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Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease N
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Medical 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 sfficient and
enhanced service, dlagnostic and other procedures may be deemed
necessary.

I 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
advisable in thelr professional judgment.

| understand that no warranty or guarantee has bsen made to me as
a rasult or cure just as there may be risks and hazerds in continuing
my present condition without treatment.

| understand that there are also rlsks and hazards to the performance
of the diagnostic and/or surgical procedures,
I realize that commen surgical or dlagnostic procedures are patential
for an infection. swelling, blaeding. pain or allergic reaction.

| understand that there are minimal fees to be paid per service and
that all fees muet be paid in full before the complation of treatment.

) consent that all medical history and information | provicied in my
medical file is true and | underatand that any information | provide
regarding my medical status will be kept confidential and anonymous.
| beileve that | have sufficient information to give this consent. | cartify

that this form has been fully explained to me and that | have read it
and | understand ite' content and | sign it with all my will.

I am fully aware that any payments is NON refundable
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Pregnancy Jaall
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ORCHID MEDICAL CENTER

precisely Kindly Answer the following questions

s Tl Al ] ke LY gap*

How do you better describe your skin Type

¢ ehiuta f il il Ciiagll 44 Lo

[] Always Burned , little tanned

[} Always Burned, Never Tanned
[] Little Burned, Always Tanned
["] Rarely Burned, Always Tanned
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Have you Ever had Scars or keloids? Yes / MG
Have you ever had Herpes simplex, blisters or ulcers on site? Yes /

Have you Taken Akutan or Isotritonine in the last 6 months? Yes/ Nl
Have you used Retin A.Glycolic acid or Hydeaguenon on Site?Yes /
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Have you plucked or waxed hair on site in the last 6 months? Yes /
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Do/ Did you use any tanning products? Yes / N§
Do you Have any tattoos on site? Yes / N&_
Have you been diagnosed with any hormonal abnormalities? Yes /Né.
What products you are using for your skin
recently?...\NQO.%...........
Have you Done Any Laser Hair Removal Before? Yes /N

For Ladies: Are You Pregnant ? Yes / N¢§

Have you done any permanent make up? Yes / N&

Did you get exposed to sun or got tanned lately? ...... VR e O e 2 el ol Louday il gl dbghe Bal yuadtl] 42 Ld s 23550 Hat SIS (G3a
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| came to Orchid Medical Center/ Sharjah to remove unwanted hair by laser.

| 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 results 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 Signatur
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Laser Hair Removal Treatment Log UL jaill 1Y dallaall Ja

Patient's Name:.............. AT B e b Al dAOM‘ A Al !
File NUMBON (oot tinsesisinasssensecassaibal | aBy Evaluation and consent form completed? Yes / No
Pain Rellef gIVen? Yes /NO «..vccereuussusssensienneccsssisnasessnene ~ Pretreatment photography taken? Yes / No

‘Session 1 Session 2 Sessiund Session 4 Session 5 Session 6
Treatment Date ’)}L{ f’l A0
TreatmentArea  |Jf
H_air Type HI D'
Mode N Yy
Fluence
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CNT Pulse [PM

Starting Time

Finish Time ‘Mal 9

Paost Treatment

Therapist Name and Signature ..............ccoiviiiiiinannas






8/24/2020 ClinicSoft - Receipt Voucher
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ORCHID MEDICAL CENTER

AED 52.50 RECEIPT VOUCHER (No.REC-011022) Date:24-08-2020

Receive from Mr./Mrs./M/s. 1005546 - SHAMA TASNEEM BAVA - 971556813553

The sum of Dhs. Fifty-Two Dirhams and Fifty Fils Only

By Cash 0.00 / By Credit Card 52.50 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

Bank: Cheque No. Date: 24-08-2020
Being UPPER LIP + 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 :1005546 - SHAMA TASNEEM BAVA - 971556813553

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

orchidsvr-pc/orchid2/receipt_view2.aspx?rec_code=REC-011022



