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DR LEILA HAMID MEDICAL CENTER ETf,IEI
File No:039195 Bffi
Name: NOON MOHAMED NOUR Hffi
QID No: 29673G00S12 Sex: Female
Mob: 7ooo77z9 ADREESS: ALDAFNA

MENSTRUAL HISTORY:

PELYIC EXA

GYNAECOLOGICAL SHEET

DM.--t1^5

EXAMINATION

Next Appointment:

lQ:6-ZU

Breasts: .......Yfg-- I

Speculum Exam. ............

Bimanual Exam.

Rectal Exam.
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Name

Lab. No.

Contract.
Patient No.

File No,

Noon Mohamed Nor Zoelnon
332444071
Al Koot Insurance
29673600512

Sample Date

Repoft Date

Doctor references

= 
LOl08/2024 22=13 PM

: 11 lOBl2O24 09:46 AM
: Dr. Salwa Elgaly Musa

this sample was collected outside lab

Branch : Qatar Waah Ase r 28 Year sex : Fenrale

Chemistry Unit

Test

Follicular Stimulating Hormone (FSH)

Result

5.48

Unit

mlU/mL

Ref. Range

Follicular 3.5 - L2.5
Midcycle 4.7 - 21.5
Luteal L.7 - 7.7
P. Menopause 25.8 - 134.8

A

Lutenizing Hormone (lrH) 6.72 mlU/mL Follicular 2.4 - L2.6
Ovulation 14.0 - 95.6
Luteal 1.O - lL.4
P.Menopause 7.7 - 58.5

Prolactin L7.06 ng/mL 4.79 - 23.3

Comments
Vitamin Intake especially Biotin (Vitamin 87) can intedere with the prolactin result, patient must stop vitamin intake 24
hourc before prolactin test.
The rclease of prolactin is prcmoted physiologically by suckling and strcss.In addition, elevated serum prolactin
concentrations are caused by anumber of pharmaceuticals (e.9. dibenzodiazepines, phenothiazine), TRHand estrcgen.

Testosterone(Total) :r" ', 0.265 ng/mL 0.084 - 0.481

DHEA-S 195.9 ug/cll 95.8 - 51L.7

Verified By : Hisham El Banawy ,Samar Mostafa
Abdelhamed,Shinitte Limpin
Printed By: System
All Rights Reseved @ NationalTechnology

Dr. Hisham El Banawy
Consultant

AM 11.28 11t}8t2024

Reviewed By:
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Dr. LEILAH. IIIEDICAI CEIITRE*.*
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PRE.APPROVAL IDIRECT BILLING CLAIM FORM

Provider Narne :

Provider License No. :

Contact No. :

DR LEILA i{AMID MTDICAL

fr#rHR
t]44817S51

Provider Location : Muaither 53

FAX No. :

Patient Name :

Al Koot lD No.:

Date of Birth

Policy Holder Name :

NOON IUOHAI\{TD NOR ZOELNON

1 1 il22$765il 1

1 3-01 -1 9S6

AKiHClilCIZl 3/0i 1

Qatar lD :

Gender :

Company Name .

3$673$fiii51 :

I-lrual t]Femate
QA"I"AR I\4U SIU M AUTt-ii]R t]-y {QhmA)

Name of the Treating Doctor =,#. 9,lua Elgaly License ruo. ' flf$i?(

^gspefit Type : --/noP I,t [Daycare Maternity

Date of Admissionffreatment : [C Og . ,Zq Date of Discharge (for IP):

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

Dental fopticat

Diagnosis:

\r m@l
'i

Date of First Consultation :

Date orLMP: ,\ lo I lLO.l"Lt
Total Requested Amount (QAR):

FsH t .H, futl*+;^/ -Tq#oStw.\L+4-{. 
1 DHe4s

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

Patient's Signature with Date :

/"./ ?#",?Ta\
We hereby declare that the information furnished in this PreApproval request form is true & correct to the best of our knowledge.
lf we have made anv f"lggjl-U$lSrSlale \, suppression or concealment of any material fact, our right to claim shall be-

Doctor Signature with Stamp :

Al Koot I lrance Company (Licensed by the Qatar Central Bank)P.O.Box 24563, Doha-Qatar.
'ifications or complaints procedure guide, please use the below contact details

Treatment Type :

trEmergency

Nature of Conception : INatural Assisted

Treatment Details (please provide internal codes also):

Call: (+974; 800 2000; Email:customercare@alkoot-medical.com; Website:www.alkoot.com.qa

forfeite

I

I
I
I



DT. LEILA H. MEDICAL CENTRE *,", F.p.i,r+Jl s.ol-r,rJ+J .r rl.ro

DateElSIZLA
New Patient Registration Form

Full Name O.;il}"-z-.fi.....;rr;...-tr-sil d^tsl r*yt

.r$l e_lE

Marital Status

Gender:

EL€-*6a Hi l-l Married /6s-b E Divorcealou^n widowed /d^-r1

ffi"nds&-.J:ff:"?gf

l_l Male/-.Fl n Female/ .,$l Nationality ...........ai1"-:n*... i+"+ll

Emergency contact person (dgll...Ut."l-t t........3..?3--P--S+-:.......-.-........-.+Jilr ,.,,JFI

Address: Buitding No. :Olrill

:Olrdl
LJ+I i_r

How did you hear about our Center

E Advertisements/ cfi)tc! E Referral by doctor

f]] Others / GJil

How do you want us to address you ? f el;.ltl oi cj.-:ii .4s

t] By Name /r*)! t] By No/ ii! t] Others (ptease spec rtfl| k-L' i'r Cl ifoJtll rrA.

I receive my Rights & Responsibitities

Signaturet.lr......l..ltll.t.....ll%cfc|

Fite Number. .......O3 11

AYl^. F4.r)l*ly'l+,aftri!., - p)l-.llg-,li - ooftltvt/oo^loYr,.llft - lt^tYvl1 :r,.dLi-tt^'lv1oY / tt^tvlo't :{JJ,A!3

Tel.= 448176,51 I 44817652 Fax= 44812796 - Mobile: 55868523 I 55341474
Al Salam Street - Muaither North Villa No. 80 182 E-mail : dr.leilamedcenter@gmail.com
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Tel.:44817652 I 44817652 Fax: 44812796 - Mobile : 55868523 I 55341474
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lD.No: 29673600512
D.O.B. i 1gl11/1996
Expiry i 1slo4t2oz6
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Nationality:

Occupation:

Name: NOON UOi

Passport Number:

Passport Expiry:

Serial No:

Residency Type:

Employer:

ciljlJ$J i-t lt i;tryt do -*r.
General Director of the G-eneral

D irectorate of passports
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gejected. tf the claim

lsurance company.

Subieq!: lnsurance payment Agreement

signed below confirm that I understand
as deposlt to cover the cost of my visit
Leila H. Medical center will return the

i-
tul

Jl.

:g;till

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

\a-
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amount of QAR

is approved, Dr.

Patient's namE:

File number:

Mobile no.:

Date:

Payment details: copy of receipt attached

Signature:

AY / A'rt\i*lt-:ur-,f,*re-p)t-trt,r.i cottltvt / oo^.l^cyf r.!13..r _ ttAtyv{.1 ,J*_irniu.,or,;rro'
Tel':44817652-Fax:rt4812796'Mobile:55868523 155341474-Alsaramstreet-MuaitherNorthvillaNo.B0/g2

E.mail : dr.leilamedcenter@g mail.com
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amount of

-- rejected. lf the claim

rl'lSUranCe company.

Subiect: lnsurance payment Agreement

iisigneci beiow confrrm that i uncierstand
as deposit to cover the cost of my visit
Leila H. Medical center will return the

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

QAR

is approved, Dr.

Patient's name:

File number;

Mobile no,:

Date:

Payment details: copy of receipt attached

Signature:
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E-mail: dr.leilamedcenter@gmail.com
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Organization Accredited

Name

Lab. No.

Contract,

Patient No.

File No.

Al Borg Diagnos[ics

Noon Mohamed Nor Zoelnon
332444071 ;'

A! Koot Insurance r,,

29673600512

A$s I 28 Y€ar

Sample Date

Repoft Date

Doctor references

:tOl08/2O2422=13 PM

I 10/0812024 23=4s PM

: Dr. Salwa Elgaly Musa

ff*rvealry;

Chernistry Unit

Test f.'{"-c. *.:,. ,.t RgSult

'' s.4B :'

Unit

mlU/rnL ;' - :'1 :FolliCular 3.5 - 12.,5
Middycle 4.7 - 2l.s

' Luteal L,7 - 7.7

Folliculan Stimulating Hormone (FSH)

P. Menopause 25.8 - 134.8
Lutenizing Hormone (LH) mlU/mL Follicular 7.4 - t2.6

{ " Oqulation f,4,O - g.5r$, ;i->
-* Lutqal-l.0 - 3,t.4 : .

P.Menopause 7.7 - 58.5
Prolactin L7.46 ng/m[-

Testosterone (Total) 0;2os i'rq/int-, '0.084 - CI"48l .

fieviewed By: ,

Dr. Hisharn
Consultant

El Banawy
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Al Borg Medical Laboratorles Co.Ltd g.r r,r, o llii,$JaJlr:rlrdA{oJ. elClii5frfr
MainBranch:Villa311,Al WaabStreet.Tel: 44472224,Fax: 44475553,P0.B0x: 5207 of,V:qr.ga,EEEVoooprg6u,eeeVffie,.oita.. -,.tt61t*irf,,11i,.S,--irtf/l
Email : csv.qatar@alborgdx.com B@Nfi$ rtborgdx / alborgqatar www.alborgdx.com
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