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Recent or current drugs/Medical Treatment
Maa Cladle (51 il o 4500 5f alai Ja

Cortisteroids/Immunosuppressant

Allergies fipbua gl dlal Ja

Surgical Operations, Serious lliness
Sl jal (gl ga Plad 5 Aal ja e gl cy jal Ja

Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease
Gl al cga\.':uu._.:.ﬁ?hm el Caland (gl e gila g ) (raa i dal ja

High Blood Pressure, Bleeding disorders, Anticoagulants
foall lasas (ol haladi ) iy il i JSLAG cpall daraia & o lis ) clial Ja

Anemia, Leukemia (sl ¢jda ) LS ol ¢(pat jid) Lasil

Chest disease, Asthma, Bronchitis, TB, Other
oAl Jal el dull «ilpaill gs gl (s A )l cdy e al el
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
0 Al Ay gma al sl 5l ey S 6l iy gnada
Epilepsy, or any other neurological disease
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Thyroid Diseases, Diabetes
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Other conditions ¢ 3l Ual el ) (e gilad Ja
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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.

| 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 fess 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

Patient’s Signature/ Guardians (In case of minors):
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(el HLA Tigan

s oaiiall Cnball Jid e o Ly 15 3 Ladjall o3lla 3y cilall gacd 5 34151
Jagall

G153 ST m Lpged 05 28 oY ) gl Bglall el 2y 1 s O g
Judi¥ | Zasall g 1Y gl

oanill g S5 Lo e Galiaa Lol Eolall Joa carkll 23Sy o oSaall oy G agdsl
Lol ladl ol e Giliae 5f Lalid] olela] il i (31 oY

S Tugllaall 5 LUl S ladball g Tadall ool a1 JS S50 @llaall unkl] Sagdl
Aala)l g Ligall Gpa
Llaaadll gl Ll wled ¥ 5 oladall gLl puali gl Slilaud @ p2a o3y ol il il
ills Eole JUinul pae e Talill slieliall 5 Ui gl LS o g) Losiall
Ayl l
Slebyatls sliagadll Talias 565 38 o3 Slicbiaall o HUad¥ | Gl Lol agdd
Lialall y Ladall
olicliae, ot G5 98 Labadl 5 Ladlall 5 Tuadsall ollall san ool g
Lualoaaldl 51 a1 51 sl ol a5l 5 lgalY IS

taa o 5 Luadlall Tosall Jilie Lgads e g 53351 sally agany lin i agdil
Bkl oo LT B JalSIl g i ysllaall gl
5 Ansnaa bl ga1d g € gl pulall g 11y aakal] claslaal] GlS i 31
039 Lol E3Y ) S Yy Lol Ty i Tpmall il 3L Slaglan 81 5 !

ity

5 JalSlly o] 4oyt 3 sl 138 0 5 LY 15 st Al Slagladl] gl 51 il
bl JolSs dile caally il g JolSIL abual guan ciagh 5 D15 23 i

SapaW WG e a Sl Slesian T O 24 a5 e b

(a1l G50 2 ) a1 ol / sl s

..... ! S L :&__DI:J'



Vital Signs a4 gaadl &l iyl

Weight (33s1): Kg Helght (Lslal)): .em Blood Type (sl duai) :

Pulse (,adll): ppm Blood Pressure (safl Wiwa): - / . Blood Sugar (sall ) :

Chief Complaint sulaall a0 ,L) 3L G

Disease History : gwaall & 6l
Allergies Luuluall
Medications 3y5s¥/

Pregnancy Jaall

Previous Surgeries, Hospitalization

Smoking (s} : Y / N Alcohol (Jsa!l pllad) : Y /N Drugs (ssiliall pabad):

General & Clinical Findings % o yuadl § dalal) Sl

Examination (eaadll

Radiography #aclsidi jguall

Diagnosis s i)l
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9/23/2020 ClinicSoft - Receipt Voucher

G T N | ] ‘i]gi j—<}-D
ORCHID MEDICAL CENTER

AED 1,260.00 RECEIPT VOUCHER (No.REC-011771) Date:23-09-2020
Receive from Mr./Mrs./M/s. 1005875 - AMIRA IMAD ALMAST - 971508266817

The sum of Dhs. One Thousand Two Hundred Sixty Dirhams and Zero Fils Only

By Cash 1,260.00 / By Credit Card 0.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

Bank: Cheque No. Date: 23-09-2020

Being BOTOX FOR UNDER ARMS + VAT

Made by Hiba

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 :1005875 - AMIRA IMAD ALMAST - 971508266817

Tel: +9716 5558337, Fax: + 9716 528 8130, e - mail : info@omc1l.ae
www.omcl.ae

orchidsvr-pc/orchid2/receipt_view2.aspx?rec_code=REC-011771



