% A = 4
File No.: G 5 q, k% ’ O Nationality: @

\
GYNAECOLOGICAL ‘SHEET

DR LEILA HAMID MEDICAL CENTER EI.
File No: 039310 L2 2
Name: ALMAHA MOHAMMED ALKHAGMSASE:
QID No: 30163403929 Sex: Female

Mob: 55876363 ADDRESS : ALDUHAIL

Age: %_./?.:5:(:5
Marital Status: S \(\Ci\)\ c.

sband’s Name:

—  bile Phone: Residence Phone: ...

SYMPTOMS:

Clo W ooy C«Jdﬁ L even T M«d\m 5@,&«{ oeovieds  Aranosed
as.... 298 Upne, Yea. 299...; aldo. she s Cow-b\mwmsk oL ex@ssiive, Sacl
\Aw\'r - YeCewed (‘nrlD X2 00 y\“\J\(\«QS

C

Medical History: Now P rbhdagx.éaaﬁ PH. . IDNow FH.. NN

MENSTRUAL mstofyredhen Chinte R

Menarche: \ 7. yremyS LNMP 28 K =24

Menstrual Hablts \Y ¥ eq\u\cw - ?Mpv\'k e 2 LQS\'\M SJMS

Menstrual Symptoms: p&fm vm weeX befo \DQNTJ kld[enopause

Parity: P Abortion Ectopic LCB o
Q o EXAMINATION

General Examination: Ht. | AC‘) cm Wt.?‘:z‘ (’) Kg BMI Kg/m? Bp VZO/BC;mm Hg ..

Dese. . . C Jf)(() ,ﬁpa}'wnas-

Chest,C.VS. . NAD
T Abdomen: <t>g'\' 200 aonermal Vair 0\\‘8*{\\?41}?6\4.'

Breasts: S S\Qdéf hee -

PELVIC EXAMINATION:

Speculum Exam. /

Bimanual Exam. / NA._Inda (‘p.'tug « S /\ﬂ’L {q 1l
Rectal Exam. /

Investigation Requested:

obo . IS .= A/\I na\,MC\l 5(2& jhm& El q——l»-MMnﬂvM%/ lej’

OUG A ..o Srone M foo LA ClOS (aft QUamd... Showed DC(){ Dictoms .

Y

et na Cu].g—!- no.. . EFCDS

Diagnosis:

B Gvaniam. s Faalhan 2 Plo

Plan of Management: p, o\oQaJ cod o J cwt D L‘WMO‘AQJ/ ;Aroa le mq.ko%ism.b_
4 7:1»—4-«\' 4

Next AppmntmenL: S S U S




#CAP
ACCREDITEDY/
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Al Waab Laboratory

Name

Lab. No.
Contract.
Patient No.
File No.

: Almaha Mohd A K Al-Khalifa
: 332448492

: Al Koot Insurance
: 30163403929

Sample Date
Report Date
Doctor references : Dr. Leila Hamid

:01/99/2024 14:25 PM
:01/09/2024 16:29 PM

this sample was collected outside lab

‘Branch : Qatar Waab

039540

Age : 23 Year

Sex : Female _

Chemistry Unit

Test Result Unit Ref. Range

Follicular Stimulating Hormone (FSH) 5.43 miU/mL Follicular 3.5-125
Midcycle 4.7 - 21.5

-? ‘ Luteal 1.7-7.7
AN ~ P. Menopause 25.8 - 134.8

Lutenizing Hormone (LH) = (_6.63 rmlU/mL Follicular 2.4 - 12.6

N : - D Ovulation 14.0 - 95.6
Luteal 1.0 - 11.4
P.Menopause 7.7 - 58.5

Prolactin 11.6 ng/mL 4.79 - 23.3

Comments

Vitamin Intake especially Biotin (Vitamin B7) can interfere with the prolactin result, patient must stop vitamin intake 24

hours before prolactin test.

The release of prolactin is promoted physiologically by suckling and stress.In addition, elevated serum prolactin
concentrations are caused by anumber of pharmaceuticals (e.g. dibenzodiazepines, phenothiazine), TRHand estrogen.

Thyroid Stimulating Hormone (TSH) 3.11 ulu/mL 0.35-4.94
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New Patient Registration Form
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State of Qatar
iD. Card

ID.No: 30163403929 ad

D.OB 04/10/2001::30u 5 i3

Nationality UATAR / auylad sl
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Middle East 1nwugil g 1.1 Europe Ug)qi USA
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Disclaimer: This card is property of Al Koot Insurance & Reinsurance Company. The card is
governed by policy terms & conditions under which it is Issued. This card s valid at all Provid,
Partners for availing discounted prices for your treatment. The validity of the card is subject to

continued Renewal of the policy. It is used
onlyfor identification purpose and not as an authorization o Proceed with the treatment or as any quarantee of paymen.
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Subject: Insurance Payment Agreement

l, A‘/l{ﬂ/éﬂ /4/“ klzallé , signed below confirm that | understand that | am obligated to pay the

amount of %2 O  aARas deposit to cover the cost of my visit should my insurance claim be

rejected. If the claim is approved, Dr. Leila H. Medical Center will return the full amount approved by the

insurance company.
.~

Patient’s name: A/ /tfax4a A Z-k &Jfﬁl % (ﬂzb )‘@
File number: 5’ 0

Mobile no.: '%055 44’[4 L;t

Date: 01- 00{ - sz/_

Payment details: Copy of receipt attached
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Subject: Insurance Payment Agreement

l, , 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

ejected. If the claim is approved, Dr. Leila H. Medical Center will return the full amount approved by the
insurance company.
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Payment details: Copy of receipt attached
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E-mail: dr.leilamedcenter@gmail.com
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DR. LEILA H, MEDICAL CENTER,,,

Tel. 44817651/ 44817652 - Fax: 44812796, b
Al Salam Street - North Muaither
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o AR

Z

o

Doctor 5 sigﬁature.' cgfgﬂ :
Email: dr.leﬂamedcenter@gmaﬂ.com
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