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Maedical 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.

I 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 guarantes 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.

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.

| 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):

Date: .../.../7 .....

e 5181 gl

3 omEiall ol sk 0 ol Ly 5 il Tpndyall gl E3kas elell a5 33051
Jagall

G055 Jal 0 Lased (1555 25 LAY dpemsiily Tall el Y| my o gl
Jeaid | dasall g i £otalls

vandll 53 K3 Le e Biline igel 3l JSha conll (35S 5 Saall opo 4l o
Lol Ll all oG e Ailine of LiLis) @lelya) ool 53 3l 5 pd¥!

S Tygllaall g oyl Sladiall 5 Ludal) Slelad ) JS 330 @lasd | alal) jasdl
Dalall 5 Ligell Grx
Luboanll of Luall Sileln¥) g Siladtall @il s o obilacs §) pal o3y ol G 3l
Sl Ee Uil pae e Tl cliclaall o jUai¥) agil L oo Loshall
syl
alela¥ly olissaill Lalas (5 G (3l oliebaall 5 Uai¥| G LS agdi
Aaalall y Lasialt
olielas, ol $us 28 Lalaldl s Ladkall g Luasnadll Slla¥l Gas ol oyl 4
Localiaall g AR 51 sl i a3l o1 QLN S

Tl o elgin¥ ) s JolSIL sawl o) oaa Gslhall \;‘9...“)“
3.@J&”g&ﬁsﬂfmﬁ@.ﬂlwu|é_umljwlohjh4” MKuiﬁll
Qs Lade Y] 580y Yy Lol dy e (oo Gammall Sl 3l olaglan 51 )1 )

wiilye

3 JolSIL o dad 3 35 Eagaill 138 51 13T 1 130 ) Ul o Loglaall gl 1 il
@3l ol e iy o 5 JolSIL dealis quas eagid 5 S5 6 il

S3puN 2B b & Sell Slegiia ol OT 2 45 e bl

il el 330 00 ) LY s/ sl s

SR TR AT P ki
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Filler injection Log
Date Filler Type Area Treated Right / Ml Left / Mi
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Botox Injection Log

Date Area Treated Right / Units Left / Units
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9/30/2020 ClinicSoft - Receipt Voucher
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ORCHID MEDICAL CENTER

No: REC-011914
Date: 30-09-2020

AED 1,260.00 RECEIPT VOUCHER
Receive from Mr./Mrs./M/s. 1005934 - MOZA 00. - 971569666951
The sum of Dhs. One Thousand Two Hundred Sixty Only

By Cash 1,260.00 / 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 1 filler under eyes + vat

Made by Reem

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@omc1.ae
www.omcl.ae
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