File No: .} 0.0 B F30

Date Of Birth (askall &) : 17, /.4/193} Gender (Luwall) : M /@
Nationality (fuiall): . 5 qrign....

Address (3lsil) :.....e. L J*‘@J
E-MAIL:  AAhégras. n{mf(fﬂf mw/ LAt
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Medical Condition 4ukll L)l
Recent or current drugs/Medical Treatment
Wsa cladle () Al o) 4y g (5f alai Ja

Cortisteroids/Immunosuppressant
fcbial cllafie of oy i gl alai Ja

Allergies faubus gl bl Ja

Surgical Operations, Serious lliness
u¢|)4\(§|wqﬁ.n.131m'l):.ulglmg el da

Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease
il Gl jal c"’.&\.'uauflﬁ?lam ol Calad il oy sila g ) (ea cali dal ja

High Blood Pressure, Bleeding disorders, Anticoagulants
fadll Cilazan gl alaTi gl iy 30l b JSLE ol Jaiia A plis )l syl Ja

Anemia, Leukemia (pall gla ) LaS o ¢(pal i) Laxil

Chest disease, Asthma, Bronchitis, TB, Other
‘5)'a| U.‘L)“‘ «Judl n.'.aL_u.ai“ ga A,ﬂ.@.'l“ cw L_)\ ¢:L|-_J.\..¢ ua|_)4|
Renal, Urinary, Sexually transmitted disease
bl ol A g (al el 5l ASH A jial el (g1 (3 (el Ja
Pregnancy, Contraceptive pill, Menstrual problems
£2 5080 5530 3 (8L (ja opilad Ja fdaall aile o cpalalati Ja Sdalan ol Ja

Hepatitis, Jaundice, Other liver diseases
A S Ll el (g el yiuall ¢ bl asli il

Peptic ulcer, Crohn’s ulcerative colitis, Other
0l Aygma al ol (gl 49 S 6l Aypmada i
Epilepsy, or any other neurological disease
Somanll jleall i pal gl 5h o) g yeall (e Jlad Ja
Thyroid Diseases, Diabetes
?%ﬁ)—\l"ﬁﬂ‘ ud‘)n'\,‘é)&d‘ua‘)au.a‘;l\.ﬁ&

Other conditions ¢l sl el ¢l o (s Ja
HSV, HIV...etc dasdl Sall Gy 58 a1 uy s

Yes/No !

Date: + /1 912020

File Number: fl Q 05:1‘30

Mantal Status: (LnLuavldul) jﬁw 7;{.@/6?('?((,;

. Occupation (Lidss) : evveverrnaeninns W-

.....

Phone No. (ilel! a3): PIT2. 5,{5‘5 44 .1...

How did you know about us: ... tyyfyw/@ .............
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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 moet efficient and
enhanced service, diagnostic and other procedures may be deemed
necessary.

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

| authorize my treating doctor to perform any proceduras which are
advisabla 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 conditlon without treatment.

| understand that there are also risks and hazards to the performance
of the dlagnostic and/or surgleal procedures.
| reallze that commen surgical or disgnostic procedures are potentlal
for an infection, swelling, bleeding. paln or allerglo reaction.

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

| consent that all medioal history and informatlion | provided in my

medical flle Ia trua and | understand that any Information | provide
regarding my mediocal statua will be kept confidentlal and anonymous.
| believe that | have sufficlent information to give this consent, | cartify

that this form haa been fully explained to me and that | have read It
and | understand (ts' aontent and | sign it with all my will.

[ am fully aware that any payments is NON refundable

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

Date: .../ .7 ...

o Sl Tiga

3y il el L e ol Lt ol Gyl il 50y el e 5 3dl4)
WJagall

Gugidal Ha e 5550 10 LlaY ! Laaa Milly Lulall SLaY ] Gas G il
JJeadd Laaadl o JiN gyl

oeadll i S5 L e Gl gl 30l JMA adal! (BESSS 1 Sl e ] 0l
L dadan )l ol e il gl Lilis] Sl ] Gallais b gl g ody¥i

pSn Tyl g Lajsl Slastall 5 Quall 01 JS 3 gllasl el g
Agalall 3 tagall G

Abiandll gl udall S|y Silathall 200 faald yf SULes 1 pid o o 1
ks gole JLSinil pie e Aabill Slieladl y jUaAY! pgdil LS o Aadiall
(sl |

Sl ly sliapaill Labias 385 3 (3 Slieloaall § JUasd | UIS Lald oyl
Aga el g dapstall
Sl b, ! g b Labiad | Lt g Gass bl S b el i Gl ol
a1 3100 g s ) LENIE
fan o 3 Gpshall Loatd! i pais e oy oa¥1 sally e G ) gl
S e L JalSIL i s plladdl gl
y vhsunca ilall gt o) Casd @il glal! 2L g Lod! alaglead! WIS 51 )
O34 Lale YT S Yy Lald 4y ps (ol dncall il fladi laglas 81 1 pgdd!
il

JalIl o it 5k g eaill 138 51 g LAY 1 e LI Slaglaall G (1 it
gyl Jally e cady ool g S8l daalll faan Suagd 5 D14 4 !

BEY IR TR TN BV gt (NI RER VY NURP U VIR VPR P

(I sl 93 b o) ¥ gy / sl ks
)

/
Py

e

7ot B 17 il



Vital Signs @ gaall Cal i 3Ll
Weight (:5341): 5"2_ Kg Height (Jsk!1): ;57 cm Blood Type (sl iliai) : 6"’

Pulse (,al): ppm Blood Pressure (pul kis): / Blood Sugar (sl <) @

Chief Complaint 3ulssll a3,k )l s

Disease History : g.a,4ll &bl
Allergies Luuuluuall /1/
Medications LigaY!

Pregnancy Jaall

Previous Surgeries, Hospitalization
iadiall Jaal . dasl clilee

Smoking (uasl): Y / N Alcohol (Jsas!l phatal): Y /N Drugs (jsliall glala): Y / N

General & Clinical Findings 2 yucedl 9 doladl Sl

Examination aadll

Radiography acladll ;guall

Diagnosis esauiill
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ORCHID MEDICAL CENTER

PATIENT NAME:

Abeen
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FILE NO#:

DATE TREATMENT

PAYMENT

BALANCE
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ORCHID MEDICAL CENTER

precisely Kindly Answer the following questions

Jlas- ... ol ... 000
Wealth Sl Beauty

How do you better describe your skin Type

[] Always Burned , little tanned

[ Always Burned, Never Tanned
[ Little Burned, Always Tanned
[] Rarely Burned, Always Tanned

Shad | i, 3laaY ils [
el dagae , Glaa¥izdls [
Shacdl daily, Slaa¥) i [
Slran¥l Talls, Glia¥l 5l [

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 Hydeoguenon on Site?Yes /

Did you get exposed to sun or got tanned lately? .........cccoovvivinnn
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?........cceevicininnnnns

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

i ite i 2
Have you plucked or waxed haero: site in the last 6 months? Yes / " /ﬁu el bt T\ ) o bl o b ractlly a3 ‘_‘s,l 3
i
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| e e hereby consent that

| came to Orchid Medical Center/ Sharjah to remove unwanted hair by laser.

I 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 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.

Name and Signature
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Laser Héir Removal Treatment Log el sl Q15Y dallaal) Jaw

Patient's Name:.........ccoccviiiiniiiiiiiiiinnninniinnans M)bee\oru.”.ll et
File Number: ... ecilall o) Evaluation and consent form completed? Yes / No
Pain Relief given? Yes / NO ...........cicciiiiiiiiniiiiiinciiane Pretreatment photography taken? Yes / No
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Session 1 Session 2 Session 3 Session 4 Session 5 Session 6
Treatment Date ‘LL 9 ' b

Treatment Area Q' kM {“g L

Hair Type M |
Mode w
Mey Qb

Fluence

Pulse Type ?]_/I 15~ Mg

CNT Pulse
Passes ﬁ?/\,«f)

Starting Time

Finish Time (F M

Post Treatment

Therapist Name and Signature ............ccccvviiiiiiiiinnn



