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Recent or current drugs/Medical Treatment

Cortisteroids/Immunosuppressant
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Surgical Operations, Serious lliness
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Cardiac surgery, Rheumatic fever, Endocarditis, Artificlal heart
valve, Congenital heart disease
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High Blood Pressure, Bleeding disorders, Anticoagulants
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Anemia, Leukermia (sl ols su) LasS o o(palt i) Liagdl

Chest disease, Asthma, Bronchitis, TB, Other
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Renal, Urinary, Sexually transmitted disease
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Hepatitis, Jaundice, Other liver diseases
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Epilepsy, or any other neurological disease
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?@Jﬂ|'&.\ﬂ| ua‘)a‘ J‘é}ud\ua)aw‘;ﬁw(h

Other conditions Y il Ul el (51 e (Silai Ja
LICV/ LIS Ada b0 BN FREREN A

o<o§o§<“\”<°< X Lo o K K



vt oy Sjql i<y
ORCHID MEDICAL CENTER

Maedical Consent Form

I 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 efficient and
enhanced service, dlagnostic and other procedures may be desmed
necessary.

| understand that my treating doctor may discover other or different
conditions, which may re¢uire additional or ditferent pracedures than
those planned.

| authotize my treating doctor to perform any procedures which are
advisable 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 continulng
my present condition without treatment.

| understand that there are also risks and hazards to the performance
of the diagnostic and/or surgical procedures.

I realize that common surgical or diagnostic proceduras are potential
for an Infection, swelling, blesding: pain or allergic reaction.

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

I conaent that all madical history and Information | provided in my
medical file is true and | understand that any information | provide
ragarding my medical statua will ba kept confidential and anonymous.
| bellsve that | have sufficlent informatian to glve 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.

1 am fully aware that any payments is NON refundable
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8/29/2020 ClinicSoft - Receipt Voucher
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ORCHID MEDICAL CENTER

AED 1,890.00 RECEIPT VOUCHER (No.REC-011166) Date:29-08-2020

Receive from Mr./Mrs./M/s. 1005616 - SARA ESSA RAMADAN - 971529350982

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

By Cash 0.00 / By Credit Card 1,890.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

Bank: Cheque No. Date: 29-08-2020
Being 2 FILLER CYTOSIAL + 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 :1005616 - SARA ESSA RAMADAN - 971529350982

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

orchidsvr-pc/orchid2/receipt_view2.aspx?rec_code=REC-011166



