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Surgical Operations, Serious Illness
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Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease
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High Blood Pressure Bleeding disorders Anlicoagulants
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Chest disease, Asthma, Bronchitis, TB, Other
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Renal, Urinary, Sexually transmitted disease
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Hepatitis, Jaundice, Other liver diseases
ol LS Ll el ! eel gheall ¢ UJU)“ & gl

Peptic ulcer, Crohn's ulcerative colitls, Other
B sal L pae al el gl 058 ols vy ma da
Epilepsy, or any other neurological disease
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Medical Consent Form

| hereby coneent and authorize the doctor to treat my medical
condition which hae been explained to me by the qualified physician

| understand that In order to provide me with the moet efficient and
enhanced service, dlagnostic and other procedures may be deamed
necessary.

| understand that my treating doctor may discover other or different
conditions, which may require addltlonal or diffsrent procedures than
those planned.

| authorize my treating doctor to parform any procedures which are
advisable In their profeasional judgment.

| understand that no warranty or guarantee has been made to me as
a result or cure just as there may be riska and hazarda In continuing
my present conditlon without treatment.

| understand that there are also risks and hazerds to the performance
of the dlagnostic and/er surglcal proceduras,
| realize that common surglical or diagnostio procedures are potential
for an Infection, swalling, bleeding. pain or allergio rsaction.

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

| consent that all medieal history and informatlon [ provided In my

medical flle I8 true and | understand that any Information | provide
regarding my medical status wili be kept confldential and anonymaous.
| bellevs that | have sufficient Information to glve this consent. | certify

that this form has been fully explained to me and that | have read It
and | understand 8’ content and | aign it with all my will,

T am fully aware that any payments is NON refundable

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

Date: ...7...7 .....
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precisely Kindly Answer the following questions

How do you better describe your skin Type
[ Always Burned , little tanned
O Alwaya Burned, Never Tanned
[J Little Burned, Always Tanned
_[] Rarely Burned, Always Tanned
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Have you Ever had Scars or kelolds? Yes / No
Have you ever had Herpes simplex, blisters or ulcers on eite? Yes /
No
Have you Taken Akutan or Isotritonine in the last 8 months? Yes/ No
Have you used Retin A.Glycolic acid or Hydeoquenon on Site?Yes /
No
Have you plucked or waxed hair on site in the last 6§ months? Yes /
No
Did you get exposed to sun or got tanned lately? .................
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 Ladlea: Are You Pregnant ? Yes / No
_ Have you done any permanent make up? Yes /No
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B e e s s e s s o R CenicasauPus 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 snergy of

& certain wavelength which is absorbed in the pigments of hair follicles te

impair ite' ability to grow hair.

| understand thiat the results of the treatment varles from one petson 16

another by the variation of medical history and the skin type, halr typs ,

patlents commitment to precautions before and after sessions and the

variation of individual resporises to treatment. and | consent that | knew all

the altarnative hair removal methods and | chooss remaving my unwanted

hair by laset.

| sonsant that | got tha following precautiona:

alt's not allowad to get tanned or use tanning solutiona for 4-8 weeke before

and after treatment.

= Waxing and Plucking must be avoided at least 6 weska priot to aessions.

- Tattoos and permanent make up on tréatment aite will be affectad by lager.

= Full Medieal History must be given including pravious treatrments, allergles
and skin type.

= people who took akutan during the last 8 months or any druge that inhibits
patients from sun exposure can not remove thelr hair by laser.

| understand that i might sea aarne change from first seasion, nevartheless

the treatmerit will take many sedgions to get the result.

Side Effect

side effscts may include burning like redriess. and it's possible to sae some

swelling of cracks. theas side effacts will fade away few hours to few days

after treatrrisnt. hypo/hyperpigmentation ls not common and it rarsly last. it's

advisable to aveld sun exposure. and to use sun protections.

| eongenit that | had the chiance to enquire and ask any questions | have to

the therapist arid | 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

iy Sporigor.
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Pain Refief given? Yes / Na
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Evaluation and consent form completed? Yes / No
Pretreatment photography taken? Yes / No
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8/31/2020 ClinicSoft - Receipt Voucher
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ORCHID MEDICAL CENTER

AED 525.00 RECEIPT VOUCHER (No.REC-011204) Date:31-08-2020
Receive from Mr./Mrs./M/s. 1005640 - KHALID SALIM ALKALBANI - 971502726363

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

By Cash 0.00 / By Credit Card 525.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

Bank: Cheque No. Date: 31-08-2020

Being 6 SESSIONS BEARD + 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 : 1005640 - KHALID SALIM ALKALBANI - 971502726363

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

orchidsvr-pc/orchid2/receipt_view2.aspx?rec_code=REC-011204



