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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 qualified 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 resuit 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.
| reallze 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

medical file is 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. | certlfy

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):

Gt

pate: 6./.77.. %0

i.}\_f_\f( F'_i.,".1l\}£),\yl\ e 00
Health ...

e g -
oarke .., Geauly

o S8 Tigad

3 ominall clall 3 o (o Lot 13 31 Byl (sl EDMng clell el 3 3!
wJagall

a5t Jal o Ty 0S5 38 LLaY Loamdetilly Lol el by ol ]
Jedi¥ Lasall 5 JLYI Ertally

oanill b S5 Lo e diliie |gal E3kall U5k corshall i) 57 oSaall o 4] g
.thk;dldn;,;i.mu_,'i E._u'L..?j c.l»l_,;].,.lk:jw‘dl‘,“.l_,‘il

pSn Typlloall 3 T3] Sladhall g Ggeal lea¥ 1 JS Sasty gllaall el il
Aaalall y Lol Ga

Tubaaail ) Glall Slelyadl g Slaskall @bl (als 5l Slilask (61 g o3 ol 0l il
gl ool JLSioul pae e dalill Slisbaall y JUaid] pgdil LS o] Lasiall
aad !

Slelya¥ly Sliagaill Lialias (3985 4b 3l lielaall y jUai¥] GlS Lol pyi]
Aabyall s Ladall
Slie L. (oIl 55 a8 Lombyall y Taadtall  Gumitall ol s o sl
Laalusall g1 (V1 g1 il ol sl of gty IS

o ol g Ladball Losall Jylia Lpais ol o (o 30¥ | ally paan) fin o gy
T 1 i JalSI s i Byl

99 Lyl YT oS Yy LaLal By s Tamall (o3l a5 g 1 5 il

i3

3 a1l o dmpt 3 3 Edsail] 150 51 g LAY 13 ol a1 Slaglaall gl 51 il
@3ly) JalSs e kg ol g JalSIls dlreali qron a3 SLd 5 il

(it B G| (0 o al) Sa¥1 (gl / ol gtdsd



Vital Signs  dagaadl &l il

Weight (sl Kg Height (Jpall): om Blood Type (pufl Uead) :

Pulse (&) ppm Blood Pressure (pdll lkia):  / Blood Sugar (p4! S) :

Chief Complaint  salaal a0l 5505 s

Disease History : g all &,
Allergies Luuluall
Medications Y|

Pregnancy Jaall

Previous Surgeries, Hospitalization
hattaall Jaal o Gk S libae

Smoking (uasll): Y / N Alcohol (JsaSIl glalas) : Y /N Drugs (sslasll gl): Y / N

General & Clinical Findings % s eall g daladl SUasdUL

Examination jaaill

Radiography &icladll jgeall

Diagnosls jasaudill



File NO: ...oovvviiiiinininns Date: /

Treatment Plan g adl ddas

Doctor’s Signature and Stamp



<

e = i :n__‘l_J.qu —=<3 o
ORCHID MEDICAL CENTER

PATIENT NAME: «g FILE NO#:
W (0 0S D1k

DATE TREATMENT PAYMENT | BALANCE SIGNATURE

4 )4 513 Lbe, 2 )km‘) (1p @




9/6/2020 ClinicSoft - Receipt Voucher
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No: REC-011392

AED 1,575.00 RECEIPT VOUCHER
Date: 06-09-2020

Receive from Mr./Mrs./M/s. 1005715 - SUMAYA HUSSEIN SHEIKH - 971506735736
The sum of Dhs. One Thousand Five Hundred Seventy Five Only
By Cash 0.00 / By Credit Card 1,575.00 (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 UNDER ARMS + BIKINI 1500+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

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

orchidsvr-pcforchid2/receipts_advances.aspx 1/
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| understand that laser produces a beam of light that generates an energy of igaall 3

a certain wavelength which is absorbed in the pigments of hair follicles to

impair its’ ability to grow hair.

| 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 sponsor.
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