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Yes/No If ‘YES' give detalils
Medical Condition it i) Y/ aad pmaidlly _,s.mf.n.,.\.,yn s 13l

Recent or current drugs/Medical Treatment
s ciladle (gl Qalit 5 2yl gl daladi A
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Cortisteroids/Immunosuppressant
Ficliall ciladia 4 u‘l‘.\g_,_ﬁu,;‘ wralali Ja /Vd

Allergies fipaua 4f dlpal Ja

VS
Surgical Operations, Serious lilness
el gl (51 o ilad 5) Aual e Slilee gy el Ja N)

Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease -
il el b o golioa il dlaa ol it el (357 g5 pan ol dad NO

High Blood Pressure, Bleeding disorders, Anticoagulants
?Paﬂahgng!ukhﬁjlhijjmui&u“19&\5&“&&)\“& No

Anemia, Leukemia (sl Ha ju) Las ol (s i) Lpast N O

Chest disease, Asthma, Bronchitis, TB, Other
Gohl el jal (Juall ichpualll (b gl $igaild D 31 iy jla al gl A/O

Renal, Urinary, Sexually transmitted disease
ks gl 31y (al jal gl ASH b al gl (gl (g e A

N o
Pregnancy, Contraceptive pill, Menstrual problems
Py bl 55 5ol A JSUEe il J Pl aile g Cprlabas Ja falan il Ja /\/Q

Hepatitis, Jaundice, Other liver diseases

S A LS al al gl ol heall ¢ iy gl 28 gt /\/0
Peptic ulcer, Crohn's ulcerative colitis, Other
B Al Aygna al ol 5l 4008 ola By me da AJO
Epilepsy, or any other neurological disease
?Mtjw‘viohbn\(;ljt).‘llg‘ylm& A/O
Thyroid Diseases, Diabetes
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Other conditions fis sal al el (sl (e s a
HSV, HIV...etc Jasadl Sall (g pd ¢ I8V g b /l/‘)



Medical Consent Form

| hereby consent and autharize 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

necesaary.

| understand that my treating dector may discover other or different
conditions, which may recquire additional or different procedures than
thase planned.

1 authorize my treating doctor to perfarm any proceduras which are
advisable In their professional judgment.

| understand that no wasranty 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 hazerds to the performance
of the diagnoatic and/or surgical procedures.
| realize that common surgical or dlagnostic procedures are potential
for an infectlon, swelling, bleeding. pain or allergic reaction.

| understand that thers are minimal fees to be paid per service and
that all fees must be pald in full before the compietion of treatmant.

| consent that all medical history and Information | provided in my

medical file Is trus and | underatand that any Informatlon | provide
regarding my medical status will be kept contidential and anonymous.
| belleve that | have sufficient information to glve this consent. | certify

that thie form has been fully explained to me and that | have read It
and | understand its' aontent 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):

Date: ...7...7 ...
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Vital Signs ygaadl vl puadl!

Weight (5,3411): Kg Height (Jsl): cm
Pulse (Laall): ppm Blood Pressure (il kas):  /
Chiof Complaint  Solasdl ookl 3l waa

Disease History : gwa,all &,
Allergies Luulall
Medications 4,41

Pragnancy Jaall

Previous Surgeries, Hospitalization
hetiioall Jlaal ¢ Bl slylan

Smoking (easil): Y / N Alcohol (Jsall phls): Y /N

Goneral & Clincal Fincdings & s sead! 3 daladl DU

Radiography 1 LA

Blood Type (sl ibuai) :

Blood Sugar (4l 54 :

Drugs (ualiall phata): Y / N
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i llay <iqlj <o
ORCHID MEDICAL CENTER

Bl onbal L. Do

iy -
... Swde .., Geauty

precisely Kindly Answer the following questions

Aoy il ALl (ole LYl o2 s”

How do you better describe your skin Type

¢ efiyin § gl u¥) Ciiagll 5a Lo

[] Always Burned , little tanned

[] Always Burned, Never Tanned
] Little Burned, Always Tanned
["] Rarely Burned, Always Tanned

Shen¥I AL, 3laa¥i ails [
Shac¥) e, 3laaY Wils [0
Sl iy, 3laa¥ldls [
Shesadl dails, 3laY1 5,06 [0

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 /

8 Eal) Qakain o8 59 oSy palel] of cLlSOITl (aoa olalio of (5T Gy caudiia! Ja

¥/ a5 85 )0a 5l gai Oladle Gylo chal 2yels Ja
¥/ ani § Eolall Tkin i Sla ) o] s g Jasadl] Sl elal s Ja
¥/ ani Sall el ool DA i Spandl /0 GeSYT e sl Ja

No ¥/ aal
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Have you plucked or waxed halr'\;): site in the last 6 months? Yes / ¥/ o Sl gl T 0 ok Eokal) Ui s stk W) 1 6 ) i sl o

Did you get exposed to sun or got tanned lately? .......c..cociiiaiine
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

ceenen § paacas Aadas cad ) Aok 5l uadtill dahy Ui cadyan 550 SA ) 3l 3
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=P SRR hereby consent that

| came to Orchid Medical Center/ Sharjah to remove unwanted hair by laser.

I 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 resuits 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.

| 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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Laser Hair Removal Treatment Log ,,udlb jaall 415 aallaall Jas

Fife Number' Rne———- 11 | - Evaluaﬂon and consent form cempla!ad? Yes / No
~ Pain Relief given? Yes / No ..... ot Pretreatment photography taken? Yes / No

Session1  Session2
Traai:mntDate QAJ 0‘)"5-’2[)

Hsmype Th"*'[mnliuw

Fluence %\1 ' LO

Pusetype v @[S
CNT Pulse
Starting Time: 7):)

Finish Time ,m. ?
Post Treatment :
1§t

Therapist Name and Signature ..........ccccoevviiveiinnnin






8/20/2020 ClinicSoft - Receipt Voucher

AED 1,000.00 RECEIPT VOUCHER

Receive from Mr./Mrs./M/s. 1005512 - REEM 00. - 971507181255

The sum of Dhs. One Thousand Only

By Cash 0.00 / By Credit Card 1,000.00 (Bank Charges: 0.00) / By Cheque 0.00 / By Bank Transfer
Bank: Cheque No. Date:

Being advance for 6 sessions full body + vat balance 1625

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

ot llay <jql <)o
ORCHID MEDICAL CENTER

No: REC-010951

Date: 20-08-2020

0.00 / By Allocated 0.00

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

www.omcl.ae

orchidsvr-pc/orchid2/receipts_advances.aspx
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