File No: .1 Q0. 2. 1HO Date: B/ 1 2020

Date: Cg /.. /Q@Zn File Number: ‘QO‘S? ” O
Patient Name:......... 'A“”\{’ ..... N‘J W, )\]\ - \(\gl"\. .......................................................................... o sall ps)
Date Of Birth (suall iyt : 3 /5./.85 Gender Laal) (M4 F Marital Status:aetusa Itati) ... /A&KAL/
Nationality (deuiall): ‘:’,}’1:':-.-!?1“...‘ e TIPT Occupation ({aukgll) ; ....... {2 BINE QL R R
Address (5lsiall) 9’\“§~~—AU"C‘J\¢\, ......................... Phone No. (gl iy ...C2 266516305 ... ....
E-MAIL: ... Anagass :v.\.(ﬁ}.:@/.'...\!..‘\f.‘&?}e..-s.«.:;.\ .................... How did you Know about US: .........c.everererirriianennnnnees
Medical Condition 4kl Alta)| \??ﬁo d.\.JIJIESSJl E.va\g‘?lt a:Iasts 1y
Recent or current drugs/Medical Treatment
i lae (51 IS 3 A 1 ol o No
Cortisteroids/Immunosuppressant
ficliall Cilladia of iy s i gl alaZi Ja \\\O
Allergies Fisbua (gl dbal Ja @9
Surgical Operations, Serious lliness
foal sl (sl g gilad 5l Ll e lilee (g 2y 2l da \J °

Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease o
Glall al jal Lga‘.'\mu_lﬁ‘al.ma el Calad gt sfla gy e ol dal ja

High Blood Pressure, Bleeding disorders, Anticoagulants 9 5
foall Cilagan (5 oo 5l iy 3l 8 JSUoa coall dnin b i 5f etlal Ja
Anemia, Leukemia (pal} (la_ju) LiasS b ¢(aall jad) Lagil $ 2
Chest disease, Asthma, Bronchitis, TB, Other p )
LS_).A‘ u'a\)ﬁ\ cJad) u;\\._u.ai]\ q.! s__\l.g.'\.“ ‘1:“"'5:‘: :Ln_jl J\._v_)dua U"‘)“
Renal, Urinary, Sexually transmitted disease \\}D
bl gl A gy (yal el 5l ASH B yial jal (g1 (g (gilaS
Pregnancy, Contraceptive pill, Menstrual problems /
92 el 55l b JSWBe e (pitad Ja Sdaall wile (g) Galalas Ja $dala il Ja ﬁ
Hepatitis, Jaundice, Other liver diseases D
A B il el (51 cedsieall ¢l gl 2SI gl
Peptic ulcer, Crohn's ulcerative colitis, Other o
S oal A sma il sl gl 005 S 6la Ay gnada i V
Epilepsy, or any other neurological disease “ B
Somandl Jleall i Gl jal (5 o) g puall (ga Slad Ja
Thyroid Diseases, Diabetes \\9
948l Baall (yial yal g (g Saall (ya ya (ga had A

Other conditions ¢ _al sl el sl (e las Ua 9 7
HSV, HIV...etc -LI-}uL_SH Shadl =g OV ey gl



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 desmed
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.

[ am fully aware that any payments is NON refundable
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Vital Signs 4 gaad| ol piighl
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9/8/2020 ClinicSoft - Receipt Voucher

o bl o (Jgi j—<j}D
ORCHID MEDICAL CENTER

AED 682.50 RECEIPT VOUCHER (No.REC-011448) Date:08-09-2020

Receive from Mr./Mrs./M/s. 1005740 - ANAS MOUSA YASIN - 971566516308

The sum of Dhs. Six Hundred Eighty-Two Dirhams and Fifty Fils Only

By Cash 0.00 / By Credit Card 682.50 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

Bank: Cheque No. Date: 08-09-2020
Being Zoom Whitening + VAT

Made by Rana

1.Any Advance refund will be accepted within 48 hours for 25% of deduction from the total amount.

2Treatment includes lab cost is non-refundable.

3.After 48 hours No refundable accepted

Confirmed by :1005740 - ANAS MOUSA YASIN - 971566516308

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

orchidsvr-pc/orchid2/receipt_view2.aspx?rec_code=REC-011448
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