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Dr. Leila Hassan Medical Centr Date of Exam:

Exam Type:

Name ALMARRI AISHA SAEED DOB  01.01.1999
Pat.1D 039251 Perf. Phys.
Ref. Phys

Indication Sonogr

IMP 25062024 | Day of Cycle Gravida 0
Day of stim. Expected Ovul Para 0

2D Measurements Value ml m2 m4 m5

Uterus

Fndo.Thickness 924 mm
Left Ovary

Length 293 cm
Width 234 ¢m
Height 1.91 cm 191
Volume 6964 cm® 6964
Right Ovary

Length 425 cm
Width 342 cm
Height 317 cm

Volume 24125 cm®
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QLM Life & Medical Insurance Company Q.p.s.C.

Pre-Approval Con

firmation Receipt

cysts

Pre-Approval Code—. 24090475620-R Pre-Approval Status Registered
Applied Date 22/07/2024 18:03 Approval Date 22/07/2024 18:03
Insured Name AISHA SAEED JABER ODAIBA ALMARRI
Provider Name DR. LEILA HAMID MEDICAL CENTER
Policy Holder AL RAYYAN FOR MEDIA & Medical Record No

MARKETING COMPANY
Policy No P2109000195-R2 Member Id MEM22295330
Type Out-Patient Admission Date 22/07/2024
Admission Period Admission Type
lliness Acute LMP Date
Priority NORMAL Currency QAR
Primary Diagnosis Other and unspecified ovarian Present lliness Dur. 4 DAYS

Facility Obstetrics and Gynecology Doctor DR. EBETSAM ABDULLAH
Benefit Basic Sub Benefit Chronic Conditions
Beneficiary Share Co-pay Percentage 0%

Co-ins Ded 20%

Approved By Age | Gender 25Y Female
Other Diagnosis

Past Medical History NORMAL

About Present lliness

C/O VAGINAL DISCHARGE WITH ITC

HING AND SMELLING PELVIC PAIN FOR 4 DAYS

Request. Line Of Mgmt.

Approval Remarks

"’Eyréétlijﬁig eat‘rpgpt}‘?rqg,Djek,fs?«k(’Rege;thpprp\fa!‘Beﬁmarks)k(TOQﬂj" Quantity | EstAmt | ApprAmt | Additionsl Status

. . Numben = , = = . : Copa’ :

111 Gynaecology Consultation() : 1 110.00 110.00 NA Registered
Us001 Gynaecology Ultrasound() 1 250.00 250.00 NA Registered

Total Estimated Amount 360.00

Total Approved Amount 360.00

Print Date 22/07/2024 18:06

Note : This is a system generated receipt, signature is not required

Pre-Approval Validity is 21 Days from approva! date or until Policy expiry Date whichever comes first.
Prices are approved subject to the agreed price list, contract terms, policy conditions and exclusions.

Claim has fo be submitted within 60 days from the date of service.

N.B. Approved Investigations listed above subjected to abnormality of preliminary investigation results

Services rendered are subject to policy terms and conditions.
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[] Others/ w3l

How do you want us to address you ? ¢ ol o Juadi Cag
[]By Name /g4 E’Bﬁo/ @)L [] Others (please specify)/ lelaii i 45kl s
| receive my Rights & Responsibilities E/ U all il g e 5 (3 58a AailE Caalini)
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Subject: Insurance Payment Agreement

i, , signed below confirm that | understand that | am obligated to pay the
amount of QAR as deposit to cover the cost of my visit should my insurance claim be

~srejected. If the claim is approved, Dr. Leila H. Medical Center will return the full amount approved by the
(surance company.
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