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HEMATOLOGY *60547*

Name :  SHAQILA JASSIM Lab No : 220579
Sex/Age : F/ 45 y/ 3 my/ 21d AL No + 60547
Nationality ¢ Saudi Arabia Entrance Tm: 03-JUN-2024 14:53:48
Sample Col. : AtLab Exit Date . 03-JUN-2024 15:07:49
Ref. By Dr. : Dr. Salwa Elgaly Musa Ext. Ref. Num.. 038976
Ref. By Clinic : DR.LEILA
TEST RESULT UNIT REFERENCE VALUE
COMPLETE BLOOD COUNT (CBC)

te Blood Céll Count (WBC) 7.90 K/uL 4.0-11.0
Red Blood Cell Count (RBC) 3.98 « M/L 38-54
Haemoglobln (Hb) 10.72 L g/dl 12.0-15.0
Haematoort (HCT) - 3460 L % 345 |
Mean Corpuscular Volume (MCV)  87.00 FL 78-96 |
Mean Corpuscular Hb (MCH) 27.00 pg 27-34
“Mean Corp. Hb Concent. (MCHC) 30.95 T g/dL 30-36
RBC size D!stnbutlon Width (RDW) 17.50 H % 10-15 -
Platelet Count 345.00 . K/uL 150-450 ]
1DIFFERENTIAL WBC COUNT .
:[Neutrophils 58.90 % 37-65 ]
ijmphocytes 30.50 _ % 20-40 ‘_I
Monooyes i !
Eosinophils 3.10 % 1-6

§a§ophils 0.70 % 0-2
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CTlinical Pathologist
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Dr. LEILA H. MEDICAL CENTRE

New Patient Registration Form

Full Name SA g%/ A Jalsll o)
Date of Birth Bl 2y 5
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Tel.: 44817651 / 44817652 Fax: 44812796 - Mobile : 55868523 / 55341474
Al Salam Street - Muaither North Villa No. 80 /82 E-mail : dr.Ieilamedcenter@gmail.com
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State Of Qatar ohd 4 g
Residency Permit
ID.No: 27814409889  :jaidd) 4
D.0.B.: 01/10/1978 0l 6
" Expiry: 13/03/2025 Al
D Aeda)
Nationality: SRILANKA
Occupation: ada gl

paala Maald (auy)

Name: SHAGILA UMMA MOHAMED CASSIM

Passport Number- N5686214 ) gy ad,
Passport Expiry: 24/10/2023 sl Ll gy 5
Serial No: 31127814409889 el i,y
Residency Type: Jas i ) i
Employer: A b e Blae gl ]
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General Director of the General

Directorate of Passports Holder's signature
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HEMATOLOGY NVRRRR A
Name :  SHAQILA JASSIM Lab No i 220579
Sex/Age : F/ 45 y/ 3 my/ 21d AL No : 60547
Nationality i Saudi Arabia Entrance Tm: 03-JUN-2024 14:53:48
Sample Col. : Atlab Exit Date : 03-JUN-2024 15:07:49
Ref. By Dr : Dr. Salwa Elgaly Musa Ext. Ref. Num.: 038976
Ref. By Clinic : DR.LEILA
TEST RESULT UNIT REFERENCE VALUE
OO0D COUNT (CBC)
White Blood Cell Count (WBC) 7.90 K/uL 40-11.0
Red Blood Cell Count (RBC) 3.98 M/uL 3.8-54
Haemoglobin (Hb) 10.72 L g/di 12.0-15.0
Haematocnt (HCT) - ‘ 34.60 L % 35-45
Mean Corpuscular Volume (MCV) 87.00 FL 78 - 96
Mean Corpuscular Hb (MCH) 27.00 pg 27-34
Mean Corp. Hb Concent. (MCHC) 30.95 g/dL 30-36
RBC size Distribution Width (RDW) 17.50 H % 10-15
Platelet Count 345.00 K/uL 150-450
DIFFERENTIAL WBC COUNT
Neutrophils 58.90 % 37-65
Lymphocytes ' 30.50 % 20-40
Monocytes 6.80 % 2-10
Eosinophils ' 3.10 % 1-6
Basophils 0.70 % 0-2
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DR. LEILA H. MEDICAL CENTER w..

Tel. 44817651/ 44817652 - Fax: 44812796
Al Salam Street - North Muaither
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Doctor s signature:

Email: dr.leilamedcenter@gmail.com
Mobile: 55868523




