
DR LEILA HAMID MEDICAL CENTER EIIiF.IEI
File No: 039 134 ffitH#
Name: SALMA MOHAMMED ABDUUIffim
QID No: 31 273600558 Sex: Female
Mob:55616199 ADDRESS: ALMATTAR'

Nationality: S.frtD

GYNAECOLOGICAL SHEET

Menarche:
Menstrual Habits:

n.,,1#..."e[H-*il-.-.-:---.--.-.-----_--.-,--:-.-.---:-.-.--.---..::---.------'

Investigation Requested :

Next Appointment:

FiIeNo.: 03tt3\

Medical History: fNtAN p.H. NnA
MENSTRUAL HISTORY:

L.N.M.P

General Examination: Ht

b/-:N4/h

PELVIC .TION:
Speculum Exam . ..ffi.t.Cr. )tx

Bimanual Exam . ....CM16I\GS
RectalExam.....@../.
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PRE.APPROVAL / DIRECT BILLING CLAIM FORM
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Provider Name :

Provider License No. :

Contact No. .

MR LHILA h,IAMIffi fu/trHil!*Al

ff,dffHR

044S1 7fi51

Provider Location . Muaithen 53

FAX No. :

Patient Name :

Al Koot ID No.:

Date of Birth

Policy Holder Name :

$ALIVIA fu4*h{Afu4mm AMMALTA ffiL-SIR ffiLAM \J

I XilI723$021

x 5-fis-2fi1r

AK/h.ttiilft135/212

11111111111

l-lrua trFemate
KATARA I.{ #SFITALITY

Qatar ID :

Gender:

Company Name :

,^Benefit rype : Nw E,, Ioay care llMaternity

Date of Admissionrrreallnt: f-S JUE20Z+ 
Date of Discharse (for rp):

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

LL J'-cL.

Treatment Type : trEmergency trEtective Date of First Consultation :

Date of LMP: 
"h^[r]

Total Requested Amount (QAR):

Nature of Conception : trNatural Assisted

Dr[^rc - -- hs Lbo txl
bo t Lr^r.,

Treatment Details (please provide internal codes also):

I hereby authorize any Medical providers to give access and provide AlKoot lnsurance or any of AlKoot affiliates with all 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.

55 ll 6111 Patient's Sisnature with Date :

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

Jreating D*oclor. Si gnatu re wi
If ^-Tl *-oL+,rJ-tl..l

mp= bn-- lr€ll4
Dr.Leila Hamid

qfgSra+l[da*rLai{,|

l\im*Eq*Fy*5p

Dental Ioptical
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Al Koot lnsurance & Reinsura
For any further clarifications ctfmtilftle

Ban k)P.O. Box 24563, Doha-Qatar.

below contact details

Diagnosis:

u \ni&t_s

Declaration:

€

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

forfeited.

pN, LY @tL-\ f.Jf



Dr. LEILA H. MEDICAL CENTRE,,* 

@ 
..,, ,+lajl saL-- ,;+J.^rllro

New Patient Registration Form

Fuu Name ff-*1m.q.....(h,.2\nr,y'n .e..1

Date of B i rt h .....)..fi.. /...1. J.,2=..?L. 2.

Marital Status l--l Singte l+yl l-l Married lEs-- l-l Divorcg6Tdu.fl Widowed /&-tl

Gender: l-l Male/-fr pl4emale/ u+l Nationality......S*.d.+..n.....................-'-.. 'i'''irl

Emergency contact Person ..m..&5.Y..n...d.. .'-,. rr$t .''i
Emergency contact Number ................5-..g..1--8..H--.5-5.5-..........." .-i,a ,s-r

Address: Buitding No.

L"tall 
*.s_l

How did you hear about our Center

tl Advertisements/ c,u)e! E Referrat by doctor

dOthersl (J,Jil

How do you want us to address You ?

Eil::E':I[,W

f el;rts Oi .J^:i: .iS

ffitNamele-Y! E By No/ iJI! E Others (please specrtV)l trt.' i'r Cl A.+rtll rrs.

I receive my Rights & Responsibitities

signature .................... ........b...1............,... cfCl

:Olrill

:Olrdl

ft iS-,r Oe c!^^r clli cl

E Friends & Relatives/ +-rt!i3 ol-6'' i

d+.-FIl cl!l:,-"^ -l o-li= a-o3E d.r,ol3-l

Fite Number .....Q..3,
q ls4
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rgl e-,lu

AylA.€)l*3.,Jt*.altJt*r.c - p)-Jl g';t.t - ooftltvt/oolloYf ,.tlCa - ttAltvll:u"Sti-1tA\V1ol/ttA\VIo\:&-r&13

Tel.= 44817651 I 44817Gr52 Faxt 44812796 - Mobile: 55868523 I 55341474

Al Salam Street - Muaither North Villa No. 80 182 E-mail I dr.leilamedcenter@gmail.com
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*-.t -olat/r
Dr.Leila Hamid
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Al Salam Street - Muaither North Vitla No. 8Ot82 E-mail : dr.leilamedcenter@gmait.com
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$tate ff 0atar
Reridoncy Permit

JLI fuS.l
i-tlt ir.ai;

:s.ar,.ijl FJI
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$tate fi Qatar
Residency Permit

lD.No:

D.O.B.:

Expiry:

Nationality:

Occupation:

JIII fuss
i,-t3! i.rai_l

:u'^aiflt pt-;lt

;r);Jl t#U
:tft.Yrott

.4#*!+I

ilrYl J-rJl .Ilrp J.!. ,*:p*Y1

lD.No:

D.O.B.:

Expiry:

Nationality:

Occupation:

28773600992

1510711987

a2104t2026

Utrr-,
SUDAN
,Jj:" L-l

31273600558

15t09t2012

15t09t2026

Litrr*
SUDAN

d+IL

Name: SALMA MOHAiTED ABDALLA ELSIR ELAMINName: AFRAH ALAMIN

Passport Number: P07679379

Passport Expiry: 2il0?J2026

Serial No: 30628773600992

Residency Type: !tr" \

EmOlOVer: irrYl rru .pll d$qc reu

i*t;i*r r*r, i;trYt de--xr,, iflqJt d.1. UiJ:
General Director of the General 
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Directorate of Passports
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:3r-e.elf

Passport Number:

Passport Expiry:

Serial No:

Residency Type:

Employer:

&tjtJ+ll i,lrtt i;lrll de _.,+.
General Director of the General

Directorate of Passports

P07631 260

23t02t2026

30531 273500558
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amount of

Subiect: lnsurance Payment Agreernent

signed below ronfirm that I

qAn as deposit 6 .or.r the cost
approved, Dr. Leila H. Medical center will

of my visit should my insurance claim
return the full amount approved by

.--- rejected. lf the claim is

insurance company.

Patient's name:

File number:

the

be

the

Mobile no.:

Date:

Payment details: copy of receipt attached

Signature: - \
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