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Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease
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High Blood Pressure, Bleeding disorders, Anticoagulants
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Chest disease, Asthma, Bronchitis, TB, Other
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Renal, Urinary, Sexually transmitted disease
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Pregnancy, Contraceptive pill, Menstrual problems
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Peptic ulcer, Crohn'’s ulcerative colitis, Other
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Epilepsy, or any other neurological disease
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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 n order to provide me with the most efficlent and
enhanced service, diagnostic and other procedures may be deemed
necessary.

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

| authorize my treating doctor to perform any procedures which are
advisable in thelr professlonal judgment.

| understand that no warranty or guarantes has been made to me as
a result or curs Just as there may be risks and hazards in continuing
my present condition without treatment.

| understand that thers are also risks and hazards to the performance
of the dlagnestic and/or surgical procedures.
| realize that common surgical or diagnostio procedures are potential
for an Infection, swelling, bleading. paln or allergic reaction.

| understand that there are minimal fees to be paid per servics and
that all fesa must be paid In full before the completion of treatmant.

| consent that all mediocal history and Information | provided in my

maedical fll is true and | understand that any information | provide
ragarding my medical etatus will be kept confidential and anonymous.
| belleve that | have sufflolent Information to glve this consent, | certify

that this form hae bean fully explained to me and that | have read it
and | understand (t8' content and | sign it with all my will,

[ am fully aware that any payments is NON refundable

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

Date: .../ .../ ...
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Vital Signs & gaadl Ol pligll

Weight (535! Kg Helght (stall): om Blood Type (pal daai) :
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Chief Complaint 3alaadl (au bl 5l Gasen

Disease History : guaall &3,
Allergies Liuluall
Medications 4y5.¥/

Pregnancy Jaall

Previous Surgeries, Hospitalization
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Smoking (wawl): Y / N Alcohol (JsasSHl glalad) 1 Y /N Drugs (juiliall gy Y / N

General & Clinical Findings 21wl 9 daladl Sl

Examination eadill

Radiography sladll jgall

Diagnosis eas.iill
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precisely Kindly Answer the following questions

J\a>-... oolan\ ... 0u0
~), ~ o 2 o
realiv oude ... Geadly

CVENTLTETTRE NP FOCTRPPNr

How do you better describe your skin Type
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] Always Burned , little tanned

[ Always Burned, Never Tanned
[ Little Burned, Always Tanned
[C] Rarely Burned, Always Tanned
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Have you Ever had Scars or keloids? Yes / No

Have you ever had Herpes simplex, blisters or ulcers on site? Yes /
No

Have you Taken Akutan or Isotritonine in the last 6 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
recently?......ccoveiennininnennn
Have you Done Any Laser Hair Removal Before? Yes / No
For Ladies: Are You Pregnant ? Yes / No
Have you done any permanent make up? Yes / No
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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 energy of

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 resulit.

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.

Name and Signature

P PO C,Ca\.\wi"@f'\“f({/ Li
Sl plasdoals oabll iS5l Km0 4 sl sk all DY LIl /gl 1)
cohgall 5,

o e g sla 13 il s a1 el Linke i alll Bt () o

ooall eLail ple Lgid Janil yatll Ciokaems g Stgmngall  Lua¥! i Lpoalia

80 9 8outadl £ 53 5 gaball &, Gl dEAL AT ] Gaded e AEAS Yl Il ) aels
oala¥ 1 Glatal AT 5 ladall sy g Jid gllaall Slaslady ol pall p 1500 5 o
Al g las I g il 5 BlallS il Y dad] Gkl Gl JolS ple (ole 3] 5 .00
5l Al A o pal ] g oS  aatlly Ha

B[ Y PP | A PN

o g 5 i bl V-8 Bl sanil] Sl pudaiove pluatenl ) el gans 3

J e gl Vo pdtalt Jis i) o) el autl] A1) ol o,

-25lll Edlally S A6 g all Gilaie od pSlall T LS 5 301 5 agdyl

5yull £33 5 pnaliuad) 5 Sladtall elli ot 5 MalS gl a1 slhae]

oom i pilic s 5l Bualall gl ool oA g1 e IslyLis il ym iz
25l sl U] o Alghe 3 A Guatll 0503

Slada 3ue ol £ BEan @tall L8 ¥ Teadall o alaadl G @) il a2 4 oy
Aggllaall il gle Jgua

Galall Jale

3 sl paas &ygia Saall a9 Fypall i Ly 3yl el Lslal! pale ¥l Hadl
s Eokall sa alal e o] Sle s gty JSA b Luilall ALY ) oda 5 .clihs
Lot oyl aay guals 5. Lghsaa Jla b psi ¥ g Ll ¥ conad olinaill 30l
cosatl] a ) Sl el gl kSl 5 puas

50 4 30 5 painall glleall (oI Wi i yluniiensl) Lumill o Sl S5 43T
clean 51§ yae ot Lialil] Gyolal o3 5 el Gola i i T LAY 13 Sligiae o
il el g2l ase Jla b 650l oy Bidlga

2020.19./%



Pationt's Nam e e s e o s i i S o s e v B B e T S T o P SR TR WA AR s s e v e memn e cnna e

File Number: .

Laser Hair Removal Treatment Log 5l sasl) diY Gllaall Jaw

Pain Relief given? Yes / NO .......icvviiiiiiinminneisiiimniiaiinan

Treatment Date
Treatment Area
Hair Type
Mode
Fluence
Pulse Type
CNT Pulse
Passes
Starting Time
Finish Time

Post Treatment

Session 1

Session 2 Session 3
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Therapist Name and Signature .........c.cooviviiaiiiniinnnn.
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Evaluation and consent form completed? Yes / No

Pretreatment photography taken? Yes / No
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9/7/2020 ClinicSoft - Receipt Voucher

ot Jlay <yqlj <po
ORCHID MEDICAL CENTER

No: REC-011426
AED 1,312.50 RECEIPT VOUCHER

Date: 07-09-2020
Receive from Mr./Mrs./M/s. 1005727 - REEM BACHAR ALAKABANI - 971564779925
The sum of Dhs. One Thousand Three Hundred Twelve and Five Fils Only
By Cash 0.00 / By Credit Card 1,312.50 (Bank Charges: 0.00) / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00
Bank: Cheque No. Date:
Being ADVANCE FOR FULL BODY PKG 2500 + VAT ) BALANCE 1312.5
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-pc/orchid2/receipts_advances.aspx 1/



