File NO: ..cuviieniininnnne,
Date: .../ .../

Date Of Birth (sl &,8) : V. Acd/ NATY Bender (Luall): M— F

Nationality (u.wall): u N6 S Occupation (ki) § ...oeeeee

Address (;lsall) ﬁ\/‘o\\“‘%\x\/\ ........................................

Date: / /

5 .
E-MAIL: 0\\%\’\@\1‘&'\@ ...... \ QQ@’Q\/\@®~QU\”I\-MW did YOU KNOW @DOUL US: ...evvevverieciniresmiessssninssns

Medical Condition 4l i0all

Recent or current drugs/Medical Treatment
fUaa Cladle 5) LIS 5 40l 5f (e Ja

Cortisteroids/Immunosuppressant
Pheliall illaia 5 iy i 5l i Ja

Allergies fiubua gl sl Ja

Surgical Operations, Serious lliness
el yal (5! o el 3l Al ja Sililae ‘,g‘ Sy el Ja

Yes/No If “'YES' give details
Y/ ani Oaamiilly <30 and Adan Yt S 13

Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease
il byt AULLL“’IEP\.A.‘ et calas Ll W gila g e el dal

High Blood Pressure, Bleeding disorders, Anticoagulants
$aall Clagan (5f aladi o) iy 5 A JSUo (pall daina b gLt el Ja

Anemia, Leukemia (sl (M ) LasS o) o(aall i) Lhanl

Chest disease, Asthma, Bronchitis, TB, Other
,_5)';‘ al el ) ccaiadl) ql Sl (A LJ\ ‘24_).1_ u.h‘)a‘
Renal, Urinary, Sexually transmitted disease
Fdulis 5 A gy (el el ol S 8 al el (5] e (ila Ja
Pregnancy, Contraceptive pill, Menstrual problems
Y edll 55 42l 8 JSLAL (e lad Ja $daall aile () cpudalats Ja $ala il A

Hepatitis, Jaundice, Other liver diseases
Al Qas al l ‘;| tel jhuall ¢ qab}“ Sl Ltgdll

Peptic ulcer, Crohn's ulcerative colitis, Other
Al Ay pne el sl gh ey S ola g pmada

Epilepsy, or any other neurological disease
$manll jleall i Ll el g} 5l g jeall e (Silad Ja
Thyroid Diseases, Diabetes
?@)ﬂliﬂ‘u'al‘)‘\)h;‘)&d‘uhfmgim&

Other conditions $s_al Ll sl 5l (e a3 Ja
HSV, HIV...etc Jawud Sall (g ¢ 53N g 8



Medical Consent Form

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

I understand that in order to provide me with the most efficient and
enhariced service, diagnostic and other procedures may be deemed
necessary.

| understand that my treating doctor may discover other or ditferent
conditions, which may require additional or different procedures than
those planned.

I 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
aresult 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 surgical procedures.
I realize that commion surgical or diagnostic procedures are potential
for an infection, swelling, bleading. pain or allergic reaction.

l 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 informatian | 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 minors):

Date: .../ .../ .....
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Vital Signs ) guand ) ol gai 3
Weight (55401): Kg Height (Jskl): cm

Pulse (,all): ppm Blood Pressure (pall iua):  /

Chief Complaimnt  solaall wsasht 3k woasen

Disease History :guaall &4l
Allergies uuluuall
Medications 4s.¥!

Pregnancy Jaall

Previous Surgeries, Hospitalization
ehtiaall Jlisl ¢ Byl 2lylas

Smoking (asl): Y/ N Alcohol (Jsasil phala): Y /N

Blood Type (sl iluai) :

Blood Sugar (pall 5. :

Drugs (ilall gkta): Y / N

Goneral & Clinianl Findings 4w wall g datadl Sl

Radlography at L Ll 4 3esad
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vt b sy <jgi <10 Al oot L. 000
'ORCHID MEDICAL CENTER Doalth . Swile ... Boas

precisely Kindly Answer the following questions  &us Al Ay ole 2alall ooy

How do you better describe your skin Type ¢ ub ¢ gl cal¥ gl g2 Lo
[1 Always Burned , little tanned Shawd 1 LG, 3laaYlasils []
[[] Always Burned, Never Tanned Shew¥l Tmse, 3lua¥l Lls [
[] Little Burned, Always Tanned Shaead ) Lails, 3laa¥i il [
[[] Rarely Burned, Always Tanned Dhaw¥ ) Zalls, 3laa¥is,00 [
Have you Ever had Scars or keloids? Yes / No Y pai §550a gl e oladle Ll clial yels Ja
Have you ever had Herpes smp:;e;(, blisters or ulcers on site? Yes / N/ e € ol Talaie Sl i 15 1 el S o el

Have you Taken Akutan or Isotritonine in the last 6 months? Yes/ No ¥/ aan Sl e candl YA (g Sgend | /5 GeSY I lEe 2yl s
Have you used Retin A.Glycolic acid or Hydeoquenon on Site?Yes / § Eolall Bakin (b CigigSqyilell T JSHaT] aan Sladic o 5T ops ) csuaiol Ja

No Y/ pxi
i ite i 2 X
Have you plucked or waxed haero; site in the last 6 months? Yes / ¥/ aa asall] galia \ J1 oA 3l At o gally il Ul 51 o o) i ciad S
Did you get exposed to sun ar got tanned lately? ....................... 2T paboood § o Lulan i g gl Bul uadtl) Qe Lpid cid a5 550 Al cilS (3a
Do/ Did you use any tanning products? Yes / No 7 Y an S hmll el oledatiie coeunnil s
Do you Have any tattoos on site? Yes / No 7 ¥/ aai S el Glia b 06/ agdig shelial Ja
Have you been diagnosed with any hormonal abnormalities? Yes / No T /s ¢ Qdgaya JSLiia 5l WAL L Gl tman 25 05 Ja
What products you are using for your skin. .~ SLLa eyt Lpouaiog / Lpiuasiiog o3l olaxill sale
recently M N R - 3
Have you Done Any Laser Hair Removal Before? Yes / No ¥/ an Sl 5ah U] Tlee @l casal Jo
For Ladies: Are You Pregnant ? Yes / No ¥ e sdala cal Ja kb Sl
Have you done any permanent make up? Yes / No 7 ¥/ pai el Sl T LS chal ke cai o

b B B e e FRR e v e hereby consent that Gl magaBa L L7 3l
| came to Orchid Medical Center/ Sharjah tolremove unwanted hair by laser. S planiialy ool ) K5 o s uspall i satdl UISY GLAN £ plall 4S50 355
| understand that laser produces a beam of light that generates an energy of icddl el

. - . . K . <dgiall 5ull
a certain wavelength which is absorbed in the pigments of hair follicles to o Uolo 13 @l slgs 531 el s Liaks i ol Tl 51 g
impair its’ ability to grow hair. o gase 31““"' s e EaiEr NG et S S
| understand that the results of the treatment varies from one person to bl elail (sle Lg3a3 Jladil patll Sobias (b Sugapall Lua¥l i Lpolialal
another by the variation of medical history and the skin type, hair type , si g 8ytadl £ g g oulall o, Bl CBYEAL HAT (] padad (e ilias @3lall @l 5l agdll 5
patients commitment to precautions before and after sessions and the oot Lbadel i) 5 obadadl say 5 Jud @llasl) Slealaly gdjpall al531 g sausll

variation of individual responses to treatment. and | consent that | know all

i1 5 oy K1 g cdilh 5 SIS aal) WY ipagll 3,1 Gl JolS e e 5] 5 .ol
the alternative hair removal methods and | choose removing my unwanted y

ol e st Ayl o asl o) | g paadls jausll
hair by laser. 3l > :J‘;I"J ’é_‘sl‘] =S
| consent that | got the following precautions: G & Loalalll 2Bl 3 il 1
-It's not allowed to get tanned or use tanning solutions for 4-6 weeks before Bl aas 5 B anleal -8 Bual pacall slpaaiis alasiul ol el masn ¥ -
and after treatment. IO - L RPN PP Y O e WY o - i | Y P P I Al | S B PP
- Waxing and Plucking must be avoided at least 6 weeks prior to sessions. ooalll @l ST B kel Ak o Sl LSl 5 SEH g agdisll -

- Tattoos and permanent make up on treatment site will be affected by laser.

? - Sl £ g3 5 dacubiust] g coladtall olli Joiko 5 SalS sl 7, Gl clae) oy -
- Full Medical History must be given including previous treatments, allergies i ety § ¥ ‘ ot =

and skin type. o el il 61 5 Talall sl conadl A S e [shlis il palasdl -
- people who took akutan during the last 6 months or any drugs that inhibits w3l sl A3 g ¥ Alish 550) uauhll 23l
patients from sun exposure can not remove their hair by laser. Sliada Bue o) § Ga 1 5 (oY) Ldadl o daall 5 @311 Suill a2 461 agdl]
| understand that i might see some change from first session, nevertheless gllall La il gle Jpuasll
the treatment will take many sessions to get the result. Luilall jaleY)
Side Effect K . . =N = R L
side effects may include burning like redness. and it's possible to see some . ‘”_}'“ R Al "?M“ o3l LH.LA* ”H_"{I Jl’ul il “'éb_dl M 'u
swelling or cracks. these side effects will fade away few hours to few days oo Dl g ol e oIt Dol e S BT Bl G2 Le¥ ] a5 LRz
after treatment. hypo/hyperpigmentation is not common and it rarely last. it's LY Ll aan geals 5 Ligaa Jla o agai ¥ g aSlall e ol Slipatll 503 5!
advisable to avoid sun exposure. and to use sun protections. comadidl e all Sludatiiall alusiiul 5 uadsl]
| consent that | had the chance to enquire and ask any questions | have to gaihyd 0B il g el gllaall ol Wt dungs g Lesdiedl Laydll o cadl 46 4l a6l

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. ) Y PP gl el gl sbfe Jlaiod 6 5al (ols Bidlse ol

Name and Signature k\geﬁ Co

alias gl $sae oo puiie Balill 2yglad 231 5ol Gelya ciad a3 g L300 13a Slisiaa cuegd

&gl 5 ¥l
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8/20/2020 ClinicSoft - Receipt Voucher

e b il a_.l_éjgi j—<}j}D
ORCHID MEDICAL CENTER

AED 630.00 RECEIPT VOUCHER (No.REC-010958) Date:20-08-2020

Receive from Mr./Mrs./M/s. 1005519 - AISHA 000 - 971557044417

The sum of Dhs. Six Hundred Thirty Dirhams and Zero Fils Only

By Cash 0.00 / By Credit Card 630.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

Bank: Cheque No. Date: 20-08-2020
Being 1 session full body + vat

Made by Reem

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 : 1005519 - AISHA 000 - 971557044417

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

orchidsvr-pc/orchid2/receipt_view2.aspx?rec_code=REC-010958



