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Medical Consent Form

| hereby consent and autharize 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 efficient and
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8/25/2020 ClinicSoft - Receipt Voucher
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ORCHID MEDICAL CENTER

AED 4,100.00 RECEIPT VOUCHER (No.REC-011050) Date:25-08-2020

Receive from Mr./Mrs./M/s. 1005272 - MUSTAFA HULEISI - 971507362712

The sum of Dhs. Four Thousand One Hundred Dirhams and Zero Fils Only

By Cash 0.00 / By Credit Card 4,100.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

Bank: Cheque No. Date: 25-08-2020
Being 2 IMPLANT + BONE GRAFT

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 :1005272 - MUSTAFA HULEISI - 971507362712

Tel: + 9716 555 8337, Fax: + 9716 528 8130, e - mail: info@omcl.ae
www.omcl.ae

orchidsvr-pcforchid2/receipt_view2.aspx?rec_code=REC-011050
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8/25/2020 ClinicSoft - Receipt Voucher

C W | a_n__iqu j—<j)>b
ORCHID MEDICAL CENTER

No: REC-011052
AED 945.00 RECEIPT VOUCHER

Date: 25-08-2020
Receive from Mr./Mrs./M/s. 1005560 - AHMED SAAD ALLABABIDI - 971507565698
The sum of Dhs. Nine Hundred Fourty Five Only
By Cash 945.00 / By Credit Card 0.00 (Bank Charges: 0.00) / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00
Bank: Cheque No. Date:
Being ADVANCE FOR BOTOX ALLERGAN 900 + 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

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

orchidsvr-pcforchid2/receipts_advances.aspx 1/
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8/26/2020 ClinicSoft - Receipt Voucher
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ORCHID MEDICAL CENTER

AED 945.00 RECEIPT VOUCHER (No.REC-011060) Date:26-08-2020
Receive from Mr./Mrs./M/s. 1005560 - AHMED SAAD ALLABABIDI - 971507565698

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

By Cash 0.00 / By Credit Card 0.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 945.00

Bank: Cheque No. Date: 26-08-2020

Being BOTOX ALLERGAN + 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 :1005560 - AHMED SAAD ALLABABIDI - 971507565698

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-011060



