s

(odhe ual ygadd] gilically L5311 Lol plaaieoly golkalt O oyl
cciigll o Samg s oatlall g2l OY Ll

Tupoall gilially 2t Logodl i p Ll goodel) 3851 3500 0

U estio Ladlio (45 ciigen pasiill 5 5L3Y1 12 5l g Bylaill 5ale
Aasls Slusda

ll saa i 130 sl g el 33 il

5 () Goljd o 13 1) JalSIL LAY 1 Slagias B3 48 il S0
JalSILs olgine Ciagd a3 o

e Loy D e Lhial (5T Lokl AalSI Lg il ple Gl 36 (03] g
ALl plall ahba g e 15,30 Lalall Gabed! y jUadd | ol
Shlayl auan 51 5 Gily 5 JalS Sy canad 38 @il aen 01
Ush Latla 5 gkl o DU araa 5 ST LStand il
LA BB ady od Badl (IS 33 G 5 sbial paiss

s g L gl SalS il g JalSIL pellus 1Y) s )

Uty ol 555 canyad 5 alald A 3 Leiuad SHla i il 3l
w@3abl JelSs  JalS

/ bl / b M pl

e

126/ B 1 \ONa

P




Deascription of Treatnment

This treatment involves the collection of your blcod (@pproximately
11 - 22 ml), then your blood is spun down using a centrifuge to
separate out the plasma and platelet portion using the separator ge!’
as a special filtar. The PRP portion of your blood Is then used at the
point of care to re-energize your cells into rejuvenating themselves.
The product is 100% your own blood hy-product (autalogous). If you
have any guestions please do not hesitate to ask your physiclan or

nurse.

Side Effacts
you will likely experience mild to moderate swelling of the treated
area, thig will last for about 12- 24 hours; ice or cold compresses can
ba applied to reduce swelling if required. You may notice a tingling
sensation while the cells are being activated. In rare cases skin
infaction may occur, which is easily treatad with an anti-biotlc.

Gontraindications
You should not have PRP treatment done if you have any of the
following conditions: Skin conditions and diseases including: Facial
cancer, existing or uncured. This includes SCC, BCC and melanoma,
systemic cancer, chemotherapy, steroid therapy, dermatological
diseases affecting the face (i.e. Porphyria), Blood disorders and
platelet abnormalities, Anticoagulation tharapy {i.a.; Warlarin)
Platatat dysfunction syndrome, critical thrombocytopenia,
hypofibrinogenasmia, haemoedynamic instabllity, sepsis, chronic lver
disease, Hepatitis or any acute or ohronic infections.
Aspirin, Anti-Inflarmmatory such as Nurofen, Votaren, Diclofenac, or
Neproxen etc.? St Johns Wort, Garlic,
Are you currently taking, or have yau recently taken (within 14 days)
Vitamin E, or Fish Oll supplemsnts that could have a thinning effect
an your klood.

In oase of pragence of any pravisusly mantionad
contraindioations plesse menticn It hore

Or Ask the doctor If you are not sure or you have any quastions.
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8/19/2020 ClinicSoft - Receipt Voucher
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AED 1,606.50 RECEIPT VOUCHER (No.REC-010925) Date:19-08-2020
Receive from Mr./Mrs./M/s. 1005496 - SOMAYA ESSAM - 971508991801

The sum of Dhs. One Thousand Six Hundred Six Dirhams and Fifty Fils Only

By Cash 0.00 / By Credit Card 1,606.50 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

Bank: Cheque No. Date: 19-08-2020

Being 3 SESSIONS PRP FOR HAIR WITH BIOTIN (15% DISCOUNT INSTAGRAM FOLLOWERS) + 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 :1005496 - SOMAYA ESSAM - 971508391801

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

orchidsvr-pc/orchid2/receipt_view2.aspx?rec_code=REC-010925



