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OUTPATIENT ASSESSMENT FORM

DArE,....LI LEf ?!l!...,-..rIME: ...tl.iss
FiteNo: Oq bAl

Presenting complain and duration :

Pulse BP Temperature Respiratory
Rate:

Weight

Height

Pain Score Head Circum (Pedia) Nurse lD/Signature

History of Present Illness :

cl=/...-.2.*..-ru.:.......::..:................:.:::.:
- -^leLw4-^-4rW

Allergies: tr Medication trFood zfto nYes

Others If Yes, Specify:

Past History (Medical / Surgical / Psychological): trNo trYes If Yes Specify

ReviewOfSystems: etdtSignificant trsignificant-specify:

Family History: tr No A'il,
.-----'Ar-d---

If Yes Specify

Current Medications: n No 816 If Yes Specify

w=ffi

E{f6 trYes
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QLf# Life & Medicafi lnsffranse frompany Q.P.S.C.
Pre-Approval Confirmation Receipt

Total Estimated Amount

Total Approved Amount

Print Date

1 10.00

1 10.00

26109120241AA0

Note: This is a syst6m generated receipt, signafure is not required

PrE-Approval Validity is 21 Days from approval date or until Policy expiry Date whlchever comes flrct.
Prices are approved.subject to thG agreed prlce list, contract terms, pollcy condltlons and exclusions.-..

Claim has to be submltted withln 60 days frorn the date of servlce.

N.B. Approved lnvestigations Iisted above subjected to abnormality of prelimlnary investlgation results
Services rendered are subject to policy terms and condltions.

24090698354-R PrerApproval Status

Applied Date i 2510912024 20:51 Approval Date : 2510912A24 2A:51

lnsured Name ALKADI MOHAMED

Provider Name DR. LEILA HAMID MEDICAL CENTER

Policy Holder : Qatar National Bank Medical Record No

Policy No i P2209000012-R2 Member ld : MEM22013330

Type : Out-Patient Admission Date : 2510912024

Admission Period Admission Type

lllness : Acute LMP Date

Priority NORMAL Currency QAR

Primary Diagnosis : Atopic dermatitis, unspecified Present lllness Dur. : 6 YEARS

Facility : Dermatology' Doctor : DR. ADIL HAMID HASSAN

Benefit Basic Sub Benefit : Chronic Conditions

Beneficiary Share : Co-pay Percentage

Co-ins Ded : 50 QAR

Approved By Age/Gender : 6Y Female

Other Diagnosis

Past Medical History NORMAL

C/O ITCHY PERINEAL LESIONS

Request. Line Of Mgmt.

Approval Remarks
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ffi,)





(u
I- CTIoF'= ulfe
a- A-

IIII

N
Ir\

rn
$
:

o
o-
E

LU

Or{ fngin
5=
OOq F-tilsEfi
f I 

-

ooz
-C_- _

U=

llI-
o\

t- 
=- 
.JCItrEz

cl
LU

=
-Io
=o
V
J
1

(u

E
o
Z.

d,
I

N
r-l()\f
()N
OOC)NPNxa.
NFI1?
OO
1 -l-t
\.ft,Ao
6trO. LU

r

ll
C
rU
m
-o
C
o

I-

JF)
CIz
l-
(u
L)
(U

O

rd$ ffi

.ffi ffi,,

'ryffi ffi'
%q ,ffi''
#t ..SE -

ffi,e ,,F'
;riliffi :,:frF

ffiffi
m'ffi,,
r"$ .,,ffi

ffi;ffi
ffi,ffi
,6i ,.r*r
ffiffi;
r,niffi ;lftf :"q$ 

'ffi,

iffi #ffi,

%,*'m 
'#'fl.H (k-{

l&,Xd.

#w
;,i.1 ,,n*-l;

ffi ffi,,

ffi

ffi


