File No.: Oj&] Q'l é Nationality: 5 H b

GYNAECOLOGICAL SHEET

DR LEILA HAMID MEDIC N .
File No:039216 AL CENTER b Age: lq s
Name:KHALDA OSMAN AHMED =] : Marital Status: S’ Né L\‘
QID No0:30573601291 Sex: Female a's N .
Mob: 77846284 ADDRESS:ALMAMORA| ¢S ame:
- — le Phone: Residence Phone: ... .

SYMPTOMS:

PW Lode Sorelling. fa agna L.k
......................................... N m o wally. .1k Si2 a.&;?h{;(sy“ss

Medical History:........,~a_a cbn. Qalla #\(m ______________ PH. .. lonsillectom Y FH. .. .Naa,. .
OW\ Cl/\; ( J L\au e‘ .
MENSTRUAL HISTORY:
Menarche: 1S~ - LNM.P Q.Q -6.-24
Menstrual Habits: Ivr——a. Jan . Lot "‘,EW - cl“*‘ T
Menstrual Symptoms: 5 (7T & | N wtncnrhoCa Menopau\se:
VA a4 i %
Parity: P Abortion Ectopic LCB .
Q ol EXAMINATION
General Examination: Ht. \éLl- cm wt. 3b Kg BMI Kg/m? Bp \ZO/BCmm Hg .
JkeSs - nd}t (th_,LL .
] .
Chest, C.V.S. |
_ NAD...
' Abdomen:
Breasts: v V\CQ— e XC\M:V\Q_A :
PELVIC EXAMINATION: o o & blg  duckation Qast 2
Speculum Exam. ........... whlor-atsd Lovrnsme _dg_&, ........ At 4&55_9_;5('?/@{‘ ...... B
Bimanual Exam. . /. e )L&minmm/\c\dm? .................. Loinle.. % ........... nw’ay_geey
Rectal Exam. N dena

Investigation Requested:

— ,P'\QOF‘Z«/«J"!NN_ 1O uF—ne .(MS-f':;"I“;\J

Diagnosis:

A b e Laas Lo Cyst  For revuoval

Plan of Management: vgf e od G T = LQ,JG Fer Su/vj TCEJ MO\IQL

ol Tnacluliean QJ£‘1- z

NextAppointment:’"bV\ \"Q/L)\l e 0179\6\ \‘{\'\Qﬂ a)\ L (& 1 e &m"“(aAC(M( lI (lh







Dr. LEILA H. MEDICAL CENTRE ..

¢, ALY
il

oes o] aol> Lt 5 3-S50

oue 3 oy
New Patient Registration Form
Full Name (ﬁ_},&j‘s ,—*t-';? - Lé‘}‘l 633 e Jalsll o)
Date of Birth ZLo .00 S Slaall gy 5

Marital Status Single /<=l [] Married /z 3% [_] Divorced/3las[ ] Widowed /Ja

Gender: [] Male/ X3 [Z7 Female/ i Nationality......$ s i sl
Occupation ) gl
D Number 20/36o0| 24 Apnd sl Bl 8
Telephone No. (Home) ol il a8
Mobile Number Jsall &8
Emergency Contact Person By il
Emergency Contact Number aila o8
Address:  Building No. Zone No. Street No. Ol gl
Ll 8 Alaiall o8 gl a8, o) gial)
How did you hear about our Center U S e e Caman ol (g

[ Advertisements/ <idle) [ Referral by doctor [] Friends & Relatives/ <l 5 sl
[] Others/ sl
How do you want us to address you ? ¢ el off Juas (s
[ ]By Name /as¥U [1ByNo/ & [ ] Others (please specify)/ Lebaii i) 45yl 33

| receive my Rights & Responsibilities [] Oansal) il e 5 (5 sia Aadld Craliny

e
Signature ' & gl

File Number &.39 2\ €

AY/A+ @By Shid ILedd jitean - aDLatl gyl - OOTEVEVE/OOATOYY i Jlaan — £EAVYVAT :[uSLE L §EANVIOY / £EANVION 1015l
Tel.: 44817651 / 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 CENTRE ..

Sy

B —siieual) A8 gal) 73 gad
sl Nl e 48 ga

iy Ll y o alSll ol jaly lEd sl el / Cudal) da 4l 5 G381
ilssue o o doal Uy ¢ 5aY) ZUa) of cilblee o pdleall 5 45000 Jiallaa
@Al il @l LS adleall capdall gl ol Ll 5 s gal daaall il 6 ) gl

o Akl Ao )1 e Apal /Ll ST Al 5l G ) lla i G

Aasnen Gk e p ol e e il ¢ e (s sl sl o e Gl

<y
3"*’__}@ J\b&go)Ab M)Al\/u.aq),d\e.m\
G722l a
©0392(4 ik
\oﬂ\—;ﬁ :&5}1&\

._\A#' 212 ¢ ‘
ma Babie! ¢
DTS: c\a\\s\\Obst \\x.svg\; \eco _,\n

3399 % )A
License NO- pA1399 P’Jx?“’

AY /A @) S ladd) jime - pO—ud ) gyl - £ AV YVAT Sl - £EAVVROY [ EEAVVRON ¢ 455
Tel.: 44817652 / 44817652 Fax: 44812796 - Mobile : 55868523 / 55341474
Al Salam Street - Muaither North Villa No. 80/82 E-mail : dr.leilamedcenter@gmail.com




okd 43 g0

State Or Qatar s £
Aall) 4ad

Residency Permit

ID.No: 30573601291 feadl)
D.O.B.: 06/01/2005 10l &y )
Expiry: 22/09/2024 sdadall
4413 g tgdadl

" Nationality: SUDAN
Occupation: 0130 5 uta gl

Wae daal Gldie salld

’

Name: KHALDA OSMAN AHMED ABDALLA

L

i

Passport Number: P06463303 TAd) g ad,
Passport Expiry: 06/12/2024 L sadlelgm &y
Serial No: 30130573601291 eadacalt a8,y
Residency Type: Jae iy s
Employer: Jraaill gaa i)
‘:A_)'I”MW\E)M}HPL;_,,.\. Mld-h@iﬁ

General Director of the General Holder's signat
Directorate of Passports ° § signature

-4 o\
AOATIR SR




7 oolocl ot uio Pgtient's 12111 R —

AL EMADI HOSPITAL File NO: oo

X o - QID: o

Nationality: ........cooovriveriie e

i H Age: i, SEX: i

Notification Request for Surgery | oo "
D= o o Lo 13O
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