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DR.LEILA HAMID MEDICAL CENTER EIflTTEI
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MENsTRUAL HrsroRY: u trh-l

Breasts: ..

Speculum Exam . ..O..{?dIr^

Bimanual Exam ..lr.kJ-. .}1

Next Appointment:
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New Patient Registration Form

Full Name.rr.r...rrt..r!.r.....r.r....r.t...t.t......,,.trr.'.rr......rr...rr....r..,.r.t...t..r....rrr..r......r.r.r &r$t r-yl
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Gender: l-l Male/-.rs3 l-l Femalel .,$l Nationatity ;+J... ,l.,,,irt

Maritalstatus J-l singte l+*l E](married/6s"b l-l Divorcs6TdJt I widowed/&-,11

Add ress: Buitding No.

.........=ln*--rj...............=rJU!t.,r3l

Emergency contact Number ..................60-*.-1.933.-E djLr iJ
zone No.6, Street No. 
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How did you hear about our Center fLiS--* O,e tll,..o$ +i ,t
fl Advertisements/ .:E)..J t] Referral by doctor fli-friends & Retatives/ +_lli_r orir, i

tl Others / (J'Jii

How do you want us to address you ? f cl;.rts Oi d.:ii +S

[-] By Name /e*Yt+ fl By No/ iJlq ffithers (please specify)/ r*r,. ;r Ct afojJt r\-

I receive my Rights & Responsibilities d+.J^ll *$'.*,,^ J cgA eiL6,', Iiuf
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Al Salam Street - Muaither North Villa No. 80 18i2 E-mail : dr.leilamedcenter@gmail.com
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Dr.Leila Hamid
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PRE-APPROVAL / DIRECT BILLING CLAIM FGlfir--er$$r-
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Provider Name :

Provider License No. :

Contact No. :

MR LHILA HAMIffi il4HffilCAL

?T*SHR
Provider Location : Muaither 53

FAX No. :

t\N
CI44816$51 ,,Y \\ \: si,r

Patient Name :

Al Koot lD No.:

Date of Birth

Policy Holder Name :

SARA KHAL$L IffiRAHXM SALHF$ AffiDLJLKHALI*

1 1 ftt SB3S4ft?

2S-'12-2fi01

AK/h"{C/0ft1$r /fi13
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[utal EFemale
QATAR frHA,RITY

Qatar !D :

Gender :

Company Name :

Name of the Treating Doctor :
fL,tgt qt zvu

--.$gpefit Type : ffie I,t trDaycare IMaternity f Dental troptical
Date of Admissionffreatment :

Details of Presenting Complaints

0 2 JUN 2rl24 Date of Discharge (for lP):

(also provide any relevant past history with duration):

c-[ (.) t4,; ^* 4{nta S,le +o4;= iolov* Y /z ,rts

Diagnosis:
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Treatment Type : trEmergency []Etective

Nature of Conception : trNatural []nrsisted
Treatment Details (please provide internal codes also):
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Declaration:
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 Payei/insurer. I agree that a copy of thisGonsent*'' 

qT:,':'Tg#"n'n"';r,,"n*s signarure wirh Date 
= 
g-- '

We hereby declare that the information fumished in this PreApproval request form is true & correct to the best of our knowledge.
l-f w3-haye made any false or untrue statement, suppression-or concealment of any material fact, our right to claim shall be

Treating Doctor Siqnature with Stam I
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AI Koot lnsurance & Reinsurance
For any further clarifications or

iSe-Pt e cra-s

Date of First Consultation :

Date of LMP: {s-\r.t
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.r-t,,-s*sit 2,.^l trS <9, O ,,
Amount(QAR): 
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k)P.O.Box 24563, Doha-Qatar.

contact details
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Dr.Loila Harnid
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call: (+974; 800 2000; Email:customercare@alkoot-medical.com; website:www.alkoot.com.qa
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insurance company.

is approved, Dr. Leila H. Medical center will

of my visit should my insurance craim
return the full amount approved by
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Patient's name:

File number:

Mobile no,:

Date:

Payment details: copy of receipt attached
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DR, LEILA H. ilEDICAL CEilIth rrr
Tel. 448176511 44817652 - Fax: 44812796
AI Salam Street - North Muaither
Villa No.: 80 & 82
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Prescription

FileNo.: 6 :t, T q 6
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Email : dr. leilamedcen ter @gmail. com
Mobile: 55868 523


