
FneNo.: 033t2-A
GYNAECOLOGICAL SHEET

g \.r{<
*;;;;,;;,^3iw:

;;;;;; ;;*e:
Phone: ..-........ Residence Phone: """""'

ilnr-nr-nHAMTDMEDTcALGENTERE#ffi
File No: 0391 20

Name: MARIAM HAMADALMARRI ffi
oroNo:30363403480Sex:Female
Mo;55728887 ADDRESS : MAEZER

MENSTRUAL HISTQBE

Menarche:

PELVIC EXAMINATION:

Next Appointment:

NationalitY: Q

Plan of Management: V



I

':.

Dr. LEILAH. MEDICAT CENTRE*',-

Figurel : . ,i,

pp.i $rhJl :.oLs .J :}-JP

GYNE ULTRASOUND REPORT

FTLENo: &frq/ffi

LMP q/a/e{
O ABoRnoNAGRAVIDA: A PARA:

LJ

REAsoN FoR scAN = 
fO wl-

ENLARGEDUTERUS:

.

Ef.i DO nvii ETRiAL STft,i F :

ADNEXA:

.t*il-'Z;24

*

R OVARY

3-l
3-L MM

MM

V

rft t
l. r

!

Tttr.vE*En qt LItt!\.1\l-lr1-l/ | ')

x V\ MM

x \-q MM

n4$slr 4.tl{.1+6, p[,.rir! .s
tlr. Ehtesanr Abdullsh

Dl,D



,--,

DT. LEILA H. MEDICAL CEI{TREW L L p.p.i ${JaJl r-oLs Utl*J.J #p

ebdc lvl ,/,t4 o/ u/-{{w gotrrt& AVf UiefLt:f

uzt&o *rnlr/uffi Tztdza€(c: 
" 

7 H/?2

a2./ancL( FV, ? f ?,-?r' 5'q 4'ou '

x{ct* R-7, K r{-a /37 1

OO*U ere o./ Afr fe.fura
46 /)&O

(VI) ytVV.6.ii-15t+beJt+.iJl33;re -V),:;l,ttTsld -.ttA\tvl1sg.SlJ ttA\V1ol / ttA\v1o\ r O-sr;+l:

Tet.z 44817651 t 44817652 Fax: 44812796 -Al Salam Street - North MuaitherVilla No. 24770 176l

..8,-

,rw,#s,,#' '



A
AI MARRI, MARIAM HAMAD '
O39120 LMP=04.06.2O24

Voluur
E6

Dr. Leila Hassan Medical Centr

04.07.2024 6:26:00 PM

"iil

<0.1
<0.1
0.8



Dr. LEILA H. MEDICAT CENTRE,* 

@ 
.., ,+lajl ral-- ,-l*J.s;$o

Date # 1,....2.....1,...fuZi,f

New Patient Registration Form

Fuu Name .=qt#l ...gb*J1....#L.!2....#... &rslt r*yl

rgl e-;U

MaritalStatusl-lsingtel+*|M*d/g:*nDivorcealo,rr.f]Widowed/&-2l

Gender: n Male/-Fr @|#mate/ ,.$l Nationality ...... 9..*l-O:r.. ......... l;.,iilt
ll t

=dJb

41 E Advertisements/ drLile! f] Referral by doctor

Address: Buitding No. :olriJl

:olrlJl
qt+lt i_r

How did you hear about our Center fE-f-,r !e ,'rr-^. ., cl*i cl

tf Friends & Relatives/ +_jii3 oE.r, i

Eil:]E'5T,8
dothersl g;..Fi

How do you want us to address you ? f el;.rts oi cj^:il +s

E By Name /e*)t+ E By No/ iit+ t] Others (ptease specrtfll l*1,' e'r q,ilt Afortlt rrs.

I receive my Rights & Responsibitities d+-)^ll eilj:,--". 3 ..!_9ss aiLi ,', Ii*f

signatur.....ffi cfcl

Fite Number o33\

AYl^. FSJy*nsrkaill,rllf. - pll*ll g;l! - ooftttvt/oo^\oYr,r,lt+ - t,tA\yvql:c..lsLl-ltAtvIoy / ttAlvlot rfuft-ti
Tel.z 448176,51 I 448176,52 Fax:.44872796 - Mobile : 55868529 I 553,41474

Al Salam Street - Muaither North Villa No. 80 182 E-mail : dr.leilamedcenter@gmail.com



DT. LEILA H. MEDICAL CENTREWLL p.p.i,r.tJ.Jl .L-oL-t 
"+J 

.r F.S;a

i J--cii.{^ll liilCl CiJ^i

o-+Lll g}dl ,rjc l3el9.

,o.-Jr.iX+ pl;ill, olc. , i.rctl *l_.p,13 sjL,.ti^l ,J dUl I +tt ll / H#tll i-. :l I ..Sl:l

e+l:3* r.l Oi el-t.:i UI3 . ;r!t 6U-i rJJ ,rl+tc ,l ,-,,I, ti,ll ,i a;rrlq qJJ. 1,-J

+S el* el-1.ri lX C dlJl ,!!it U yl:i g$l: gr*l_rl .u-,.It ciiJI q,i Jr.^:sll

."J LrLll a-,"L"Jll 6c is.:l_; / \,-zD dFI C ,t o.lU €i_, ,,,tt i ,Hl

q/J flt;i - ,.6> #f :i':,iJFll lLr+J^ll f-l
q / r/zal7 :e-Jtilt

031\Z,o :i:.-it
: e-#ill

i,.F... 4#t LJeJ e.i: ,J+i iJ. ,+ Ct OJ s+t u--i el_.;;l ,i\ ,* Cl_ri_r

LlJl A-s.-ll iSlSscrL;fr.: (,tv^ l-rUS.".ll 4iilJrll e1:^ & el:, crl; S,

AY/A'fr3-1,+f er[..aJljl+r,.-p)-uJl 7t1D-ttAlYVllss.Sl-l- ttAtVlol I |tl-\Vlol r &rlJl3
Tel.:448176521 44817652 Fax: 4tr,812796 - Mobile : 55868523 I 55341474

Al Salam Street - Muaither North Villa No. 80182 E-mail : dr.leilamedcenter@gmail.com



iltr LEILA H. .\,IFlnlc,t[, CHNTI{E*,, i i i.o.i -*ItJl t,.,,st--* 
--U ,:,-S,*c

.r+tll

oJ.I;

C!"ll

-t"ts. .,J;I .J -FJI g3l[-i.*o qfi e. U_93*.*

J"tS al+"ll Cr et;ilt J q1i_il rii
ii:l.si 15,*11 JIi t S .a4Li.i!l ;*^tJl AS_d

,J^.! oEri *r-r ll , ,Ui ;i
qlr_r .E_,rt*;lt +ltsj a;'tij dr+^t3t u1.sJ i Jts j

,"'.' i_; JL= "f gL*S ,.rJtI JI1,1

.LiJt-SJl +tii & ;JJ^fjll 4S_J$j ,-,iil3 Jt=,J dFj_"ll

:#s.lt

Subiect: lnsurance payment Agreement

signed below eonfirm that I

QAR as deposit to cover the cost
approved, Dr. Leila H. Medical center will

:La/t rl

r.fr*ft d,
:$"'rtill

Jt-Jll LJ^ B_; era .-qg_* :gSf d#ati3

understand that I am obligated to pay the
of my visit should my insurance claim be
return the full amount approved by the

4

amount of
rejected. lf the claim is

tnsurance company.

t,

Patientt name:

File number:

Mobile no,:

Date:

Payment details: copy of receipt attached

Signature:

AY I A'psJ)l*i.,'t'ilrsir-5*r-llslrg:ti oottltvt / o0A1Artr,.Jrr+ - i,tAttor.,, J,l,-irniuror-,1*.riTel': 44s17652 - Fax: i14812796 'Mobile 
15?1695.?3 

t 55341471- ot *u,"rn srreet - r,rrruit[o r.rorth vi1a.No. 80I BzE-mait: dr.leilamedcenter@gmail.com

-,i; iir"i'--+:-l

dlr^tIl *tisi-,a +r.a:t$l$l /EglCI


