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Recent or current drugs/Medical Treatment
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Cortisteroids/Immunosuppressant

Allergies fimlua (gl alial Ja

Surgical Operations, Serious lliness
el ol (51 (o el gt Apad o cililee (o cy ol a

Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease
il gl pal sval.‘u.au,.ﬂf\.m‘ i) Gl Gl caggila gy paa ol dal s

High Blood Pressure, Bleeding disorders, Anticoagulants
Spall ilasaa (5) alati f iy 5l JSUE cpall Jaie b glif sl Ja

Anemia, Leukemia (sl (Ua ju) Gas o o (ol i) Ly

Chest disease, Asthma, Bronchitis, TB, Other
oA el el Judl bl b gl cgends a3 oAy jam il pal
Renal, Urinary, Sexually transmitted disease
i ) 3 (odml pal gl SN b pinl yal (51 (o Slas Ja
Pregnancy, Contraceptive pill, Menstrual problems
Py gl 5 )t b JSLEL (pa Cppitas S Taall wiba ol Coplala i Sidala il b
Hepatitis, Jaundice, Other liver diseases
WA 4a el jab gt velsieall ¢ AU 28 Gl
Peptic ulcer, Crohn's ulcerative colitis, Other
Tl 4y gan alpal gl g S 10 By gna da i
Epilepsy, or any other neurological disease
Thyroid Diseases, Diabetes
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Medical Consent Form

| hereby consent and authorize the dogtor 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, diagnostlc and other procedures may be deemed
necessary.

| understand that my treating doctor may discover other or different
conditions, which may recuire additional or diffarent pracedures than
thase planned.

I authorlze my treating doctor to perform any procedures which are
advisabie 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 hazerds to the performance
of the diagnostic and/or surglcal procedures.
| realize that common surglcal or diagnostic procedures are potential
for an infection, swelling, bleeding. paln or allerglc reaction.

| understand that there are minimal fees t0 be pald per service and
that all fees must be pald in full before the completion of treatment.

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

mediical flle is true and | understand that any Information | provide
regarding my medical status will be kept confidential and anonymous.
| beliave 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 S gasdl Sl i ghd

Weight (53u01): Ka Height (Jsall); cm Blood Type (sl duai) :
Pulse (Laall): ppm Blood Pressure (pdl kis): / Blood Sugar (a4l S.u):

Chiaf Complaint  salaall (éa sl 55l caseu

Disease Mistory : sl &Ll
Allergies duuluall

Medications 4;.Y!

Pregnancy Jaall
Previous Surgeries, Hospitalization
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Smoking (adi): Y / N Alcohol (JsaS!l plala) : Y /N Drugs (yuiliall pdatad):

General & Clinical Findings 4 uall g daladl cslaaSUL

Examination =il

Radlography  “aeladdl el

Diagnosls asiuiill
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Filler Injection Log

Date Filler Type Area Treated Right / Mi

Session 1
Session 2
Session 3
Session 4

Session 5

Botox Injection Log

Date Area Treated

Session |
Session 2
Session 3
Sassgion 4

Session 5

Doctor's Name and Signhature
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Right / Units

Left / MI

l.eft / Units



8/22/2020 ClinicSoft - Receipt Voucher

& W .| a__l__Sjgl j—<3D0
ORCHID MEDICAL CENTER

AED 630.00 RECEIPT VOUCHER (No.REC-010995) Date:22-08-2020
Receive from Mr./Mrs./M/s. 1005537 - IBTESAM ABDELQADER - 971506077557

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: 22-08-2020

Being BOTOX DYSPORT + 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 : 1005537 - IBTESAM ABDELQADER - 971506077557

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

orchidsvr-pc/orchid2/receipt_view2.aspx?rec_code=REC-010995



