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Cortisteroids/Immunosuppressant
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Allergies Tapbua i <bal Ja

Surgical Operations, Serious lliness
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Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart disease
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High Blood Pressure, Bleeding disorders, Anticoagulants
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Anemia, Leukemia (paf (Ua ) Lasf o) ¢(aall ih) Lyagil

Chest disease, Asthma, Bronchitis, TB, Other
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Pregnancy, Contraceptive pill, Menstrual problems
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Hepatitis, Jaundice, Other liver diseases
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Epilepsy, or any other neurological disease
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Medical Consent Form

I 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 procedurss 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.
I 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.

I 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.
I 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.

T'am fully aware that any payments is NON refundable

Patient’s Signature/ Guardians (In case of minors):
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Vital Signs 4 gaall &yl

Weight (0)541): Kg Height (JJsl!l): cm Blood Type (sl iliai) ;

Pulse (aall): ppm Blood Pressure (sall kaz):  / Blood Sugar (a4l <) :

Chief Complaint 3ulaall saa,bl 5)L) aac

Disease Higtory :puiall g Gl
Allergies dyuulual|
Medications .Y/

Pregnancy Jeall

Previous Surgeries, Hospitalization
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General & Clinical Findings 24,3 juudl § doladl S

Examination aadll
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Diagnosis (asauiall
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Daesoription of Treatnment

Thia treatmant Involves the collsction of your blood (approximately
11 - 22 mi), then your bload is spun down uging a centrihuge to
ssparate out the plasma arid platslet portion using the aeparator gel’
ac a apacigl flltar. Tha PRP portion of your blood Is then used at tha
point of care to re-anargize your calls Into rejuvenating themaelves.
The product Ia 100% your own hlood hy-product (autologyous). If you
have any guestions pleqga <o not hesitate 10 ask your phyalclan or
nurgs,

Bide Effects
you willl llkely axpariance mild to modarate swelling of the treatad
area, this will last for about 12- 24 hours; ice or cold cumpressas ¢an
he applled to raduca swelling if required. You may notice a tingling
gensation while the cells are being activated. In rare cases skin
Infaction may oceur, which ig easlly treatad with an anti-blofle,

Contraindlcations
You should not have PRP treatment dane if you have any of the
fallowing conditions: Skin conditions and diseasss including: Fagial
cancer, existing or unoured. This includes SCC, BCC and melanoma,
syotemle cancer, chemotharapy, sterold therapy, dermatological
disenses atfacling the face (Le. Porphyrin), Blood disordsm and
platalet abnermalitios, Anlicongulullon thurapy (La.: Warfadn)
Flatalat dysfunclion syndrome, critical thrombocytopenia,
hypofibrinogennemla, haemodynumic Ingtabliily, sepsis, chionle lver
disense, Hepalilis or any asute or chronle infections.
Asplting Antl-intlammatory such os Nurofen, Voteran, Olclolents, o
Naproxan ete,? St Johns Wort, Qarlic,
At you Gurrantly taking, or have yau racantly taken (within 14 daya)
Vitarmin E, ar Figh Ol supplomants (hat could hiva & (hinning etfect
Qf your bluow,

in aane of praganas of uny pravloualy mantlaned
eontraindisalions please menkon it hare
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Or Asle the dogctor If you are not sure or you have any questions.
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| understand that due to the natural variation in quality
of Platelet rich plasma, results will vary batwean
indivicduals. | understand that although | may see a
change after my first treatment; | may reduire a serles
of up to 6 sessions to obtain my desired outcome. The
procedure and side effects has been explained to me
including alternative methods; as have the advantages
and disadvantages. | am advisad that though good
results are expected, the posaibility and nature of
complications cannot be accurately anticipated and
that, therefore, there can be no guarantee as
expressad or implied either as to the success or other
rasult of the treatment. | am aware that the PRP
treatment |s not permanent as natural degradation will
occur over time.
| AULROMIZO D 1uvvecercisemcimrrrrasirrasseresscainscaccsane
from Orchld Medical Center. perform the injaction of
PRP (Platelet Rich Plasima) for rejuvenation. This
conaent form will be valld for up to 8 applications of
PRP, after which time | may be asked to compsts a
new form. | state that | have read (or it has been read
to me) and | understand this consent and | understand
the Information contained in it. | have hacl the
opportunity to aslc any quastions about the treatment
inoluding risks or alternatives and acknowledgse that all
my questions about the procadure have been
answarad In a aatisfactory manner and that all iblanke
wara fillad In prior to my signature and | had the right to
refuse the treatment. THIS CONSENT FORM IS VALID
UNTIL ALL OR PART IS REVOKED BY ME IN
WRITING. When completing the medical questionnaire,
| have answerad the personal medioal history
questions fully and to the best of my abllity.

Patlent's Name end Signature:

Dater .../ .../ ...
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9/23/2020 ClinicSoft - Receipt Voucher

o Jlay <glj <o
ORCHID MEDICAL CENTER

AED 630.00 RECEIPT VOUCHER (No.REC-011788) Date:23-09-2020
Receive from Mr./Mrs./M/s. 1005880 - AHMED JAMAL - 971504211440

The sum of Dhs. Six Hundred Thirty Dirhams and Zero Fils Only

By Cash 0.00 / By Credit Card 0.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 630.00

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

Being PRP WITH BIOTIN + VAT

Made by Hiba

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

Confirmed by : 1005880 - AHMED JAMAL - 971504211440

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

orchidsvr-pc/orchid2/receipt_view2.aspx?rec_code=REC-011788



9/23/2020 ClinicSoft - Receipt Voucher
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ORCHID MEDICAL CENTER

No: REC-011786
AED 1,000.00 RECEIPT VOUCHER

Date: 23-09-2020
Receive from Mr./Mrs./M/s. 1005880 - AHMED JAMAL - 971504211440
The sum of Dhs. One Thousand Only

By Cash 1,000.00 / 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 3 SESSIONS PRP WITH BIOTIN + VAT BALANCE 890

Made by Hiba

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@omcl.ae
www.omcl.ae

orchidsvr-pc/orchid2/receipts_advances.aspx 7



