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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, diagnostic and other procedures may be deemed
necessary.

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

| authorize 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 continuing
my present condition without treatment.

| understand that there are also risks and hazards to the performance
of the diagnostic and/or surgical procedures.
| realize that common surgical or diagnostic procedures are potential
for an infection, swelling, bleeding: 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.

| consent that all medical history and information | provided in my
medicall file is true and | understand that any information | provide
regarding my medical status wlll be kept confldential and anonymous.

| believe that | have sufficient information to give 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.

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

=%

[

Date: .../.../.....

o>, o\ ... 050

Ty

- ot - - o
ke Leadiy

b S8 Tigad

3 omtnall !l i3 o (ol Lt 5 o301 Apndpall gl Ebkng bl grana] y 3}
Jagall

G ol e Lyepd (0S5 38 LiLaY Ladtlly bl slebafl jaay of gl
i Lasall y S5 B3l

omnill g K5 La oo Giliaa [ygal g3l Joka cushll CitiSs 51 Saall e 4 gl
gl labai ol s e Galiae of ilia] ool yo] kT 4B il g ol

(S gllaal) y TupU1 ladlall 5 Tardall Sl ¥ ) JS SUS llaal] cuaehall i
alall y Taigall Gy

Llaadll y dlh wleladl g cladlall G oaels ol Sl (81wl o ol 61l
@la e JLaSiuud pie e Talill SlieLaall y jUaa¥) pqih LS oipl Zasiia
Ayl

Slelya¥ly &liapaill Lialas (19S5 38 p3ll SlieLiiall y UaaY1 GlS Lolal o]
Dbl s ashal
clicbiin, Gl $55 0 Gaball s battall y duaitdll Slela ¥l Gan ol dyal
Dbl 5T Y1 51 Cinial] o pasill o el

faan o 3 Temdhall el Julie Lpmias gl o o381 sally pyany lia 51 il
Tl e o lgin | i Joll dia &) o Lyslaall pgsyl!
K] .ia,.magﬂnuwaﬁ‘s.d Gada gl Q..J-“ Faslall g Calall & laglaall GIS 1 30
Oy Lale E3UaY1 Koy oy L.L.:L_,uwaguwlwﬂl.s.,;,lﬁah,h.glg,lﬂﬂl

il

S JalSIL o dap 3 5 g gl 13 1 g L1 1 ] Al slpplaall gl 1 i
iohs! JalSs dale sy o3l g JalSIl dhacalis gaaa Sagh g 2l 33 g3l

(Bl Sl 290 48 al) ¥ ol / o pall s

.. sl



Vital Signs @y gaadl Gl il

Welght (a0): Kg Height (Jslll): cm Blood Type (sl iluai) :

Pulse (,aall): ppm Blood Pressure (sall kag):  / Blood Sugar (a1 S) :

Chief Complaint  salaall a0l 5L s

Disease History :ga;all f, il
Allergies Lusluwall
Medications Lu¥!

Pregnancy Jsall

Previous Surgeries, Hospitalization
hatiauall JUasl « Gyl Slalae

Smoking (waull): Y / N Alcohol (Jsas! ohala3): Y /N Drugs (sitisll hals3);

General & Clinical Findings 443 yull g foladl SUaadU

Examination aaill

Radiography %acladll jgall

Diagnosls _ass.wsill

Y /N



ol

s b Mo . <yqglj <3 0
ORCHID MEDICAL CENTER

PATIENT NAME:

FILE NO#:

DATE TREATMENT

PAYMENT

BALANCE

SIGNATURE




9/6/2020 ClinicSoft - Receipt Voucher
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No: REC-011374
AED 1,232.50 RECEIPT VOUCHER

Date: 06-09-2020
Receive from Mr./Mrs./M/s. 1005705 - oreeb 000 - 971544417547
The sum of Dhs. One Thousand Two Hundred Thirty Two and Five Fils Only

By Cash 1,232.50 / 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 6 sessions full legs + 6sessions half arms + vat balance 1232.50

Made by Reem

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

Tel:+ 9716 5558337, Fax: + 9716 528 8130, e - mail: info@omc1l.ae

www.omcl.ae
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orchidsvr-pc/orchid2/receipts_advances.aspx 7
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