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Cardiac surgery, Rheumatic fever, Endocarditis, Artificial heart
valve, Congenital heart 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):
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Vital Signs 4 gaadl &l ydigh!

Weight (3,341): Kg Helght (Jskf): cm Blood Type (pall ileai) :

Pulse (,auall): ppm Blaod Pressure (pall Lkad):  / Blood Sugar (sall Su)

Chief Complaint 3ulaall jas 01 3505 e

Disease History : s.aall &)l
Allergios Luluall
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Pregnancy Jaal!

Previous Surgeries, Hospitalization
ickinasll Jlagl . Tiglew Clalae

Smoking (il : Y / N Alcohol (Jsa<!l phlad): Y /N Drugs (,slEall phla): Y / N

General & Clinical Findings & el g doladl SUA

Examination (aadll

Radiography aclaill jgall

Diagnosis _aaaiill
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Descoription of Treatnment

This traatrment involves the collaction of your blovd (approximataly
11 - 22 mi), then your bload s spun down uglng a centrifuge to
separate out the plasma and platalet portion using the saparator gel’
an a apacial flitar. The PRP portion of your blood la than user a4t tha
point of cara to re-anargize your calla Into rajuvenating themsealves.
ha product is 10096 your own blood hy-pracluct (sutologous). If you
have any guastions pleuaes da not hagitate 1o ask your physiclin or
nurga.

8lde Effacte
you will likely axpariance mild to modarate sweiling of the treatad
araa, this will lnat for about 12- 24 hours; ice or ¢old compresses can
hia applled to reduce swaliing if required. You may nolice a tingling
genaation while the cells are baing activated. In rare casas skin
Infaction mey aceur, which Is easily treatad with an anti-blotle.

Contraindleations
You should not hava PRP treatment danae Ii you have any of the
following conditions: Skin condlitions and diseasea inaluding: Faclal
cancer, sxisting or unoured. Thie Includes SCC, BCC and melanoma,
ayatomic cencer, chemotherapy, steroid therapy, dermatological
diswasas affecting tha face (l.e. Parphyris), Blnod disordera and
platalot abnermalitias, Antlecoagulution tharapy (.a.: Warfarn)
Flatalat dysfiunction syndrome, erilical thrombooylopenia,
hypofibrinogenuemia, hasmedynamia Instablity, sepsls, chionie llver
disense, Hepalills or any acute or chronic infactions,
Agpirln, Antl-inllarnmatory such 88 Nurofai, Votaran, Diclofenac, or
Naproxen ete.? St Joling Wort, Qarlic,
Are you currently taking, or hava you racently taken (within 14 daya)
Vitamin E, or Figh Ol aupplamenta that coult hive & thinning etfect
QA yaur Blued,

in cane of prasancs of any praviauaty mantlaned
eontraindiealions please meaenton it hare
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Or Agle 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, rasults will vary batwean
individuals. | understand that although | may se@ a‘
change after my first reatment; | may recuire a series
of up to 6 sessions t0 obtain my desired outcorme. The
procedure and side offects has been explained to me
including alternative methods; as have the advantages
and disadvaniages. | am adviged that though good
rasults are expected, the possibility and nature of
complications cannot be accurately anticipated and
that, therefore, there can be no guarantes as
expressed or implied either &s o the success or other
result of the treatment. | am aware that the PRP
treatment is not permanent as natural degradation will
occur over time.

| AULNONIZE DI wavvevnneniasiiimsnsisrissssaansiasaissasasina
from Orchid Medical Genter. perform the Injection of
PAP (Platelet Rich Plasima) for rejuvenation. This
consent form will be valid for up to 6 applications of
PRP, after which time | may be asked to compete a
niew form. | state that | have read (or it has been read
to me) and | understand this cansent and | understend
the Information contained in it. | have had the
opportunity to asic any questions about the treatment
including rlsks or alternatives and acknowledge that all
my questions about the procadure have besn
answered in a satisfactory manner and that all lslanke
wara flllad In prior to my signature and 1 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 questionnalre,
| have answerad the perdonal medical history
questions fully and to the best of my ability.
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9/28/2020 ClinicSoft - Receipt Voucher

o b lla g {Jgi j—<j3D0
ORCHID MEDICAL CENTER

735.00 RECEIPT VOUCHER (No.REC-011876) Date:28-09-2020

Receive from Mr./Mrs./M/s. 1005913 - BARKATH MOHAMMED SHAFFIULLAH - 971529708740

The sum of Dhs. Seven Hundred Thirty-Five Dirhams and Zero Fils Only

By Cash 0.00 / By Credit Card 735.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00
Bank: ChequeNo. Date: 28-09-2020
Being PRP FOR HAIR WITH BIOTIN + VAT

Made by Hiba

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

orchidsvr-pc/orchid2020/invoice_allocated_receipts.aspx?appld=49046&invid=17275



