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File No: ....

Patient NamekW ......... QlH QS}\(\Tb f‘[.,_ .................

Date Of Birth (steall gsld) 1.0 /i /e, Gender (yuiall): M /_F

Nationality (Luuwall): "/‘///f" : Occupatlon il 2 covssaiicusonion

Date: + / c\/ 28020

\O()S }"2/;

File Number: .

...... )*/w(/x;q L odasall pual

Marital Status:(eelaa¥! Al .... o 22 2150

Address (5lsall):........... / ................... 2./ L.—-)\ ................... Phone No. (<ilg!l a3): .7 SOSGOSQ .....

E-MAIL:

Medical Condition 4kl lali
Recent or current drugs/Medical Treatment

Cortisteroids/Immunosuppressant

Allergies il gl il Ja

Surgical Operations, Serious lliness
Sl jal (gl (e las ,Imlﬁuua;‘,;iu‘)aldh

Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease
il il jal cgstuag'\liehm el Gl calgal) 2 gila gy oo old dal e

High Blood Pressure, Bleeding disorders, Anticoagulants
fadll Cilaras gl ‘:LL-.quug).\]lQ.adSLm‘ ‘emjmaqstmj @l Ja

Anemia, Leukemia (pal) gUa ) LiasS b ¢(aall i) Lasi

Chest disease, Asthma, Bronchitis, TB, Other
A Ual el cJud) ccbaill g} Sl edanass ) iy yaa Ll al
Renal, Urinary, Sexually transmitted disease
Ll 5l 3 g al el b SI A byl (g (e las o
Pregnancy, Contraceptive pill, Menstrual problems
S ygll 3 ) 5l JSWAe e ailad b Tdaadl aile g} bl Ja $ala il Ja

Hepatitis, Jaundice, Other liver diseases
A S yal yal (g) el jiuall ¢ gl 2SI (gl

Peptic ulcer, Crohn’s ulcerative colitis, Other
T A Ay gna el el gl (s S ela Ay pmada b
Epilepsy, or any other neurological disease
S omandl Jleall g Gl el gl 5l g uall e lad Ja
Thyroid Diseases, Diabetes
T%ﬁﬂ‘sdaj‘ua‘)n‘}‘gﬂ‘ua)aua@udb

Other conditions ‘s Al il el gl e (Flas Ja
HSV, HIV...etc Jaudl Sall e 8 GVl (g

How did you know about US: ........cccvvvivinienineniaieninnnes

Yes/No If 'YES' give details
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Maedical 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 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

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. | 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.

I am fully aware that any payments is NON refundable

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

Date: .../ .../ .....
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Vital Signs  Lagaaldl &lpiall

Weight (531 Kg Height (Jskl1): cm Blood Type (p)! duad) :

Pulse (aull): ppm Blood Pressure (aall baud):  / Blood Sugar (a4l <)

Chief Complaint 5J|-..i-l-|-| Uaﬂ.)"\l SJL;I:, [

Disease History :s.a,all &, 00!
Allergies duuluadl
Medications .¥!

Pregnancy Jaall

Pravious Surgeries, Hospitalization

idioall JIa) ¢ Tyl Sliloe

Smoking (asl): Y/ N Alcohol (JsaSll ghalad) 1 Y /N Drugs (sliall o alal):

General & Clinical Findings 23l § dsladi Sliaadll

Examination paadll

Radiography acladill jgall

Diagnosis (asadiill
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Description of Treatnment

This treatmant fnvolves the collection of your iood (approximatety
11 - 22 ml), then your bload is spun down using a centrifuge to
separate out the plasma and platalet portion using the separator gel'
as a spacial filtar. The PRP portion of your blood I8 then userd at the
point of care to re-anergize your calls Into rejuvenating themeelves.
rhe product i 100% your own bload by-product (sutotogous). If you
hnvo any guastions pledees do not haaliate 1o asi your phyalclan ar
NUrsa,

8ide Effacts
you wil! likely exparisnca mild to moderate awelling of the treatsd
araa, this will laat for about 12- 24 hours; ice or cold compresses can
ba appllad to reduce swalling if required. You may notice a tingling
genaalion whila the cells are being activated. in rare cases skin
Infarstion may oceur, which is easlly treated with an anti-biofle,

Contralndlcations

You should not have PRP treatment done if you have any of the
following sonditions: Skin conditions and diseasaa including: Facial
canger, sxisting or unsured. This Includes SCC, BCC and melanoma,

oyatamic cancer, chamothierapy, staroid therapy, dermetological

dlsensaes atfacting tha face (.e. Porphyriu), Binod disorders and

platalet abnormalitios, Anteoagulatlon tharapy (.a.: Warladn)
Platutat dystunction syndreme, critical thrombocytopsnia,
hypollarineganaamia, haemoedynamlu Instablity, sepsis, chranic live
disaasa, Hepatitls or any acute or ohronis Intactions.
Aspirln, Anti-Inflammatory such as Nurofan, Votersn, Qiclofenas, ar
Naproxen eto.? St Johine Wort, Garlic,
Arg you currently taking, or hava yau recently taken (within 14 daya)
Vitamin E, ar Fish Oll supplementa that could have a thinning effect
o your Liued,

in aans of presanaa of any pravisusly manilaned
contraindicat] 11 menton It hare
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Or Asle the doctor If you are not sure or you have any quastions,

Fatient's Name and Signature:
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| understand that due to the natural variation in quality
of Platelet rich plasma, rasults will vary beiween
individuals. | understand that although | may see a
change after my first treatment; | meay regjuire a series
of up to 8 sesslons t0 obtain my desired m-ttcome. The
procedure and side effects has been explained to me
including alternative methods; as have the advantages
and disadvantages. | am advised that though good
rasults are expected, the possibility and nature of
complications cannol be accurately anticipated and
that, therefare, there can be no guarantee a8
expressed or implied either as to the success or other
result of the treatment. | am aware that the PRP
treatment is not permanent as natural degradation will
occur over time.
| QUERONIZO DI .cevviiviiiimniinisininnrisasssinnas e aaeesreans
from Orchid Medical Genter. perform the injection of
PAP (Platelet Rich Plasma) for rejuvenation. This
consent form will be valid for up to 6 applications of
PRP after which time | may be asked to cornpete a
new form. | state that | have read (or it has been read
to me) and | understand this consent and | understand
the information contained In it. | have had the
opportunity to asic any questions about the treatment
including riske or alternatives and acknowledge that all
my questions about the procadure have been
anawerad In & eatisfactory manner and that all blanks
ware fillad In prior to my signature and 1 had the right to
refuse the treatment. THIS CONSENT FORM IS VALID
UNTIL ALL OR PART IS REVOKED BY ME IN
WRITING. When completing the medical guestionnaire,
| have snawerad the personal medical istory
questions fully and to the best of my abllity.

Patisnt's Name and Signature:

Date: .../ .../ ...
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9/7/2020 ClinicSoft - Receipt Voucher

§ ot Jlay <jqlj <po
), ORCHID MEDICAL CENTER

No: REC-011424

AED 1,000.00 RECEIPT VOUCHER
Date: 07-09-2020

Receive from Mr./Mrs./M/s. 1005726 - KAMAR MOHAMED ALMOGHRBEL - 971505005015
The sum of Dhs. One Thousand Only
By Cash 1,000.00 / 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 3 SESSIONS PRP HAIR WITH BIOTIN 1800+ VAT ) BALANCE 890
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/



9/7/2020 ClinicSoft - Receipt Voucher

o b o (jqi j—<j} D
ORCHID MEDICAL CENTER

AED 630.00 RECEIPT VOUCHER (No.REC-011425) Date:07-09-2020
Receive from Mr./Mrs./M/s. 1005726 - KAMAR MOHAMED ALMOGHRBEL - 971505005015

The sum of Dhs. Six Hundred Thirty Dirhams and Zero Fils Only

By Cash 0.00 / By Credit Card 0.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 630.00

Bank: Cheque No. Date: 07-09-2020

Being PRP FOR HAIR WITH BIOTIN + 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

Confirmed by :1005726 - KAMAR MOHAMED ALMOGHRBEL - 971505005015

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

orchidsvr-pcforchid2/receipt_view2.aspx?rec_code=REC-011425



