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Name: MARIAM DAKHEEL ABU SALA, EI!|ffi
QID No :29763404926 Sex:Female
Mob:33125880 Address:AL SILYA

MENSTRUAL HISTORY:

PELVIC EXAMINATION:
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New Patient Registration Form

FullName 'L""Jf"':""*,r' ihlslte-)l

Maritat Status l_l Singte l+yl l-l Marrie d tgs-F lEf6ivorceUlOlUfl Widowed /&ll

Gender: l-l Male/5] l-l remale/ .+i Nationality d r''k5-' i#i+ll

Emergency contact Number ...-.-.........2.?..1..1.{..X...e..-?-...................... ,-ilte p-r
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Address: Buitding No.
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How did you hear about our Center fE}.-r Oe d.r'i$ +1 rl

I Advertisements/ oU)o! [-l Referrat by doctor I friends & Relatives/ +-j!l-r cli.r.-i

f-l Others I c>l

How do you want us to address You ? f clrts Oi d.:i:.iS

others (ptease specrtfll 1*1.' i'r cl 4foJtJl rrs.[-] By Name lr-)! Way No/ iJI!

I receive my Rights & Responsibitities

Signature ..........r...r.rr...r..r.....r...t......S.#.:...,. cfCl
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Nationality:

Date of expiry

rD. No: 2976U04926 :*-Jt
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Notification Request for Surgery

Diagnosisl ... .... r. ... . r. . r. r.. .. r r r r ,..

Frocedure/Operation:

Date & Time of Operation:

Type of surgery:

Drug Allergy:

t] Elective tl Emergency, ReasCIEl ... ... . c. , e. ..,

tl No

Antibioric prophyraxi., ..Rl{\**SnNflCt; I&). l.+ tth f* =..[f' ofl,* -K slt^ "t"*

Anesthesia: f] General I Seoation fl Local f] Spinal I Epiourat

Expected Duration of Operation:

Expected Period of stay in Hospital:

tl lnpatient t] Day Care $lzhours)Adnrission: I Detivery

M.F. 30

Doctor's Name & signature' Ft. t1,[t- ll- e4l^-R Date:
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PHYSICIANS ORDERS AND

PROGRESS NOTES FORM

Room No: Dx: Allergies: Surgery: Dr. Name:

Date Time Notes Dr, Sig

M.F. 39
T: +974 {4666m9
F : +!)74 ,tt4678340

P.O. Box $0000. Ooire. Oauit

ohmadtfnspitelcorn.qa

Date Time 0rder Dr. Sig N, Sig/Time
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Patientts Name: .., ... .., ... ...,,, ... ... ...,.. . !. .., .,.,....,..

File NO: ...,.. rrr........r rr. r...r.....r.r.......rt.t.t..r.r.,...!

QID: . . . . . . . . r . . . r . r r r . . . . . . r . . . ! . . . . . . . . . . . r . . . . . . t . t. . t . . . . r . . ..

Nationality: . . . . . r . . . . . . . . . t. . . . . . r . ! . . . . . , . r . . . . . r . . . . . . . . , . r . . .

Ana ....r...... SeXl ...... r.. r,.........r.. r...Ir-\V\z. . . r . . r t . . . r . r t . t . . . . r . . . .. r

D.O.B: ... . r r. r r ... r. r ..... t.... ... ... r..... r. t.. ...... t t.. ... .. r
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PatignttS Name: ........ t... r.. !............... r... r.... r......

Filg No: .... r........ r............ r r... r r..tr r..r...,. ri....... !..

QID: t r r r . r r t . . r . , . . r . . . . . . . r r . . r r . . . . . . . . r . . . r . . . r r . r. . ! r . . r r . r r !

NatiOnality: ,. r.. r. r.... r. r... r r..... t.. r. r.. r.... r r.. r rr..... r rt

Age : i t r . . . . r . r r . . . ! . . . . . t . r . r . . SgX: . . r . . . . . r . . . r . . . . . r t r . . . . t t

D.O'B: . , . . . r . . . . . . . r . . t ... . . . . . . . . . . . . . ..t. r . . . . . . r r r t . . . , . .. . r .
PHYSICIANS ORDERS AND

PROGRESS NOTES FORM

Allergies: Surgery: Dr. Name:Room No:

Date Time Order Dr. Sig N. Sig/Time

Date Time Notes Dr. Sig

M.F. 39
T: tB74 4.{fi0f0m
F : +Ull 418799/o-
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darndtqf*t*.cqffiF



Dr. LEILA H. MEDICAL CEI{[RE*,, n*i,,.hJl,r-ol--,.-U .l y{,0

,JXJI e; tl]^s c)+g *l;t-ar:s *hJ*

,+ fr+-,f ;rJ a;;-- ai*L d rU..-,. -6 1^ 'JlJl ,J+.-,+"g ar^l; 
'6 

aLL '0*lill /1
.a,LJr

a,LJl e-:+ ,jU rr^ fll+i 7 tflli 5 6r^l Lt-,, 12 JS 4Jr-'5 '6J#Jl lt*2roll 12

. +tll !.'jJ'S ultl-r b^s-,c,ty ,iyi., / C#-x - air.-!(/a-E :alJl OS"^ 73

a-lJl (_ri,ra di, "!.S, i#_f I "f+.Sl ;_r g;$L 4l+^=l :C$ a-iii.ll c]*"tiill /4

-'at+,^all/5

1-r Ir f. it i.,,
-\i/ \-it.i.i-i, (._i^ f -; ;f

A-L-,JI ,riff^.^,^ll J G=il

,riil^"^Il JJ-:-ll

'Ut-t-

a1-,,,^

Ajc, !J-e+ LJ^ Ji Lr+lf CS,

'. 
.ot Jb -o_; *^o

#Jdl LriS- .Jl l-6-i:-tj ut^]/ ; )J-'^

Ay / A. r"by+f e.IL.n tJJ:'r -pllolt 2Slh ooll \ tVt / ao^1l,.oYt" ' grljs - t tA\ Yvl1 t os<Ll - t{A\VIoY r ,'rilg$

Tol.: 44817862 - Fax:44812706 - Mobite : 55868525 155341474 -Al Salam Skeet - Muaither North Villa No- 80182

E-mail: dr. leilamedcenter@gmai I-com



.-,grr:LgrJl@
Al EtvtADI Hcls PITAL "-

DISCHARGE, SUMMARY

Name of the Patient: File No:

Age/ Sex: Nationality:

Date of Admission: Date of Discharge:

ADMISSION DIAGNOSIS:

PRESENTING COMPLAINT(S) AND REASON FOR ADMISSION:

PHYSICAL EXAMINATION & LABORA,TORY FINDINGS:

RADIOLOGY FINDINGS:

,TMENT PROVIDED:

SPECIMEN / STONE : Removed and Sent: I No: I
DISCHARGE DIAGNOSIS:

SUMMAEY OF HOqJiITAL STAY:
SFrtO O0hr

DISCHARGE CONDITION:

ration

ACTIVE MEDICAL PROBLEM AT DISGHARGE:

lf yes, please specify;

DrscHA*oI DESflNATION: Home: W Other: I
FOLLOW UP: Appointment Date: I W
DIS9HARGE INSTRUCTIONS (Post Opqrative

\rlou4-,d\ Ca/\o- -t- 
'Rs% nneAicah ory\s

Advice, rccommendations and future plans (including results awaited and outstanding investigations):

Rup.^ idf^co\,&g€ *rn 6 $\R-(

DISCHARGE MEDICATTON (Refer to the Medication Reconciliation at Discharge & Prescription attached)

J*,eL-*"ip.L,*5. S

ffiin"Leat* Ftamirl M.F.45-B

T , t$74.1,t6 00 t,03
I' : -974'1.{6 7{i t},{0

P.O. Bc'x S0i)il(}, Dchii, Qi:l;,i
a lern;ciih.::F,:t ;rl. corn qj?

Physician Signature & Stamp:


