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Patient Name:...........[: !

Date Of Birth (bl &s,6) : ... /... /... Gender (yuall): M/ @ Marital Status:{Lelaa¥ ! Aadl) i,
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Yes/No If 'YES' give details

Medical Condition Zxdall itlall Y/ pai Jaemiilly SH pad dta¥) il 13)

Recent or current drugs/Medical Treatment
faa Gladle (o) il f 4y ol 5 alai Ja

Cortisteroids/Immunosuppressant
foliall clladie o Cilup i gh JalaTi Ja

Allergies fiubua (gl el Ja

Surgical Operations, Serious lliness
Sl jal (gl (3a Plad 5l Al e Cillee gl 2y jat da

Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease
il Gl jal $g.=1.h4g_|1§?\.au el Calad gl oy glla gy eam il Aa) ja

High Blood Pressure, Bleeding disorders, Anticoagulants
pall Clasaa gl (alai 5l iy 31 8 ISt cpall daii g lis 5l ol (o

Anemia, Leukemia (p2lf (U ) LiasS of (a2l i) Laasil

Chest disease, Asthma, Bronchitis, TB, Other
oAl gl jel (Judl cbiuaill b gl (il 43 4y ra yal sl
Renal, Urinary, Sexually transmitted disease
ka5 4 g1 al el o) S b (el el 5) e (laS A
Pregnancy, Contraceptive pill, Menstrual problems
Ty 5t 55000 b JSLda (po et Ja Sdaall aila g cpplabai Ja lala it Ja

Hepatitis, Jaundice, Other liver diseases
oAl oS Ll sal gl ol jhall ¢ (Sl 2SI gl

Peptic ulcer, Crohn’s ulcerative colitis, Other
00 Al Ay g ial gal ol 058 el Ay pmada i
Epilepsy, or any other neurological disease
Srandl leall A Ll jal (gh 5l g seall o ila3 o
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 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.

I 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
aresult 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.

I 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 fuily explained to me and that | have read it
and | understand its’ content 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: .../ .../ .....
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Vital Signs  4agaadl Ol palhl

Weight (35351): Kg Height (Jskl1): cm Blood Type (a4l huai) :

Pulse (aull): ppm Blood Pressure (pull kis):  / Blood Sugar (sufl <) :

Chief Complaint aulaall 23,1 3,05 G

Disease Mistory : guaall &,
Allergios Luuluwall
Medications 4 sa¥|

Pregnancy Jeall

Previous Surgeries, Hospitalization

hioall JEas! ¢ Tyl Slilas

Smoking (aal): Y / N Alcohol (JsasIl ghala3): Y /N Drugs (éGall glala3): Y / N

General & Clinical Findings 2 s yeudl § Loladl Slaa ML

Examination aadll

Radiography dacladll ;guall

Diagnosis aaaubill
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ORCHID MEDICAL CENTER

PATIENT NAME:

FILE NO#:

DATE TREATMENT

PAYMENT
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precisely Kindly Answer the following questions  @us aalill Al gle ylayff oo u*
How do you better describe your skin Type S Wiy & il ¥ Chiasll 5o L
[ Always Burned , little tanned o Shan¥ I WG, 3lEaY) Wils [0
[C] Always Burned, Never Tanned Shacdl Lase , Glaa¥l s [
[ Little Burned, Always Tanned Shand Wi, glaa¥i bl [
[[] Rarely Burned, Always Tanned She¥ 1 adls, 3lasyl st [
Have you Ever had Scars or keloids? Yes / No Y/ pai $3ua ol ugai Slodle Eoliw chial oypds Joa
. ” s
Have you ever had Herpes Slmp:\?:, blisters or ulcers on site? Yes / ¥/ g § ol G o il g1 e s s S ol g S
Have you Taken Akutan or Isotritonine in the last 6 months? Yes/ No ¥/ i SLua U gt coall YA Cpigha yigend) [5GsSY1 e cdslis Ja
Have you used Retin A.Glycolic acid or Hydeoquenon on Site?Yes / ¢ Eolal) Tilain ob 533 555 el oF LlSDlall (aea Siladia of 61 oals; cesdioal Ja
No . Y / o
Have you plucked or waxed hairNo: site in the last 6 months? Yes / Y/ oo il gasleal 1 1 ot g5t Ui b gty sl UT3) gl oS ,l i cuad o
Did you get exposed to sun or got tanned lately? .........cccoeeviinins e, 8 500t Leulay 2ol gl Aigla Bul uatdl Ty lg._n .;...,... 350 PI SilS g3
Do/ Did you use any tanning products? Yes / No ¥/ pn § Byt juand ol pdatins Sasdioul Ja
Do you Have any tattoos on site? Yes / No ¥/ pad § Eoal) Gl i g3/ gy 6l el Ja
Have you been diagnosed with any hormonal abnormalities? Yes / No ¥/ pni § Tiigaya JSLio y) SYEA] 5L Wibis cliauail o Ja
What products you are using for your skin N 0= —al~a— 1
oo ; olazill
recently?......c.ceeeiiiinnennnns rennssssssmessenasses Shlla iyl Lpasdin / lisasiod all Slasilf pale
Have you Done Any Laser Hair Removal Before? Yes / No ¥/ pad Sl ot Ay Tlae 51 cusal Ja
For Ladies: Are You Pregnant ? Yes / No ¥/ pai fala il Ja D lali olasall
Have you done any permanent make up? Yes / No Y/ pai Sall a3ls g LS ehals Gale ciad Ja
PPN hereby consent that ] B ce e Ll
| came to Orchid Medical Center/ Sharjah to remove unwanted hair by laser. Sl plusiouls alall 1550 50 (o 4 wusiall sad astdl UGY B Ll figalall 4Kyl 3%
| understand that laser produces a beam of light that generates an energy of sall
a certain wavelength which is absorbed in the pigments of hair follicles to . Uske 15 Gl sy @l aell s Liske s ,lll & f:’“;l ”
impair its’ ability to grow hair. FEIEES g i & a " el o @“‘J”u elo s
| understand that the results of the treatment varies from one person to omll el ple L300 Jlastl jal) Cdbieas g Bagmngall E Lua¥l o Lpuala
another by the variation of medical history and the skin type, hair type , 55 98l g g galall @Gl AL AT Gl padd fa AR P @l ol gl
patients commitment to precautions before and after sessions and the oelaa¥ 1 Glati) CdEal g o ladall say g i @llaal! Slasdats dyall o151 5
variation of-indivi(.:lual responses to treatment. and | consgnt that | know all U slan KU g il g BlallS atll UI3Y sl 3 k) GIS, JalS ple ole o3) 5 .2
the alternative hair removal methods and | choose removing my unwanted R T — N
hair by laser. oyllly sl A3l el o5l g @S gl o
| consent that | got the following precautions: G olagbail] i 43 ity
-It’s not allowed to get tanned or use tanning solutions for 4-6 weeks before Bl a9 U bl -8 Baal presdll Sldatine plodiial o) jracills gosw 3
and after treatment. AV le qubeal Vo Edtalt Jud al gl patilly autd ) 15l ol G,
- Waxing and Plucking must be avoided at least 6 weeks prior to sessions. b Yl ST S8 palall Talaia o aihall g LSall 5 53611 5 agtyl

- Tattoos and permanent make up on treatment site will be affected by laser. $ptall £ 55 5 Lomaluadl 5 ladtall elld Jasds 5 SalS ol a0 olhael o,
- Full Medical History must be given including previous treatments, allergies

and skin type. oo prias Lilie g1 gl Tacdlall sl ol YA SSY ) lhe [plgl cndll Galat
- people who took akutan during the last 6 months or any drugs that inhibits ol St A5) agiSas Y dhasha 5 5dl uastll 454

patients from sun exposure can not remove their hair by laser. Sluda sae @Il £ Gas gkl 5 oY1 Tuulall o daali 33 @3l 5l pé s 4l pg
I understand that i might see some change from first session, nevertheless ygllall Tadiill ple Jpa
the treatment will take many sessions to get the result. Lulall Jale
Side Effect G el s . . - N - .. R -
side effects may include burning like redness. and it’s possible to see some y "“f‘” e “’_S““ o2 9-dsll M.LA" a)....fl ”I_’ul silall “’ab_dl "’A‘T
swelling or cracks. these side effects will fade away few hours to few days ol Bl ay ) Bue o) cle b sy Dl o il palie¥ T oda y olda
after treatment. hypo/hyperpigmentation is not common and it rarely last. it's Loty 2l ey meais 5. Lfgaa Jla b assi ¥ @Sladl 5oVl oo Slasalll 50l
advisable to avoid sun exposure. and to use sun protections. comatill o Blgl) Bl pdalinall pladiol § Guad
| consent that | had the chance to enquire and ask any questions | have to 3oy 48 il g painall mllaadl o) W | g 5 5 badiad Layill of el i 6T

the therapist and | have read and understood the content of this form (or It - o a0 o e Tealill Syplad i 5 ol el cusd g T 1Y) 12 Sligine o
was read to me) and | am more than 18 years old or | have the approval of T . R,
my Sponsor. .@A‘,.nh”u...u“@;‘,lg r..\sdl.sgag)alg\]}w[,.nu

Name and Signature




Laser Hair Removal Treatment Log U0 ezl d13¥ Gllaall Jo
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File NUMber: ......coivirimiiiniriiiriiiinsinnsense s dilall 43, Evaluation and consent form completed? Yes / No

Pain Relief given? Yos / NO .......ccoviivmirmsranracrrmnnrensrassanon Pretreatment photography taken? Yes / No
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My

Session 1 Session 2 Session 3 Session 4 Session 5 Session 6

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

Post Treatment

Therapist Name and Signature ...........ccooviiiiiiinn
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9/8/2020 ClinicSoft - Receipt Voucher

| ouah sy <yqij <o
ORCHID MEDICAL CENTER

No: REC-011441
AED 1,250.00 RECEIPT VOUCHER

Date: 08-09-2020
Receive from Mr./Mrs./M/s. 1005737 - ABIR SAMIR ELHAWARY - 971544544676
The sum of Dhs. One Thousand Two Hundred Fifty Only
By Cash 1,250.00 / 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 6 SESSIONS FULL BODY + VAT BALANCE_EE
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@omc1l.ae
www.omcl.ae
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