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Medical Condition 4kl il

If 'YES’ give details
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Recent or current drugs/Medical Treatment
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Cortisteroids/Immunosuppressant
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Allergies Faubua gl bl Ja

Surgical Operations, Serious lliness

Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart

valve, Congenital heart disease
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High Blood Pressure, Bleeding dlsorders Anticoagulants
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Chest disease, Asthma, Bronchitis, TB, Other

Renal Unnary, Sexually transmltted dlsease

™ L] Kvxw‘%f

Pregnancy, Contraceptlve p|II, Menstrual problems
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Hepatitis, Jaundice, Other liver diseases
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Peptlc ulcer Crohn’s ulcerative colitis, Other
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Epilepsy, or any other neurologlcal disease
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Medical Consent Form

| hereby coneent 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 efficient and
enhanced eervice, dlagnostic and other procedures may be deemed
necessary.

| understand that my treating dootor may discover other or different
conditlone, whioh may require additlonal 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 been made to me as
@ result or cure just as there may be risks and hazards In continuing
my present condition without treatment.

| understand that there are aleo risks and hazarde to the performance
of the dlagnostic and/or surglcal procadures.
| reallze that common surgloal or dlagnostio procedures are potential
for an Infection, swelling, bleeding. palin or allerglc reaction.

| understand that there are minimal fees to 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

madical flle |8 true and | understand that any Information | provide
regarding my medical status will be kept confidential and anonymous.
| believe that | have sufficient information to give this consent. | certify

that thie form has baen fully explained to me and that | have read It
and | underatand ita’ content and | sign It with all my wlll.

[ am fully aware that any payments is NON refundable

Patient's Signature/ Guardians (In case of minors):

Date: ...7...7 ...,

oyl Tigad

3 oasidl canlall (L e o) Lyt o0 ol Sasspall pilla E3y apalall sl 5 331

Gara ol a e (19S5 0 AL Lottty bl Shya¥) ng ) g
i) Lssdl g AN sttty

gandll pd &5 Ls oe daliaes Dal mobadl ¥ el S o) oSl o 1 agill
A dalan ) lls e Taline o) Ldla] Shelpa] Callaii wd il g Sda¥1

a8 fpllaall § LaUN Silatlall g dulall Sl Ly JS SIS0 llaall adall agdi
Aalall 3 el i

Lbaaadll gl dadall Shila¥ 1y Slatiall 253 paals 5l Slilecs il o3y ol G il
illa g3ke JUSiot pue e Al Slicladl y JUaayl ppiil LS ) dasiall
caadnyal
St ly Sleapadl] Labas 0S5 33 il Sbiebaaall 5 Uaad | IS Ll apdii
Galipdl g bl
Shhelas, ol guk g Laladl g Lol beasn 01 S Ll aay 1l
sl gl WV gl il gl gl gl LIS

a9 b sl i Ly e i (31 Sy ppisy I )
el g 1 i JalSIy 5305 31 i dppllaal sl
3 e Gilall aid gl e 31 gl 2 1 g adall Slaglaall 4418 ) a1
299 Ll £35S Wy Lol Qo s sl by 3iais slaglas i 5 g
il

Sl o et a0 b ! s ol ) i Gl LIS Slagdad) gl ) b
byl el e candy ol JalSIL aldl s 2eegd 5 5 00 )

SN WG pb A Gl Slegiia T O 40 4ls e bl

st uad) 530 g al) ¥ gl / sall s

2212
? H..4 g; -_.c-::_ﬁ,L‘II




Vital Signs da gaod ‘_-,1)‘#}“

Weight (5,3411): Kg Height (J)sk!): cm Blood Type (il ai) :

Pulse (Laull): ppm Blood Pressure (aul kiz):  / Blood Sugar (4l <) :

Chief Complaint 3aball A,k 3,00 e
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Previous Surgeries, Hospitalization
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General & Clinical Findings %y yudl § dalaldl SUaaML

Examination _«aadll
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8/29/2020 ClinicSoft - Receipt Voucher
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ORCHID MEDICAL CENTER

S
AED 630.00 RECEIPT VOUCHER (No.REC-011136) Date:29-08-2020
Receive from Mr./Mrs./M/s. 1005597 - RIHAM MOHAMED ALI - 971508644141

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: 29-08-2020

Being BOTOX DYSORT + 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

Confirmed by :1005597 - RIHAM MOHAMED ALI - 971508644141

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

orchidsvr-pc/orchid2/receipt_view2.aspx?rec_code=REC-011136



