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Name

Lab. No.

Contract.
Patient No,

File No.

Safa KrU

33243L994
QIC Insurance
297280000s1

=OGlOGl2024 19:13 PM

=OGlOGl2024 L9=44 PM

: Dr. Ebtesam Abdallah
this sample was collected outside lab

Branch : Qatar Waab Age :27 Year $ex : Female
Haematology Unit

Complete Blood Count - (CBC)

Test
Hemoglobin iievel 

"-

HeAglobin
He. -rtocrit
Red cell Count And indices

Red cell count

MCV

MCH

MCHC

Leucocytic count (Total and DiffereFtial)

Total Leucocytic Count

Basoph i ls a bsol utecount
Eosi nophils abso.l ute cou nt

Neutrophils absolute count

Lym phocytes absol ute cou nt

Monocytes absolute count

Result

10,7

34,8

4.39

79.3

2*.4

30.7

12.4

10.00

0.02

0.26

5.47

3,71

0.54

349

Unit

g/dL

%

x1A12lL

fL

pg

g/dL

%

x10e/L

x1Os/L

x1Oe/L

x10s/L

x10e/L

x10e/L

x1Oe/L

L

L

L

L

L

Ref. Range

12 - 15.5

34.9 - 44.5

3.9 - 5.03

81.6 - 98,3

26.5 - 32.6

32-36
11,9 - f$,$,"t

3.6 - 10.5

0-0.2 i

0.01 - 0.5

L.7 - 7.5

0.9 - 3.2

0,2-1

150 - 450

Dr. Hisham El-banawy
Consultant

H

Gomments ; 
B

Note: New Analyzer in Use Sysmex XN 550.
There is mild microcytic hypochromig anemia for age & sex.

Verified By : Eman Mohamed Ahmed Abdelnaeim
Printed By: System
All Rights Reseved @ NationalTechnology
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Name

Lab. No.

Contract,
Patient No.

File No.

Safa Krij
33243L994
QIC Insurance
29728000051

= 
OGlOGl2024 19:13 PM

=OG|OG|Z:O}422=39 PM

r Dr. Ebtesam Abdallah
this sample was collected outside lab

ffimftmr. Wmmh

Chemistry Unit

Test

Ferritin In Serum

Result

74.O9

Unit

ng/mL

Ref. Range

13 - 150

Reviewed
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Verified By : Joane Gagui Pineda
Printed By: System
All Rights Reseved @ NationalTechnology

Printed Date AM 09:56 0810612024
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DOCTOR SIGNATURE AND STAMP

FILENo, O *?C /A

NAME: fW /<qr€"

REASoN FoR scAN: _ 
f 1i, &

{W{u/oun ! hh ailt

LILTRASOUIUD REPCRT
/+' laul"'Ei1 %L

GRAVIDA: ABoRrlorv'S

NORMAL
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Q[-f* LEfe & Medieal lnsuraruGs Cornpany Q"P.S.fi"
Pre-Approval Confirmation Receipt

Total Estimated Amount

Total Approved Amount

Print Date

360.00 :

360.00

06/06/202417:06

Note : This is a system generated receipi, signature is not required

Pre-Approval Validity is 21 Days from approval date or untll Policy expiry Eate whichever comes first.
Prices are approved subject to the agreed price li$t, contract terms, policy copditions and exclusions.

Claim ha* to be submitted vuithin 60 days from the date of servico.

N.B. Approved !nvestlgatlons llstod above subjected to abnormality of preliminary investigation results
Servlces rendered are subiect to policy terms and condltlons-

Applied Date : 06/0612024 17:02 Approval Date

lnsured Name Safa Krij

Provider Name DR. LEILA HAMID MEDICAL CENTER

Policy Holder : Al Emadi Hospital WLL Medica! Record No

Policy No : P2209000097-R1 Member Id : MEM24042156

Type : Out-Patient Admission Date : 06/0612024

Admission Period Admission Type

lllness : Acute LMP Date

Priority : NORMAL Gurrency : QAR

Primary Diagnosis : Pallor Present lllness Dur. = 2 YEARS

Facility : Obstetrics and Gynecology Doctor : DR. EBETSAM ABDULLAH

Benefit : Basic Sub Benefit : Basic

Beneficiary Share : Co-pay Percentage : 0%

Go-ins : 15o/o Ded : 25 QAR

Approved By Age/Gender : 26Y Female

Other Diagnosis : L65.9 - Nonscaning hair loss, unspecified,M85.80 - Other specified disorders of bone density and
structure. multiple sites

Past Medical History PARA3+ABO

About Present Illness C/O BACKACHE WITH MILD DIZZINESS AND G FATIGUE ABILITY HAIR LOSS FOR 1112

Request. Line Of Mgmt.

Approva! Remarks

Gynaecology Consultation0

Gynaecology Ultrasound0

Pre-Approva,l Code
I 
Rr".,
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FTCIvEdeT: DR. LEILA HAMID MEDICAL CENTER

ffi{ffif.mmffiffi,
Al Emadi Hospital WLL

EI#ilil$EI P220e0000e7-R1.

ffi ;[l{,,'*'',*'*".

SOB f ,4ge:

E ttew Visit

EI oP I Day care E lp

ln case in-patient admission is recommended

Adtt'licsgi*g"r *ate: r:'-r'' :' t" 
' '

L-en6tfr erf $t*y:

k!:f:;i:: ::::::: fr: nw,, :i^:::: ::::::

flAcute flGhronic EAccident ! Hereditary/Gongenital flWork Related EPrcgnancy LMP:

Diagnosis: [l"t;*rirJ*i:r;-t 
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I hereby certiff that all medical information mentioned is to the best of my
knowledge true and the medical services shown on this form are medically
indicated & necessary for the management of the patient medica! condition.

rrearimsFhysrciar",: D.- FSfiru aM '*{ffi|.t{U

F$(hsG-J**

! hereby certifu that the entire,particuldrd giveri above are true and
doesn't contain any false,misleadlng, or incomplete information.l hereby
authorize QLM Life & Medical Insurance.Company to
discuss,access,and share with Medical personnel,Medical
practitioner,health professional, or other relevant medical providers and
obtain a copy of all my health records in this facility or any other
facilig(or any of my dependent's records)that may be requested by them
or their appointed representative. I also agree that a copy of this
declaration stands valid as an original.
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Patient Signature {ahove {S years} , ,4/
ParentJGuardian Signature {belouu 18 years} , frt:ff
Mobire *tat $l I +7 ll 6 Date&rirme:06t06t202412:43iir", Eu;)Pi*: *:"1
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Dr. LEILA H. MEDICAT CENTRE.* 

@ 
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Date,9.€...,,/ ..q.S... .. 1,..fl.9?Y..

New Patient Registration Form

Futt Name Sq..9,g......... ...,...k:,r.ir;; &rst e*)l

,r$l e_lE

Maritalstatus l_l single l+*l lXl Married /Es.- l-l DivorcealOu.E widowed /&_1i

Gender: t] Male/-Fl t] Fem ate/ ,siri Nationatity

How did you hear about our Center

f] Referral by doctor

How do you want us to address you ? f el;rLi: Oi (.J...i:.iS

t] By Name /r-Yt+ E By No/ iA E Others (please specrtfllrrl.' i'r Cl 4+rtJl rrs.

I receive my Rights & Responsibilities d+_J^ll Cr$:'-^" : cl$ a.3LI r*, li*f

Fite Number.O3n p-\ O

AYl^. F.eJJ*ry'u.utrlls - p){dl pl,t - oofillvt/oo^lotf ,!tlc+ - tt^tyvtl:s..sl3-tt^,tvloy/ lt^lvlo,t:fu41i
Tel.:44817651 I 44817652 Faxz 44812796 - Mobile: 55868529 t 55941474

A! Safam Street - Muaither North Villa No. 80 I e2 E-mail : dr.leilamedcenter@gmait.com

Address: Building No.l-l zone No.l-l street uo. l-l :ot:-lt

tuJ$r c-r I liitj^r *rl I r3s p, I I :or:_,

fE$.-r" Oe {l,^ur .-lli cl

t] Friends & Relatives/ +_ltli3 ot^Ir.-if] Advertisements/ *l.i)cJ

tf Others / (J'Ji.i

Signatu re ...........
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iltr LEILA H. ,\{[-.DICAr, cHNTtr{F,*,,
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6ul r"tr,r{l .l '[! irti-.i .r +i C. !l:-1* J^s+ oL,ri 4,e!l r_/

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

amount of QAR

/

^rejected. lf the claim

tnsurance company.

is approved, Dr.

r -i -.;sLrl Jgl

..JU L+ali.lt irrct 5-*tt -Si tx .iiLiitl ;g"int X; .-,.. iJ Jr.. i ;1,*s *_At Jt_r

...-iJtSJl +ii -1, ;l+^ijll iS

3*l

.'cJlJ+ll C,

- 
:[r;lill

:eeJl dr.€tij

Subie{: lnsurance payment Agreement

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

Patient's narne:

File number:

Mobile no.l

Date:

Payment details: copy of receipt attached

Signature:
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Organization Accredited

by Joint Commission lnternational

'...

Sample Date

AI Borg Diagnos[ics

=OGlOGt2024 19:13 PMName

Lab. No.

Contract.
Patient No.

File No.

Safa Krij
332431994

QIC Insurance
297280000s1
b31 ole)

Report Date : 06/0612024 L9=44 PM

Doctor references : Dr. Ebtesam Abdallah
this sample was collected outside lab

*r*rx*fu t Sa%mr Wmmfu fi'ge t 27 Year ffixs^ t Y**ww**

Complete Blood Count - (CBC)
Haematology Unit

#@M6rwwpwwffib,t
I
,

Test,

Hemoglobin ilevel 
'

Hemoglobin 
,

Hematocrit
Red cell Coqnt nd indices

Red cell count

MCV .: 
I

MCFI : .

MCHG

Leucqcytic count (TotaE and DifferelrtiaD

Total, !:euco"V.tia Ceuht ,' ,. , :' ,,

Basophils absoluteGount

Eosinophils abso-lute count

Neutrophils absolute count

tym phocytes ahsolute count

EFocr rllt
a-&irr, bi i L:

10.7

34.9

4.39

7$.3
.2&.4

30.7

1.?.4,

-i, LO,0S

0,02

.0.26

5.47

3.3$"

0.54

Unit

g/dL

%

pg

g/dL

ot/o

x1OYL

x10*/L

x'10srtu

x1Os/L

x10e/L

xlAolL

x10=/L

L

L

L

L

L

y.101,21L

fL

- Ref, Ramge

.

t2.- 15.5.
J.,}

34.9 - 44.5

3.9 - 5"03
. + 91"6*99,3

.+r

26.5 - 32"6

32: 36
*' l1.g - flS,I$,.r.

H

. 3.6 - 80.5

0-0,2
0.01,- 0,5

L.7 - 7"#,

0.9 - 3.2

0.2 - !.

150 - 450

Platelet Count

Platelet Count' :', - . B4g

Note: New AnaEyzer En Use Sysmex Xfrl 550.
There is,-mild microcytic hypochromig anemia for age & sex.

Al Borg Medical Laboratories Co.Ltd
Main Branch : Villa 311, Al Waab Street, Tel 44472224,Fax 44475553, P.O,Box: 5207

Sr. il,i*hanr Hl.Hnruar4,
*, rrat*trnir.xI .t f-ii r*ir;if Fai:h nirtnir
Dr. Hisham El-banawy
Consultant
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Name

Lab. No.

Contract.
Patient No.

File No.

eJ-r-ll
Al Borg Diagnostics

Sarnple Date

Repoft Date

Doctor references

:OGlOGl2024 19:13 PM

t OGIOGIilOZ4 22:39 PM
: Dr" Ebtesam Abdallah

z ftmWrWmmfu

Chemistry Unit

u:*i'r- Result

'74"O9

Urait

ngirmL

' '.,[JF. i.{isham El-banawy

Al Borg Medical Laboratories io.tH
Main Branch : Villa 31'1, Al Waab Street. Tel: 44472224, Fax: 44475553, P.0.Box: 5207
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