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Medical Consent Form

) hersby 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.

| 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
adlvisable 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 aiso risks and hazards to the performance
of the diagnostic and/or surgical procedures.
| realize 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 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.

I am fully aware that any payments is NON refundable

Patient’s Signature/ Guardians (In case of minorsy):
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ORCHID MEDICAL CENTER

Clinic Name:

Piercing Consent Form

ORCculD

Clinic Address;

Chiy; Country;

CustomersName:

M. ’!"W‘

Date of Birth: / /[ ) If under 24 months old, had their vaccination shots: LT_] E
CustomerAddrass: { S-’ff 8 ?'I

Mobile;

E-mail:

Sterilization Lot Number

3' | G‘ L i ‘ ] : Product Code:

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

limiting or reducing post piercing problems during aftercare. By mysignature below, { declare the following;

-~

-~

| /He / She s not under the care of Medical Dactor/s far any medical condition or otherwise grobibiting from piercing procedure.

| / He/ She do notsuffer fram Diabetes, Epilepsy, Hepatitis, HIV /AIDS, Hemophilia, Dizziness or any heart condition, further notunder the influence or reguiar
presaice medicationsudhasbloed thinning medication.

{ am not under the influence of drugs ar 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 s of the ear labe / ear cartilage / nose or belly / naval. i
have nated the differences.

| understand that the possbility or infection may exist due to impraper hygiene, metal sensitivity or other causes, however the most comman is
due to a failure to carefully follow to recammend 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.

{understand thatdue to thenature ofthe piercing, exposure of newly pierced area to certain environments such as swimming and participation in
athleticevents (exercising) may increasethelikelihoad of infection.

| will follow Piercing after Care Procedure.
In case of belly/naval piercing, | am aware that my skin/ body may reject the foreign metal causieg for piercing to close.

| am over the age of or consent on behaif of a minor, 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.

By signing this Piarcing Cansent Form, | hareby acknowledge that | understand the AFTERCARE pracedure and the rick of infection. Knowing the risks, | consent to
having my/ daughter / son pierced by a medical professional of this clinic and as cansideration for the clinic agreeing to pierce ma

CTEEE

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

that may be associated with this piercing pracedure. If signing as parant or legal guardian on behalf of a minor, | will hald myself liable and will indemnify the clinic
and its staff/s, manufacturer, importers, distributor, promoters and will | further understand that making a false statement constitutes anact 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.

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



8/19/2020 ClinicSoft - Receipt Voucher
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ORCHID MEDICAL CENTER

AED 367.50 RECEIPT VOUCHER (No.REC-010930) Date:19-08-2020

Receive from Mr./Mrs./M/s. 1005501 - HANAN IMAD KADDOURA - 971508446020

The sum of Dhs. Three Hundred Sixty-Seven Dirhams and Fifty Fils Only

By Cash 367.50 / By Credit Card 0.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

Bank: Cheque No. Date: 19-08-2020
Being BELLY PIERCING + 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 :1005501 - HANAN IMAD KADDOURA - 971508446020

Tel:+ 9716 555 8337, Fax: + 9716 528 8130, e - mail : info@omcl.ae
www.omcl.ae

orchidsvr-pc/orchid2/receipt_view2.aspx?rec_code=REC-010930



