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GYNAECOLOGICAL SHEET
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QID No0:29173602278  Sex: Female Name: .. fAL Pa vl [
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MENSTRUAL HISTORY:
Menarche: \3 v LNM.P chlf ZLL.
Menstrual Habits: n2ouife.... 2 mv\,‘\‘\/\h\ _____________ u‘}u‘j? ________________ ({(_awo 2% mM\mj} "
Menstrual Symptoms: enopause J
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PELVIC EXAMINATION:
Speculum Exam. . Wilde \V\)Vl\n\ A'I.A \N—-U\ o r\k\ (CJ/\ TIAALe.) J\J "'ﬂ\/\ﬂl_&

Bimanual Exam. ... 300 vz .QX(JGJ/"‘ B wonN /:,ﬁ/n,. 4—
Rectal Exam.. \x\:x\n w\nmrn \ﬁ\.\%\nké\

Investigation Requested:
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Name : Dalia Fathelalim Abdelhalim Ayed Sample Date :25/09/2024 13:23 PM
Lab. No. : 332454668 Report Date :25/09/2024 15:50 PM
Contract. : Al Koot Insurance Doctor references : Dr. Leila Hamid
Patient No. : 29173602278

File No. @3 q 5 6 (5 P this sample was collected outside iab
%3ranch : Qatar Waab Age : 33 Yeér Sex : Female P o

r Haematology Unit ’ . .

Complete Blood Count - (CBC)

Test Result Unit Ref. Range
Hemoglobin Level

Hemoglobin 1.1 L g/dL 12-15.5
He...atocrit 34.7 L % 34.9 -44.5

Red cell count 4.62 x10"2/L 3.9-5.03

McvVv ‘ 75.1 L fL 81.6 - 98.3

MCH 24.0 L pg 26.5 - 32.6
MCHC 32.0 g/dL 32-36

RDW 13.0 % 11.9-15.5

L i T nd Di ntial
Total Leucocytic Count 4.28 - x10°/L 3.6-10.5
Basophils absolute count 0.07 . . x10°/L 0-0.2
Eosinophils absolute count 0.08 x10°/L 0.01-0.5
Neutrophils absolute count 1.80 x10°/L 1.7-7.5
Lymphocytes absolute count 1.89 x10°/L 0.9-3.2
Monocytes absolute count 06.44 : x10°/L 0.2-1

Platelet Count

Pl.__iet Count 332 - - T 150 - 450
Comments

There is mild microcytic hypochromic anemia for age & sex.
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“e-Jaza” — “Sick Leave”

Dr. LEILA H MEDICAL CENTER

Ref No. / Order Id : 20808860
Date : Sep 25, 2024

Patient Details vl bl
QID / Passport No. 29173602278 sl jlgz Jduasesdl a8Uadl o3y
Name DALIA FATHELALIM ABDELHALIM AYED Y
Place of Work METCO CARE HEALTH SERVICES Joadl 00

Primary Diagnosis : FERWWNIIREVED

PELVIC PAIN AND LOOP CHECK UP TODAY.

Unfit For (1) day(s)

From 25/09/2024 to 25/09/2024

ebl/ps (1) 8aa) 5V
25/09/2024 J125/09/2024

Practitioner Details
Name Laila Hamid Hassan
Licence No. P832

Scope of Practice Obstetrics & Gynecology
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|- Authorized practitioner statmp |
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Notes

o Certificate is valid only if it is sighed 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 (QID/Passport no.) should correspond to the patient

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

Tel: +974 4407 0319 / 0366 / 0340 PO Box: 7744. Doha - Qatar https://dhp.moph.gov.qa




PRE-APPROVAL / DIRECT BILLING CLAIM FORM

Provider Name : DR LEILA HAMID MEDICAL Provider Location :  Muaither 53
TER
Provider License No. : ¢ FAX No. :
Contact No. : 044817651
Patient Name : DALIA ABDELHALIM AYED
Al Koot ID No.: 11015366302 Qatar ID : 29173602278
Date of Birth 29-03-1991 Gender : DMaI DFemale
Policy Holder Name : AK/HC/001568/1/2 Company Name : MALOMATIA
~ e [ . Do 2
Name of the Treating Doctor “iv.Lea fm T‘L”\M‘ J'\ License No.: | ° 32
Benefit Type : C@OP IP Day Care Maternity Dental Optical
R m O] N Ol
Date of Admission/Treatment : 15 - C 7. 2 & Date of Discharge (for IP):

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

- Afdyic R

Diagnosis:

e : — I —
| \Yaagﬂ\@s +\fa&\m Ne

Treatment Type : DEmergency DEIective Date of First Consultation :

Nature of Conception : DNatural [:lAssisted Date of LMP: )S_ / 3 } gney

Treatment Details (please provide internal codes also): Total Requested Amount (QAR):

PR Ine (120N

Declaration:

| hereby authorize any Medical providers to give access and provide AlKoot Insurance or any of AlKoot affiliates with all my or
my family health records including copies with no exception regardless of the previous Payer/insurer. | agree that a copy of this
consent shall have the validity of original.

. . . , )
v Patient’s Signature with Date :
ST (8T /

i~
We hereby declare that the information furnished in this PreApproval request form is true & correct to the best of our knowledge.
If we have made any false or untrue statement, suppression or concealment of any material fact, our right to claim shall be
forfeited.

Al Koot Insurance & Reinsurance-Gompany’_(Licei§ec
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 ... s el ol LY 53 Syo

Date 22 / 49 [ 2824

New Patient Registration Form
Full Name _fededien. Fokbedalin. Abdidhedion ﬁ]jluj Jall) )

Date of Birth....2%| 2L 1%\ Sl

Marital Status [ ] Single /<= A1 Married /zs5% [_] Divorced/dlas[ ] Widowed /Ja

Gender: [] Male/S> [ A Female/ <3l Nationality 6“&5“’\"51 EEWSEN
Occupation Grewemacist Ll
I.D Number 2q[#36022 7R daaddl) daladl 8
Telephone No. (Home) 23 56 qq’qj el el B8
Mobile Number ... S5 TU4 88 T sl
Emergency Contact Person A\MW Aaé,key AW/& a8y il
Emergency Contact Number 3355 QQC/} caila A
Address:  Building No. Zone No| Street No. 1)) gindl
Al e 26 e 51 gl ) 693 o) il
How did you hear about our Center LS e (e Camanm (il e

[ Advertisements/ <iide) [ Referral by doctor [ Friends & Relatives/ <13l 5 sliasl

[] Others/ Al

How do you want us to address you ? ¢ @lalis ojf Juads cas
] By Name /sl [1ByNo/ @ [ ] Others (please specify)/ lelais ll & ylall 33

| receive my Rights & Responsibilities E U pall Gl gane g (358 A Cualial

Signature ()/)Y 2 PPl

File Number @2 q ég'é

AY/A+ @By Sid et jiean - adlutl gyl - OOTEVEVE/OOATOYY i g — £EANYVAT :(uSLE - EEANVIOY / £EANVION 2050l
Tel.: 44817651 / 44817652 Fax: 44812796 - Mobile : 55868523 / 55341474
Al Salam Street - Muaither North Villa No. 80 /82 E-mail : dr.leilamedcenter@gmail.com
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Dr.Leila Hamidh_
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License No. P32 ) s>

AY/ A+ by SLA Lt 5t me - pSall gl -£ EAVYVAT puSLB - EEAVVIOY / EEAIVION & ol
Tel.: 44817652 | 44817652 Fax: 44812796 - Mobile : 55868523 / 55341474
Al Salam Street - Muaither North Villa No. 80/82 E-mail : dr.leilamedcenter@gmail.com




State Of Qatar Lhad 4 90

Residency Permit 4a®) Lai
> ID.No: 29173602278 (gl a8l

D.0.B.: 29/03/1991 Bl f G

Expiry: 30/10/2025 dadall ¢

Qi) g sdgudal)
Nationality: SUDAN
Occupation: Jiady, RN

yls alalise aglal) i Ll )
Name:DALIA FATHELALIM ABDELHALIM AYED

Passport Number: P11286691 il i a8,
Passport Expiry: 24/11/2033 leadlslad G
Serial No: 30929173602278 s Jodacall a8
Residency Type: Ll Al ) e
Employer: laaa D) 2 S e < pdiioal)
) gl Adlal) 3 10Y) ple e L) Jaba g 55

General Director of the General

Directorate of Passports Holder's signature
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Subject: Insurance Payment Agreement

o, , 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

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

Patient’s name:

" File number:

Mobile no.:

Date:

Payment details: Copy of receipt attached

Signatdre:

AY / A u;;m.ﬂ,:wa waas - a:m,@m en*i .i\/‘ / oo/\ucﬂ' : JIP - z‘AH‘W'\ QuSL“ .i)\\vxu IRYY-N 1,
Tel.: 44817652 - Fax: 44812796 Mobile : 55868523 / 55341474 - Al Salam Street - Muaither North Villa No. 80/ 82

E-mail: dr.leilamedcenter@gmail.com




DR. LEILA H. MEDICAL CENTER w..

Tel. 44817651/ 44817652 - Fax: 44812796
Al Salam Street - North Muaither
Villa No.: 80 & 82
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Prescription ishdiay
No

25 SEP 2024
Date: 5

. Patient’s name: Dvﬁ Q}L . ~adhn 09 Aaln pevA syl fm\
File No.: O%Qé’%é : s alall o8y
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Email: dr.léilamedcenter@gmail.com
Mobile: 55868523
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