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PRE-APPROVAL / DIRECT BILLING CLAIM FORM

Provider Name : DR LEILA HAMID MEDICAL Provider Location :  Muaither 53

Provider License No. : PRTER FAX No. :

Contact No. : 044817651

Patient Name : SALMA MOHAMED ABDALLA ELSIR ELAMIN

Al Koot ID No.: 11017239021 Qatar ID : 11111111111

Date of Birth 15-09-2012 Gender : DMaI Female
Policy Holder Name : AK/HC/00135/2/2 Company Name : KATARA HOSPITALITY
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Name of the Treating Doctor \D Ve l/{l License No. : P (6 g (3

_~.Benefit Type : ﬁm%P |:|IP Day Care DMaternity I___IDentaI |:|Optical
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Date of Admission/Treatment : Date of Discharge (for IP):

Details of Presenting Complaints (also provide any relevant past history with duration):
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Treatment Type : DEmergency DEIective Date of First Consultation :
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Treatment Details (please provide internal codes also): Total Requested Amount (QAR):
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Declaration:

I hereby authorize any Medical providers to give access and provide AlKoot Insurance or any of AlKoot affiliates with all my or
my family health records including copies with no exception regardless of the previous Payer/insurer. | agree that a copy of this

consent shall have the validity of original. s \
H9 Al 4119 Patient’s Signature with Date : % \ U‘! C,

We hereby declare that the information furnished in this PreApproval request form is true & correct to the best of our knowledge.
If we have made any false or untrue statement, suppression or concealment of any material fact, our right to claim shall be

forfeited. mp l)n/ ~ m m

Treating Doctor Signa
sl Ay
Dr.Leila Hamid
Al 9739 2 L Ao sl
Consultant OB GYN

Al Koot Insurance & Reinsuranééé’my} (kicensegd by the Qatar Central Bank)P.O.Box 24563, Doha—Qatar.

For any further clarifications or complaints proceédure guide, please use the below contact details
Call: (+974) 800 2000; Email:customercare@alkoot-medical.com; Website:www.alkoot.com.qa

43

Ve | | { ¥ | 5 ?/‘ | z




Dr. LEILA H. MEDICAL CENTRE .. s ol sl s L 53 Syo

Date I /'} /Zow

New Patient Registration Form
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Tel.: 44817651 / 44817652 Fax: 44812796 - Mobile : 55868523 / 55341474
Al Salam Street - Muaither North Villa No. 80 /82 E-mail : dr.leilamedcenter@gmail.com
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State Of Qatar

Residency Permit

ID.No: 28773600992  :addl N

D.0.B.: 15/07/1987 23l )l

Expiry: 02/04/2026 radlal
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Nationality: SUDAN
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Name: AFRAH ALAMIN

Passport Number: P07679379 o) jlea a8,
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Serial No: 30628773600992 teadeaal) o )
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Directorate of Passports
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Subject: Insurance Payment Agreement

O, , , signed below confirm that | understand that | am obligated to pay the
amount of QAR as deposit to cover the cost of my visit should my insurance claim be

~~rejected. If the claim is approved, Dr. Leila H. Medical Center will return the full amount approved by the
insurance company. o

Patient’s name:

" File number:

Mobile no.:

Date:

Payment details: Copy of receipt attached
Signatlire: h \
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Tel.: 44817652 - Fax: 44812796 - Mobile : 55868523 / 55341474 - Al Salam Street - Muaither North Villa No. 80/ 82
& E-mail: dr.leilamedcenter@gmail.com




