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Name

Lab. No.

Contract,
Patient No.

File No.

Dalia Fathelalim Abdelhalim Ayed

332454668
Al Koot Insurance
29173602?.78

=25lAg12024 13:23 PM

: 25 l0g 12024 t5:50 PM

: Dr, Leila Hamid
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Complete Blood Count - (CBC)
Haemateilogy Unit

,:': this sample was collected outside lab

Branch : Qatar Waab Age : 33 Year Sex : Female

Test
Hemoglobin Level

HAoglobin
Ht.-.atocrit
Red cell Count And indices

Red cell count

MCV

MCH

MCHC

RDW
Lelcocytic counl fiot
Total Leucocytic Count

Basophils absolute count

Eosinophils absolute count

Neutrophils absolute count

Lymphocytes absol ute count

Mono,cytes absolute count

ffi
Pla-;flet Count

Comments

Result
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4.62

75,1 L

24.0 L

32,0

13;O
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4.28 *

o.o7 :

o.08

1.80

: -1.89

Unit

g/dL

Yo

x1012lL

fL

pg

g/dL

o/o

x1Os/L

x10'/L

x10e/L

x1Os/L

x1Oe/L

x10e/L

x10'/L

Ref. Range

12 - 15.5

34.g - 4415

3.9 - 5.03

81.6 - 98,3

26.5 - 32,6

32-36
11.9 - 15.5

3.6 - 10.5

0-0.2
0.01 - 0.5

1.7 - 7.5

0.9 '3,,2

0.2-1 -

150 - 4IE$ l

Dr. Hisharn E! Banawy
Consultant

33H

There is mild microcytic hypochromic anemia for age & sex.
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Dr. LEILA H MEDICAL CENTER

Patient Details

QID / Passport No.

Name

Place of Work

Practitioner Details

Name

Licence No.

Scope of Practice

29t73602278

DALIA FATHELALIM ABDELHALIM AYED

METCO CARE HEALTH SERVICES

Laila Hamid Hassan

P832

Obstetrics & Gynecology

Ref No. / Order ld : 20808860

Date : Sep 25,2024
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Certificate is valid only if it is sigfi,'&l and stamped by the concerned healthcare practitioner and facility

Certificate is invalid if any corrections are made, Please scan QR Code for checking details.

Certificate is issued at patient's request.

Certificate must be submitted to patient's organization within 7 days.

Document number (QlD/Passport no.) should correspond to the patient

Residents and nationals should provide a QID no. otherwise sick leave is invalid.

Primary Diagnosis :

PELVIC PAIN AND LOOP CHECK UP TODAY.
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Unfit For (1) day(s)

From 2s/0912024 to 2s/09/2a24
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Tel: +974 4407 0319 / A3*6 10340 P.O }ox'.7744" Doha * Oatar https://dhp.aroph.gov.qa



PRE.APPROVAL / DIRECT BILLING CLAIM FORM

Provider Name :

Provider License No. :

Contact No. :

DR LEILA HAt'dID IVIEEITAL

?T#HR

s4481 7651

Provider Location : Muaither 53

FAX No. :

,r,,"", *rrr" .

Al Koot lD No.:

Date of Birth

Policy Holder Name .

DAI-IA ABMELHALII\4 AYED

1X0153SS302

2S-03-1SS1

AK/l-"it/il01 58/1 i2

Qatar lD :

Gender :

Company Name :

2S1 73602278

l-lnlal EFemale
MALOMAT'IA

License No. , f''(Sa

Benefit Type : MoP I't [Daycare Maternity

Date of Admission/Treatment ' 3 T ' C' -1' 
-? tl'

i

Details of presenting Complaints (also provide any relevant past history with duration):

Dental Ioptical

Date of Discharge (for lP):

r--ga<fii c*-ru utg q qr;
oirgiotit,

-r\,'+g5nr I-l r
Treatment Type : IEmergency nElective

Nature of Conception : [Natural EAssisted

Treatment Details (please provide internal codes also):

Date of First Consultation :

DateorLMP: T lAhg
Total Requested Amount (QAR):

l*

C1 "Se tSclh" s+r-& ? cBc
Declaration:
I hereby authorize any Medical providers to give access and provide AlKoot lnsurance or any of AlKoot affiliates with all my or

,v i"rilv t 
""tth 

recoi.di including copies wilh no exception iegardless of the previous Payer/insurer. ! agree that a copy of this

consent shall have the validity of original. t r) r
-,- Patient's Signature wilhDate2z' ur-

--- ss? "{ ( 88?
irue nereoy declare ihat the'information furnished in this PreApproval requast form is true & correct to the best of our knowledge.

r *" rr""6 made any false or untrue statement, suppression'or concealment of any material fact, our right to claim shall be

forfeited.

Al Koot lnsurance & Reinsuranc Bank)P.O.Box 24563, Doha-Qatar.

For any further clarifications or complaints procedure guide, please use the below contact details

Call: (+974; 800 2000; Email:customercare@alkoot-medical.com; Website:www.alkoot'com'qa
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Dr. LEILA H. MEDICAL CENTRE,,* 
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Date,?5...., 1,..fi....., l,?*..*3...

New Patient Registration Form

Furr Name ....D-.*1i.s.....f-*.lstsl*. *...A$*,11ilr..n.......r4g.*J ..-.-.--.-.-.:... &rsr r*yr

Maritalstatus f] singte l+yl Wwarried /E:-f l_l DivorcealOu^E Widowed /&-,11

Gender: I tvtatelsi ffFemale/ .+i Nationality......-6-dfrf.-* l+,bll

Address: Buitding No.

LLLII ^I ',.[J

How did you hear about our Center

Emergency contact Number .............."?..56-..9-995....... d:r^ FJ

wil::E':II,Eil
l-lAdvertisements/ oE)c! l--l Referralby doctor fffriends & Relatives/ qUEl3 eti-:-i

tf Others/ (J,JFI

How do you want us to address You ? f el;rls Oi cJ^-bil .iS

tZI By Name /e*Y! t] By No/ iiq |-| Others (ptease specrtfil 1*1.' ii siJl 4foJtll rrs.

Fite Number ..A3...3.....1.5.1

fE}.-r" Clo

:Olrill

:olrlJl

d.E-a.rr O*l ,.r

I receive my Rights & Responsibitities

signature ........ ........,...,{r)-) 2 r........... cfCl2P-""'

fr

Af/A. FEJ)l*SsJLsiltJt{r. - p)lnJtg',lr2 - ooft\tvtloo^lotr,.llC? - t,t^tWql:u.sti-tt^lvlol / ltA\vlo\:fuft-ti
Tel.= 448776,51 I 44817652 Faxz 44872796 - Mobile : 55868523 I 55s41474

A! Salam Street - Muaither North Villa No. 80 182 E-mail : dr.leilamedcenter@gmail.com
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Tel.= 44817652 t 44817652 Fax: 44812796 'Mobile : 55868523 I 55341474
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Dr-Leila Hamid
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At Salam Street - Muaither North Villa No. 8Ot82 E-mail : dr.leilamedcenter@gmail.com
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, lD.No: 29173602278
D.O.B. : 29/03/1991

Expiry: 3011012025

*+t.f.,

Nationality: SUDAN

Occupation' .l-r* !-l

Passport Number.

Passport Expiry:

Serial No:

Residency TYPe:

Employer:

ar;rr+u i*ft i;lrlt d.c .,ur.
General Director of the General

Directorate of PassPorts
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NAME: DALIA FATHELALIi/I ABDELHALIM AYED

Pl 1286691

2U1112033

30929t73602278
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Subiect: lnsurance Payment Agreement

signed below confirm that I understand that I am obligated to pay the
as deposit to cover the cost of my visit should my insurance claim be
Leila H. Medical Center will return the full amount approved by the

amount of
rejected. lf the claim is

-..insurance company.

approved, Dr.

QAR

Patient's name:

File number:

Mobile no.:

Date:

Payment details: Copy of receipt attached

Signature:

;;;;. ;,)'-iJ'*,;;:i-ila,r;;;;i;;;', ,,n.,*'i, r.Irs+ -,,nii,*i , J*-iini,.,.,.,;6
Tel.: 44817652 'Fax: M812796 - Mobile : 55868523 / 5534147/t - Al Salam Street - Iyluaiiher North Villa No. B0 , g2'. 

E.mail: dr.leilamedcenter@gmail.com
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DR. LEILA H, ilIEDICAL CEilTER'.,'-

Tel. 448176511 44817652 - Fax: 44812796

Al Salam Street - North Muaither
Vilta No.: 80 & 82
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Prescription 4+L4-i*s

FileNo.' 0&fi 6n 6

Email : dr. leilamedcen ter @gmail. com
Mobile: 558 68523
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