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Recent or current drugs/Medical Treatment

Cortisteroids/Immunosuppressant
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Surgical Operations, Serious lliness
Sl jal (5l (e P 5l Al ja Sllee gl Cyjal da

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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Chest disease, Asthma, Bronchitis, TB, Other
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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

| 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.
| 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.

I am fully aware that any payments is NON refundable

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

b

Date: 26 / ?.j/ 2ad e

il 5B Tagad

s oaiiall Colal) Jid (e o a5 o3l Guadjall gAllas @3y conall masil 5 34)s
Jagall

Saa53 Jal m s 1555 8 LAY ) Ty illy Toall el ¥ s o g
et ) Lasall g Jia¥ 1 Eokalls

andll gd K3 Lo e ddliae |gal @3l JMA coslall GBS 1 Saall e 461 g
Lol llaall s e Ahaa o] Bdls) clelya) s 46 G315 odsYI

Sas Tglhaall 5 Lay1 ladtal) 5 Dlall Slea¥ 1 JS GG ellaad) caalal) i
aalall 5 dgall G,ua
Glusadll of Lkl Slelyadl y slastall @G aels o) oliled ) aaadi oy ol 41 3
alls ke JLaSial pac e Aabilt sliebaall o jUai¥ agii) LS (o Loslall
syl
Slelya¥ s Sloasaill Lalimo 465 8 (3l Slielaall 5 Uand ] G Lol agds
KRUNIPERCR]
Slicliaa, oIl 455 18 Layall g Gadtall g andmill aleha¥l Gass ol sl
Lowbeaal) 5 a1 51 iyl 51 a il 51 LA

3l o clgE1 s oS 1305 5 o igstaall g

5 nanin bl gaid gl Gasd Sl kel oy 01 g Auakall claglaall TS 1 30
09 Lale EUBY1 S ¥y Lol B ssion Tpmaall gy 3005 Slaslao 51 ) p!

siadlya

5 JelSIL o dai 13 a8 g dgaill 3 1 g a1 158 i) Wl s lagladll 5l 1 530
3l JalSs e cundy g3l g JalSIL alaualis gaan crogi 5 S1,3 13 il

M3 3G 2 o Sell Sleshia (of Of 2 2l e b

il puadl (190 b al) a¥1 gy / sl g

..... A PO Y |



Vital Signs o gaall Gl sl

Weight (;391): Kg Height (Jakl!l): cm Blood Type (pll hsad) :
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9/26/2020 ClinicSoft - Receipt Voucher

v h i 2y <jql - <po
ORCHID MEDICAL CENTER

No: REC-011837

AED 210.00 RECEIPT VOUCHER

Date: 26-09-2020

Receive from Mr./Mrs./M/s. 1005901 - PRAFFUL BARVE - 971504281712

The sum of Dhs. Two Hundred Ten Only

By Cash 210.00 / 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 CONSULTATION + vat

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@omcl.ae
www.omcl.ae

orchidsvr-pc/orchid2/receipts_all.aspx
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