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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 qualifled physician

| understand that in order to provide me with the most efficient and
enhanced service, dlagnostic and other procedures may be deemed
necessary.

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

| authorlze my treating doctor to perform any procedurss which are
advieable In their professional judgment.

| understand that no warranty or guarantee has been made to me as
aresult or oure |ust as there may be riska and hazards in continuing
my present conditlon without traatment.

| understand that there are alao risks and hazards to the performance
of the dlagnostic and/or surgical procedures.
| reailze that common surglcal or diagnostic procedures are potential
for an infaction, swelling, bleeding. pain or allergic reaction.

| understand that thers are minimal fees {0 be paid per service and
that all fees must be pald in full before the completion of treatment.

| coneent that all medioal history and (nformation | provided in my

medical flle [s true and | understand that any Informatlon | provide
regarding my medical status will be kept confldential and anonymoua.
| believe that | have sufficient Information to give this conaent. | 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 wlll.

T am fully awate that any payments is NON refundable

Patlent's Signature/ Guardians {In case of minors):
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Patient Assesment Form 2 yall s 55 Lail
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precisely Kindly Answer the following questions

Realth Smde ... Beauty
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How do you better describe your skin Type
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[] Always Burned , little tanned

{1 Always Burned, Never Tanned
[ Little Burned, Always Tanned
["] Rarely Burned, Always Tanned
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Have you Ever had Scars or keloids? Yes / No
Have you ever had Herpes simplex, blisters or ulcers on site? Yes /
No
Have you Taken Akutan or Isotritonine in the last 6 months? Yes/ No
Have you used Retin A.Glycolic acid or Hydeoquenon on Site?Yes /
No

No
Did you get exposed to sun or got tanned lately? ..............cccceeee

Do/ Did you use any tanning products? Yes / No
Do you Have any tattoos on site? Yes / No
Have you been diagnosed with any hormonal abnormalities? Yes / No
What products you are using for your skin

Have you Done Any Laser Hair Removal Before? Yes / No
For Ladies: Are You Pregnant ? Yes / No
Have you done any permanent make up? Yes / No

Have you plucked or waxed hair on site in the last 6 months? Yes / | a/z‘/_
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hereby consent that

| 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.

I 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 SpPONSor.

Name and Signature

w“ OB e W] ‘)31
Slen alanioly bl 350 350 (o 0 cppl pall jad et Y G)Ladl /galal) 1551 K50
<SAgiall ol

A oe eavge Job S5 il g ST gl o Linke @353 5lll 305T )T gl

aall elail gle Lgayu8 Jhaatl jasll cliay g Basagall B Lus¥l o Lpoaloaial

B 58l 53 g alall )l DAL AT o] padud oo CiEAS Bl @36 ) pgdil

ool Llatoad AL 5 lialall sy y S gllaall Slasely odal) al5al1 5 el

U g alag I g il BLaIS asll 1Y ud) §kIN G JulS ale ple o] 5 2500

ol el Al ol 3] 5 o< g gty Haunl)

LI o laaladll cndls 6 oy il

Ml sy 5 i bl ot Bl puanadll Slyiatons phanioal 5l aandlly ma ¥ -

AV ol leol Vo pokall Jud il gl patdly atll Al galis oas -

<o5lll ksl S 6 kel dikais g allal) gL g I 5 sl -

5yl £ 53 5 Lvalownll 5 Solaslalf ell3 Jatis 5 Yl ool el clbael s -

oo i yialie 51 5l Tndlal) gl cacadl JMA SV e 1S il Salas¥] -
3l el A i ¥ gl 3580 Guasill oyl

Slodss e (o) 7 hag g1 G oY) Leadall o aliall 08 S 31 il a4 agdll

Gsllaadl Lol gle Jpaall

Gulall jaleYl

9 pasill Gaas Bigan (Kaall s g Faradl ki Lo B3] el Tlall jaled) poudsi 3

i okl sy aL e o) Sl by gy A oG Lslall 3 le¥ | aia 5 iRl

2aY oyl asa gl 5 Ligas Jla o o5 ¥ g bl ;¥ il Sliuaill 30l

castll (ya Tl S peiaTinall liasoal 5 el

50l 18 ] 5 painall pllasll (@ Wsd) a5 5Leudteadl] Lajill o ciaisl 3 ] il

ol gl (5yan o e Lalill Syglat 3T .o GelE ol 5 5l 51391 1ia Sligins cuegd

il el odsls pe Sl & sal oy Gilga le

&gl g ¥




198415173875
(<KLLLLLKKKD




8/29/2020 ClinicSoft - Receipt Voucher
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AED 630.00 RECEIPT VOUCHER (No.REC-011140) Date:29-08-2020

Receive from Mr./Mrs./M/s. 1005598 - MARIAM AHMED ALRAEESI - 971503688842

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 FULL BODY LHR + 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 nqn-refundable.

3.After 48 hours No refundable accepted

Confirmed by : 1005598 - MARIAM AHMED ALRAEESI - 971503688842

Tel:+9716 5558337, Fax: + 9716 528 8130, e - mail : info@omc1.ae
www.omcl.ae

orchidsvr-pc/orchid2/receipt_view2.aspx?rec_code=REC-011140



