File No: ....cvvvvniiiinnenn

Date)ﬂfg/..z.ﬁ.& O

Date: / /

File Number: ........ 10056@ é

Patient Name:.......c..o.c.... [?QQC)QAQI’FYQ‘\{\Q%Q“Jy;QJ\}L{AJ o all ]
Date Of Birth (M.&,mz)c /‘I/;S Gender (Lual): M / F Marital Status: (e Lia¥! Ulall) ?J,,m‘/f,a

Nationality (uwaall): .......... Ve 7. QOccupation @bl @ ..ocvveeeininiennnn

Address (:lsall) A;!:lejl ...................................... Phone No. (uiilell 4i): OSQI]?GQéO

E-MAIL: i e e et e e enn e nn s aenns How did you know about Us: ........ccceiiiiiiiiiiinninianiennnne

Medical Condition 4kl sl
Recent or current drugs/Medical Treatment
MWas Slalle 4\&133) Ay gl ! alaTi Ja

Cortisteroids/Immunosuppressant
$lelall Clada o iy jin gl Jalati Ja

Allergies Faubua (gh <l Ja

Surgical Operations, Serious lliness
sl yal 5 (g Glad 5l Lal ja Ciilae gh iy sal a

Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease
il b jab (ol lf laa calil) Citas Geill canglla g pon vl da e

High Blood Pressure, Bleeding disorders, Anticoagulants
faall Clasan (5l alais of iy jil 8 JSLaa cpall Jmia i p i ,f il A

Anemia, Leukemia (sl (Maw) LS o) «(aall i) Ll

Chest disease, Asthma, Bronchitis, TB, Other
Soal sl et (Judl (lpuaill o ! A Aa ) Ay e )yl
Renal, Urinary, Sexually transmitted disease
Sl 5l A g el el ) (S A el el (g) G S A
Pregnancy, Contraceptive pill, Menstrual problems
2 et 5 5l 8 JSUEa (g plad b Saall il g alat o Sdala it Ja
Hepatitis, Jaundice, Other liver diseases
G A as Gl el g col jiuall ¢ il gl 2SI Clgal
Peptic ulcer, Crohn’s ulcerative colitis, Other
S oAl A gma il sl gl 6 g 8 0ha Ay sma da i
Epilepsy, or any other neurological disease
?q..l..-n.“‘jl.'.q.llqﬁuh\)nh;| J‘&_)a.‘“[)nq.‘lmdd
Thyroid Diseases, Diabetes
#2385l 83l al el o) g Sl ia e (e e Ja
Other conditions $s sl Ll sl sl (s ilad Ja

HSV, HIV...etc dapadt Ball (g5 ¢ oW (g b

Yes/No If 'YES' give details
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Maedical 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 efficlent and
enhanced service, diagnostic and other procedures may be deamed
necessary.

| understand that my treating doctor may discover other or different
conditlons, which may require additional or different procedures than
those plannad.

| autharize my treating doctor to perfarm 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 aurglcal procedures,
| reqlize that common surgical or disgnostic pracedures are potentlal
for an infectlon, swelling, bleeding. pain ot allergic reaction.

| underatand that there are minimal feea 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 infermation | provided in my

medical file is true and | understand that any Informatlan | provide
regarding my medical status will be kept confidential and anonymous.
| believe that | have sufficlant infarmation to glve this consent. | certity

that this form has baen 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):

Date: .../...7.....
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Vital Signs  da gasd! ol gkl

Welght (zas!1): Kg Height (Jskll): cm Blood Type (aull daai) :
Pulse (Laull): ppm Blood Pressure (s kid):  / Blood Sugar (x4l S.u):

Chiof Complaint  Solaadl s 00 55k

Disease History : guajall gLl
Allergies Luubwall
Medications 4,41

Pregnancy Jaall

Previous Surgeries, Hoapitalization
ebatticall Jlasl « Tglos clidae

Ganoral & Clinical Findings  daa el § daladl Gllas LI

Radloaraphy ai Ll ) gesaldl
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Treatment Plan  z Yl alas
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8/19/2020 ClinicSoft - Receipt Voucher

ol Il ﬁjgi j—<}Do0
ORCHID MEDICAL CENTER

—
NS o=

AED 210.00 RECEIPT VOUCHER (No.REC-010940) Date:19-08-2020
Receive from Mr./Mrs./M/s. 1005506 - RAEDA DAYFALLAH ALFREIHAT - 971506899925

The sum of Dhs. Two Hundred Ten Dirhams and Zero Fils Only

By Cash 0.00 / By Credit Card 210.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

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

Being CONSULTATION + 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 : 1005506 - RAEDA DAYFALLAH ALFREIHAT - 971506899925

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-010940



For Ground Consent

|, the patient undersigned have been the procedure {’ T S Q

In detail and give consent for the same.

e |, the undersigned have read and understood the procedure and
give consent for the same

¢ | understand the need to do multiple sessions to see optimum
results which can be variable depending on individual skin type,
age, and other factors

Risks and complications of procedure have been explained to me and
also the post care and cost of procedure have been explained to me
and | agree to abide by the same

Patient name and signature
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8/21/2020 ClinicSoft - Receipt Voucher

ot llay <jqlj <)o
ORCHID MEDICAL CENTER

No: REC-010962
AED 580.00 RECEIPT VOUCHER

Date: 21-08-2020
Receive from Mr./Mrs./M/s. 1005506 - RAEDA DAYFALLAH ALFREIHAT - 971506899925
The sum of Dhs. Five Hundred Eighty Only
By Cash 580.00 / By Credit Card 0.00 (Bank Charges: 0.00)/ By Cheque d.OO / By Bank Transfer 0.00 / By Allocated 0.00
Bank: Cheque No. Date:
Being ADVANCE FOR 3 SESSIONS MESO STEM 1000 + VAT BALANCE 470

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

orchidsvr-pc/orchid2/receipts_advances.aspx 1/



8/21/2020 ClinicSoft - Receipt Voucher

e lla s <glji <o
ORCHID MEDICAL CENTER

AED 210.00 RECEIPT VOUCHER (No.REC-010961) Date:21-08-2020
Receive from Mr./Mrs./M/s. 1005506 - RAEDA DAYFALLAH ALFREIHAT - 971506899925

The sum of Dhs. Two Hundred Ten Dirhams and Zero Fils Only

By Cash 210.00 / By Credit Card 0.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

Bank: Cheque No. Date: 21-08-2020

Being Pro-Facial tratment + VAT

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

Confirmed by :1005506 - RAEDA DAYFALLAH ALFREIHAT - 971506899925

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

orchidsvr-pcforchid2/receipt_view2.aspx?rec_code=REC-010961
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8/24/2020 ClinicSoft - Receipt Voucher

e b lla sy <iqgij<;0
ORCHID MEDICAL CENTER

AED 525.00 RECEIPT VOUCHER (No.REC-011027) Date:24-08-2020
Receive from Mr./Mrs./M/s. 1005506 - RAEDA DAYFALLAH ALFREIHAT - 971506899925

The sum of Dhs. Five Hundred Twenty-Five Dirhams and Zero Fils Only

By Cash 525.00 / By Credit Card 0.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

Bank: Cheque No. Date: 24-08-2020

Being YELLOW MASK+ VAT

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

Confirmed by :1005506 - RAEDA DAYFALLAH ALFREIHAT - 971506899925

Tel:+ 9716 5558337, Fax: + 9716 528 8130, e - mail: info@omc1l.ae
www.omcl.ae

orchidsvr-pc/orchid2/receipt_view2.aspx?rec_code=REC-011027



