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Hepatitis, Jaundice, Other liver diseases
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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 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.
| belisve 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):

Date: .../ .../ .....
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Vital Signs 4 g2l &l iyl

Weight (340): Kg Height (Jskll): cm Blood Type (pu! ibuai) :

Pulse (,aall): ppm Blood Pressure (sall kis):  / Blood Sugar (pll <) :

Chief Complaint ssluall a3, 350 s
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Pregnancy Jeall

Previous Surgeries, Hogpitalization
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Examination _aadll
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precisely Kindly Answer the following questions

How do you better describe your skin Type
[ Always Burned , little tanned
[] Always Burned, Never Tanned
(] Little Burned, Always Tanned
[] Rarely Burned, Always Tanned

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 Hydeoguenon on Site?Yes /

No
Have you plucked or waxed hair on site in the last 6 months? Yes / @
No g

Did you get exposed to sun or got tanned lately? .......................
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?........ocooiiiiiiiennnt
Have you Done Any Laser Hair Removal Before? Yes / No
For Ladies: Are You Pregnant ? Yes / No
Have you done any permanent make up? Yes / No

Aoy Al Uil (e Llay] oo ya*

¢ byt § il s gl ga Lo
O
A
O

)l‘,wﬂ aily, 3laaYl 5,00 |:|
¥/ pai $50m 51 oy lodle Galuw ool gl Ja

Shaw¥lalila , 3laa¥1 4aila
Shandl dasae |, 313a¥ 1 alls
Slyentd) Lally, 3l aY ] dlls

Y/ ani ¢ pY] Glaie od Slasil o1 50 of dasenl Sa el 5ela o
@)r.;c.:__u-.ulpiwuy;@gjﬂw/&@ﬁbm allis Ja
§ @bl Ao g (yyingSe,ulel] 5T ilsSolall Gaan Slatia 5T 5T o) coadinl Ja
() pu
/ ax sl bl VI A bl 3t b qatdly Sausll W) 5l oS 5l ity 2iad Ja
............. ¢ pacad Loulas 2ied gl gl 3ad uadd! al¥ Lgad cayai 3,0 Jal cil e
@/pssﬁglwgb@uﬁm&md_‘
(W a2 8 pokall Galaia ob 550 / agdy §1 el Ja
o
(¥ p25 8 Ligaya JSLiia gl YA L Bl dhananin o5 Ja
...................... Sllla ehiyil lpauains / lpnesasus Sl olasill gala

(U s Sl a2 U3 el (51 syl S
(I s sl =il Ja t Jaié Sl

/Y ani s £ LSa chals Gl cus

LV e taull S ELSS shoals slew i Ja

hereby consent that
| came to Orchid Medical Center/ Sharjah to remove unwanted hair by laser.
I 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.

Name and Signature

Slem plniaals bl 3S51 50m i 4 sl ut bl Y Ll /pulal 351 5
gall 55

o5 e pngn e 515 Tils alys 5l 1pel] o Uile s 5l TS o g

ontdl olail le Lgiad Jaad et Caas b Basagall ¥ Ll | g loalia

£ 55 5l & 5t 5 palall G ! DGR AT ] i e BT E3Ml I ]
et Glaionl Al Slalall s 5 8 gllaall Slasdais il al50 5 o
Ayl 5 olag S g il 5 BlallS el AY Al okl GIS, JalS ple sle 5] 5.2
ol W51 AT 3] oS el o

I bl s 56 30

bl e g b sl 1 Sal prandll Sl pudatine alaatal 5l yrandlly gass 3
J31 e qulad V0 potal) il gl paally atdl Al ulis o,

Il 3l ST 35 gotall T 5 w31l £ LSl 01 5 agetd

Syutdll 3 s ealouadl 5 Sladlall elld it 5 Yal€ gl e lall olbac | in

on pgaiad yiilie 61 o) dlall el ol oA LY lae 1ylylis il yalazy
ol St A0 i ¥ gl 5580 unctll a0

Slids 5ae ] @ oy @3tall L8 Wo¥ 1 Ladadl e alaali 15 @il sl a2 il ag
gl Tl e Jyom

Bl e

3 pasll s i oSl a5 Gl it Lo Syitall jlyan) Dasilall Galye¥! arsT
omii g3l sas ol e gl Slels guss J3la bl Tusilall Lal,e ¥ 0da 5 clEis
Tt il pams gl 5 gsim Jlo g 5 ¥ Q3L ol ol Slaaail 5035
il o Lalgll 2l pudaZoall alidieal 5 uas

5518 a8 o3 mtnall gl ] A i 5 Leaicatl] Tumyill (g il 5 i
a5l 6 0e o e Ealill Syslat il 5 pd Goljh St G T LAY 138 Slisias o
i1 el (gl pae Sl o 5] s Tl



PatiENt'S NAMO: ... eieeeieieiireeerrrea e rreeretaneternae et enuatarananserasssrnsnsssrnsssssasssttnnessrisassstanssstenssstsassstannasmsnasssnnnnannsssnnsssanssns s yall g
File NUMDbeT: ......cooenir et rrr e e ena e —ilalt o3, Evaluation and consent form completed? Yes / No
Pain Relief given? Yes /NO ... Pretreatment photography taken? Yes / No

(005 €86 .

P
|
y £ y K
2 \ &
- - ~
2T~ X
A Xy A~ .
S — . W K
— < g R
— o P -\
[-¥%
- i -
Session 1 Sesgion 2 Session 3 Session 4 Session 5 Session 6

Treatment Date I-{M l o
Treatment Area | /D
Hair Type ﬁi , 'Z d*j
6

Mode
Fluence q [[6 ms-

Pulse Type C”l?\m( [%g
CNT Pulse

Passes [ fhp
Starting Time ?I 2 b] k ’Y\A

Finish Time
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Post Treatment
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9/24/2020 ClinicSoft - Receipt Voucher
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ORCHID MEDICAL CENTER

No: REC-011803
AED 1,312.50 RECEIPT VOUCHER

Date: 24-09-2020
Receive from Mr./Mrs./M/s. 1005886 - RIHAM MOHAMED HAMWI - 971503675401

The sum of Dhs. One Thousand Three Hundred Twelve and Five Fils Only

By Cash 0.00 / By Credit Card 1,312.50 (Bank Charges: 0.00) / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated
0.00

Bank: Cheque No. Date:

Being ADVANCE FOR FULL BODY PKG 2500+VAT ) BALANCE 1312.5

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: 4+ 9716 5558337, Fax: + 9716 528 8130, e - mail : info@omc1l.ae
www.omcl.ae

orchidsvr-pc/orchid2/receipts_advances.aspx 1/1



