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Medical Consent Form

I hereby consent and authorize the doctor to treat my medical
condition which has been explained to me by the qualified physician

1 understand that in order to provide me with the most sfficient 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 rasult or cure just as there 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.

I realize that common surgical or diagnostic procedures are potential
for an infection, swaelling. 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 infarmation | 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 cansent. | 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.

I am fully aware that any payments is NON refundable

Patient’s Signature/ Guardians (In case of minors):
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Patient Assesment Form yau sall sl §,Ld.]
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Evaluation and consent Fc_l-r‘mt-f&_r:La'séi_-ﬂéii*'ﬁe_mpval"ﬁeatrﬁent Sl St Y Al i 3L

precisely Kindly Answer the following questions
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How do you better describe your skin Type

§ byt £ il o] Cieagll g2 Lo

[] Always Burned , little tanned

[] Always Burned, Never Tanned
{1 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 Isotritonine in the last 6 months? Yes/ No
Have you used Retin A.Glycolic acid or Hydeoquenon on Site?Yes /
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Did you get exposed to sun or got tanned lately? .............ccovunnnne
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

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

No '.I‘ f..n
Have you plucked or waxed hairNo: site in the last 6 months? Yes / L‘Wr“ Ciaalll galaad T J1 s Ebal! i i il Satl] W] 51 S ol iy cand o
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| e hereby consent that

| 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.

I 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
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| 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
rosults are expected, the possibility and nature of
complications cannot be accurately anticipated and
that, therefore, there can be no guarantee as
expressed or implied either as to the success or other
result of the treatment. 1 am aware that the PRP
treatment is not permanent as natural degradation will
occur over time.
1 AUEHOHZE DF. oooeveeceeeieeienrineerem e e
from Orchid Medical Center. perform the injection of
PRP (Platelet Rich Plasma) for rejuvenation. This
consent form will be valid for up to 6 applications of
PRP, aftar 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 aﬁematives. and acknowledgs that all
my questions about the procedure have been
answaearad in a satisfactory manner and that all blanks
were filled in prior to my signature and 1 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
guestions fully and to the best of my ability.

Patient’s Name and Signature:

Date: .../ .../ ...
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Description of Treatnment

This treatment involves the colleclion of your blcod (approximately
11 - 22 ml), then your blood is spun down using a centrifuge to
separate out the plasma and platslet portion using the separator ge!’
as a special filter. The PRP portion of your bload is then used at the
point of care to re-enargize your cells into rejuvenating themselves.
The product is 100% your own blood by-product {autatogous). If you
have any guestions please do not hesitate to ask your physician or

nurse.

8ide Effects
yau will likely experience mild to moderate swelling of the treated
area, this will last for about 12- 24 hours; ice or cold compresses can
be applied to reduce swelling if required. You may notice a tingling
sensation while the cells are being activated. In rare cases skin
infection may ogcur, which is easily treated with an anti-biotic,

Contraindlcations

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 malanoma,

systemic cancer, chemothierapy, steroid therapy, dermatological

diseases affecting the face (i.e. Porphyria), Blood disorders and

platelet abnormalitles, Anticoagulation therapy (i.a.: Wartarin)
Platelat dysfunction syndrome, critical thrombocytapenia,

hypofibrinogenaemia, haemodynamic Instablliity, sepsis, chronic liver

disease, Hepatitis or any acute or chronic infections.
Asplrin, Anti-Inflammatory such as Nurofen, Votaren, Diclofenac, or
Naproxen etc.? St Johns Wont, Garlic,
Are you currently taking, or have you recently taken (within 14 days)
Vitamin €, or Fish Oil supplemants that could have a thinning effect
on your blood.

{n cass of prasancs of any pravisuely mentionad
contraindlioatione pltease mention it hore

e T P T P

Or Ask the dogtor f you are not sure or you have any questions.

Patient's Name and Signature:
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