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Medical Condition 4kl Alalf
Recent or current drugs/Medical Treatment
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Cortisteroids/Immunosuppressant

Allergies fiabua gl bl Ja

Surgical Operations, Serious lliness
al gal (gl e el 5l Aal o cililas gl cy jal da

Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease
il Ll jal s"au.‘h.\ﬂ?hm il abid gl ey gila g e sl Aad ja

High Blood Pressure, Bleeding disorders, Anticoagulants
faall Clares sl abadi o) iy 331 B JSLAS cpall Jaraa 8 g LS 5) lal o

Anemia, Leukemia (a2l Uaju) a5 ¢(aall i) Luagl

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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Hepatitis, Jaundice, Other liver diseases
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Peptic ulcer, Crohn's ulcerative colitis, Other
s Al L gma il jal gl e019 8 ol Ay pme da B

Epilepsy, or any other neurological disease
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Thyroid Diseases, Diabetes
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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 efflclent and
enhanced service, dlagnostic and other procedures may be deemed
necessary.

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

| authorize my treating doctor to perform any procedurss which are
advlisabla In their professional judgment.

| understand that no warranty or guarantee has been mads to me as
a result or ours just as thers may be risks and hazards in continuing
my present condlition without treatment.

| understand that there are also rlsks and hazards to the performance
of the diagnostic and/or surgleal procedures.
i realize that common surgloal or diagnostic procedures are potentlal
for an infectlon, swelling, bleeding. pain or allerglc reaction.

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

| consent that all medioal history and Infermation | provided in my
medical flle Ia trus and | understand that any Information | provide
ragarding my medical status wlll be kept confidentlal and anonymous,

| balisve that | have sufficlent Information to give this consent. | certify

that this form has been fully explained to me and that | have read It
and | understand Its’ oontent and | algn It with all my wlll,

T am fully aware that any payments is NON refundable
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Vital Signs  4agaaldl &l pii3ll

Weight (5;3sll): Kg Height (felal): - - cm Blood Type (sall iluai) :

Pulse (Laull); ppm : Biood Pressure (sll-leaas)s . 1 Blood Sugar (sl S :

Chief Complaint 3ulLaalf a0,k 3505 e

Disease Mistory : s ,all &,
Allergies Liuliuall
Medications aa¥!

Pregnancy Jaall

Previous Surgeries, Hospitalization
iatiienall Jlanl ¢ Gsley Slilae

Smoking (,aull): Y / N Alcohol (Jsasti cLla): Y /N Drugs (nélall gLla): Y / N

General & Clinical Findings 2yl § daledl SUA LI

Examination oadll

Radiography aslsdl ;gall

Diagnosis _assuiill
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precisely Kindly Answer the following questions
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How do you better describe your skin Type

¢ byt & il | Chiagll g L

] Always Burned , little tanned

[] Always Burned, Never Tanned
[J Little Burned, Always Tanned
"] 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? .................cce..
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. s At
Have you Done Any Laser Hair Removal Before? Yes / No
For Ladies: Are You Pregnant ? Yes / No
Have you done any permanerit 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 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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 Laser Hair Removal Treatment Log el saitl Ul5Y Laltaall Jos

Patient's Name:........

File Number: ...

coencdlall a3,
Pain Relief given? Yos / NO ........cocvviiiiiiinniiiviiinieciiaannn

Session 1

Session 2
Treatment Date

Treatment Area '}?IL(:] 9,0& Slmua

Hair Type M l D
Mode
Fluence Q’Ttﬂ ‘LB ’
Pulse Type Y%/l l S’M
CNT Pulse
Passes [ M
Starting Time
Finish Time
Post Treatment W
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Therapist Name and Signature

.............................
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Evaluation and consent form completed? Yes / No

Pretreatment photography taken? Yes / No
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