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DR LEILA HAMID MEDICAL CENTER %3 .
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Flowsheet Print Request
Printed by: Shahera Ahmad Ayoub Alsmadi - 012741 - Charge Nurse (CF) - Pediatrics
Date Range: 01/01/2024 08:28 AST - 30/07/2024 08:28 AST Printed on: 30/06/2024 08:34 AST

Patient: SHAHERA AHMAD AYOUB ALSMADI
MRN: HC00042034

Lab View 26/06/2024 13:37 26/06/2024 12:14
AST AST
General Hematology
" WBC 6.9
_RBC 42
" Hgb L113
__Hct L3338
_Mcv L 80.7
_MCH 27.0
MCHC 334
__RDW-CV H14.6
Platelet 374
MPV 10.3
" Absolute Neutrophil count Auto# (ANC) 4.1
__Lymphocyte Auto # 2.1
—_Monocyte Auto # 0.5
"__Eosinophil Auto # 0.14
" _Basophil Auto # 0.05
"_Neutrophil Auto % 59.3
__Lymphocyte Auto % 30.7
_Monocyte Auto % 7.3
__Eosinophil Auto % 2.0
"__Basophil Auto % 0.7
Coagulation
"_Prothrombin Time *11.6
__INR 1.0
__APTT *32.8
Blood Chemistry
"_Creatinine 59
[_eGFR *>60
[ Bilirubin T 6
"_Total Protein 77
__Albumin 41
Alk Phos 44
_ALT 1
__AST 18
__CK 90
—Cholesterol *5.8
Triglyceride *1.0
_HDL *1.7
LDL-Calc *37
Iron 11
TIBC 70
Transferrin 2.8
__Fe% Saturation 16
__Glu Random *3.8
_HbA1C % *5.6
" Non HDL *4.1
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Flowsheet Print Request

Patient: SHAHERA AHMAD AYOUB ALSMADI Printed by: Shahera Ahmad Ayoub Alsmadi - 012741 - Charge Nurse (CF) - Pediatrics
MRN: HC00042034 Date Range: 01/01/2024 08:28 AST - 30/07/2024 08:28 AST Printed on: 30/06/2024 08:34 AST
Lab View 26/06/2024 13:37 26/06/2024 12:14
AST AST
Endocrinology
[CvitD *23
[~ Ferritin 534
[CTSH *2.16
[ Vit B12 247.0
Hepatitis Serology
Hepatitis A Total Ab * Positive
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Patient's Name: .S L\C\L’\ €Y. A uwae d

File No: ... Q'SC\(} 2.5
QD: .2 7644 0600650 ...

’ Nationality: .............J. Ol
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Dr. LEILA H. MEDICAL CENTRE... (&<

Figure 1
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FILE NO: 'OBOI ) 2(5
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GYNE ULTRASOUND REPORT S

GRAVIDA: PARA: L-[- ABORTION:_:‘L

REASON FOR SCAN: HQo\\fﬂ M fw-A
8 19
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Date of E 01.07.2024 P /11
B ot veatncae DR LEILA HAMED kvl age

Name ALSAMADI, SHAHERA AHMED nOB Female
Pat. 1D 039025 Perf. Phys
Ref. Phy

Sonogr

Indication

LMP  19.05.2024 Day of Cycle Gravida AB
Day of stim Expected Ovul Para Ectopic

Antral Follicle Count

Left Ovary Right Ovary

2D Measurements mé
Left Ovary

Length 227 cm

Width 111 cm

Height 1.42 cm

Volume 1873 cm®
Right Ovary

Length 318 cm

Width 131 cm

Height 207 cm

Volume 4515 cm®

11 Ov-l

LtOv H

1t Ov-W

11 Ov-Vol

Ltiol1 D1 7.5mm
Ltiol1 D2  8.2mi

Lttol 1 Avg 7.8mi

Lttol 1 Vol 0.241cm’

Volume 2308 cm®  2.308

Right Ovary
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QLM Life & Medical Insurance Company Q.P.S.C.
Pre-Approval Confirmation Receipt

premenopausal period

Pre-Approval Code 24090421454-R Pre-Approval Status Registered
Applied Date 01/07/2024 16:41 Approval Date 01/07/2024 16:41
Insured Name SHAHERA ALSMADI

Provider Name DR. LEILA HAMID MEDICAL CENTER

Policy Holder Sidra Medicine Medical Record No

Policy No P2109000197-R2 Member Id MEM21353707
Type Out-Patient Admission Date 01/07/2024
Admission Period Admission Type

lliness Acute LMP Date

Priority NORMAL Currency QAR

Primary Diagnosis Excessive bleeding in the Present lliness Dur. ONE MONTH

Facility Obstetrics and Gynecology Doctor DR. LEILA HAMID HASSAN
Benefit Basic Sub Benefit Basic

Beneficiary Share Co-pay Percentage 0%

Co-ins Ded 50 QAR

Approved By Age / Gender 47Y Female

Other Diagnosis

Past Medical History

G4 +PARA4 +A1

About Present lliness

C/O BLEEDING WITH CLOTS SINCE LAST SEEN ABORTED FOR HYSTEROSCOPY D&C
REASON FOR SCAN PREOPERATIVE FOR ENDOMETRIAL SAMPLING FOR THICKENED

ENDOMETRIUM

Request. Line Of Mgmt.

Approval Remarks

Treatmentlpmg Desc (Reject/Approval Rgmarks) (Tooth Cuantity Est Amt l Appr Amt Additional S
. ; Number) ~ « Copay
111 Gynaecology Consultation() 1 110.00 110.00 NA Registered
USs001 Gynaecology Ultrasound() 1 250.00 250.00 NA Registered
Total Estimated Amount 360.00
Total Approved Amount 360.00
Print Date 01/07/2024 16:42

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

Pre-Approval Validity is 21 Days from approval date or until Policy expiry Date whichever comes first.

Prices are approved subject to the agreed price list, contract terms, policy conditions and exclusions.

faim has to be submitt

days from the date of service

N.B. Approved Investigations listed above subjected to abnormality of preliminary investigation results
Services rendered are subject to policy terms and conditions.
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QLM Life & Medical Insurance Company Q.P.S.C.
Pre-Approval Confirmation Receipt

menstruation with irregular cycle

Pre-Approval Codev" . 24090370165-R Pre-Approval Status Registered
Applied Date 10/06/2024 12:07 Approval Date 10/06/2024 12:07
Insured Name SHAHERA ALSMADI
Provider Name DR. LEILA HAMID MEDICAL CENTER
Policy Holder Sidra Medicine Medical Record No
Policy No P2109000197-R2 Member Id MEM21353707
Type Out-Patient Admission Date 10/06/2024
Admission Period Admission Type
lliness Acute LMP Date
Priority NORMAL Currency QAR

' |Primary Diagnosis Excessive and frequent Present lliness Dur. 20 DAYS

Facility Obstetrics and Gynecology Doctor DR. LEILA HAMID HASSAN
Benefit Basic Sub Benefit Chronic Conditions
Beneficiary Share Co-pay Percentage 0%

Co-ins Ded 50 QAR

Approved By Age / Gender 47Y Female

Other Diagnosis

Past Medical History k

PARA 4 + AB 1 H/O ENDOMETIRAL SAMPLE

About Present lliness

C/O ABNORMAL PERIOD NOW 20 DAYS ON AND OFF REASON FOR SCAN HEAVY

MENSTRUAL BLEEDING

Request. Line Of Mgmt.

Approval Remarks

ject/Approval Remarks)
Numbe
111 Gynaecology Consultation() 1 110.00 110.00 NA Registered
US001 Gynaecology Ultrasound() 1 250.00 250.00 NA Registered
Total Estimated Amount 360.00
Total Approved Amount 360.00

Print Date

10/06/2024 12:13

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

Pre-Approval Validity is 21 Days from approval date or until Policy expiry Date whichever comes first.
Prices are approved subject to the agreed price list, contract terms, policy conditions and exclusions.

Claim has fo be submitted within 60 days from the date of service,

N.B. Approved Investigations listed above subjected to abnormality of preliminary investigation results
Services rendered are subject to policy terms and conditions.




Dr. LEILA H. MEDICAL CENTRE ...
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New Patient Registration Form

S\halera N\, MQ

Full Name

R S,

Jal sy

Date of Birth

SO — o\ -~ \_= g

J)\,.u.“ @ _)U

Marital Status [_] Single /<=l [ Married /z 33 [_] Divorced/alas[ ] Widowed /da )l

Gender: [] Male/_s3 E/fémale/ 3l Nationality QSW EEWSEN]
Occupation AN 3N Liga))
1.D Number 2 AENRWNE680 Apai ] 2l
Telephone No. (Home) el gl o8
Mobile Number 05256649 & Jisall 3,
Emergency Contact Person \%\'\S\O“\B By Gl
Emergency Contact Number SS.2RINEQR il 8
Address:  Building No. Zone No. Street No. 1)) sind)
Ll 8 0 Ailaial) o8 S g oLl o8 233 o) gial
How did you hear about our Center LS ye e Cman (il e

[ Advertisements/ <tde) ] Referral by doctor
[] Others/ Al
How do you want us to address you ?

[=1By Name /a¥ls

| receive my Rights & Responsibilities

e

[ ] By No/ &l
L]

sl

Signature

[ Friends & Relatives/ il 5 sBaal

¢ el of Juati Ca

[ ] Others (please specify)/ leliati il 45, yall 22a

o el Dl e 5 (5 sia AailE Caalin)

File Number O‘Zq (o] Zg

AY/A+ @) S el jiune - adltl gyl - GOYENEVE/OOATOYY : g - EEAVYVAT :(uSLa _ £EAVVIOY / EEANVION 1(y9a s
Tel.: 44817651 / 44817652 Fax: 44812796 - Mobile : 55868523 / 55341474
Al Salam Street - Muaither North Villa No. 80 /82 E-mail : dr.leilamedcenter@gmail.com




Dr. LEILA H. MEDICAL CENTRE ... S0
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State Of Qatar
Residency Permit

ID.No: 27640000650  :addd f
D.0.B.: 30/01/1976 :ﬂ-{d‘ &k
Expiry: 19/04/2025 Aadall
Agiay L O
Nationality: JORDAN )
Occupation: Al jaa gl

salaal) G gl daal o yagudi patd)

Name: SHAHERA AHMAD AYOUB ALSMADI

¢
Passport Number: Q419351 T g o
Passport Expiry: 19/04/2026 D aadlelgsi gy
Serial No: 31127640000650 ) oy
Residency Type: Jue Aad ) o
Employer: hall 5 a0 i)
S5l el Lalad) 5y ale e FETAR) iy
General Director of the General Holder d‘h é’:"
Directorate of Passports older's signature

LT




| State Of Qatar

Residency Permit

1D No: 27340000658
D.O.B: 08/12/1973
Expiry 19/04,/2024
L;L))l
Nationality JORDAN
Occupation. Lo )Ra

" Name: LUAY ABDALRHAMAN MOHMMAD ALSMADI

T

Passport Number: 0419356 Tkl Sl a8y
Passport Expiry 19,04/2026 tilsadleledl &G
Serial No 30827340000658 2 mdenalt a8 01
Residency Type hos Aiad ) £ g
Employer onbll Jas cavivga o

® .5 %4 ¥ = B o= S -
WE‘;,{'% EWE ;w.eﬁ e

General Director of the General
) H g #13 3
Directorate of Passports SIS Siguare
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Subject: Insurance Payment Agreement

o, SR ,-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. '

Patient’s name:

" File number:

Mobile no.:

Date:

Payment details: Copy of receipt attached

Signatdre:

AY S A w2y Shd ILedidt yiase SpMadt gl 0¥ EVEVE ) 0OATACYY | Jiga - £EAYYVAY, eSB L EEAVVIOY 35.&“.‘1‘;3
Tel.: 44817652 - Fax: 44812796 - Mobile : 55868523 / 55341474 - Al Salam Street - Muaither North Villa No. 80/ 82
. E-mail: dr.leilamedcenter@gmail.com




DISCHARGE SUMMARY

Name of the Patient: File No: =
Shaherss. Alhued 029028
Agel Sex Nationality: -
48 Ju - - R [0 R
Date of Admission: Date of Discharge:
ADMISSION DIAGNOSIS: N MennametYo~y WAGA o

PRESENTING COMPLAINT(S) AND REASON FOR ADMISSION: g ~
?Gv(k Lt-x-\r AU /\FVD} < LO tyshe - Sha et (0O, sha T wm_c\/\@l&}ﬁ‘m
\ N J - i — ~ - 5
PHYSICAL EXAMINATION & LABORATORY FINDINGS: o~ HY SHevosta Py + DA C + o p’; ,
. cic ~ ‘ \t
Hefainy B SClre Jus dogt -
e AR . :
RADIOLOGYFINDINGS: __ =T [\l enda. 1T — (X men s Sl chaoR
Q«{)?nwm(@ - Coorn et {p(&(@. - namd_9yaias
PROCEDURES & TREATMENT PROVIDED:

\;‘\‘/S“’VO&(O\P\[/ ¢ Do(( -‘-b\O(\)S"\\

SPECIMEN ) STONE : ( Removed and S@l \/ No:

DISCHARGE DIAGNOSIS:

L menna VNQJ’*/Q*/\/\“&\C\

SUMMARY OF HOSPITAL STAY:

{
g AALDO ‘*D\ ’

DISCHARGE CONDITION: TCQ A ,/.\‘/

DISCHARGE MEDICATION (Refer to the Medication Reconclliation at Discharge & Prescription attached)
Discharge Medication Dose Route ! Frequency Duration |

SRR

ACTIVE MEDICAL PROBLEM AT DISCHARGE:
No : ;/ " Yes: If yes, pl specify.
DISCHARGE DESTINATION: Home: V Other:

FOLLOW UP:  Appointment Date: one Wi Ay K_,\‘\ el
DISCHARGE INSTRUCTIONS (Post Operative Home Care):

«r\zﬂ)m\.b\r ule a_} g Csn

Advice, recommendations and future plans (including results awaited and outstanding investigations):

Physician Signature & Stamp:

-G | ﬁ
ACCREOITED . 7
H

e Date: 73 JUN 202
il : M.E. 45-B
Dir.Leila Hamid
FRICTy W PRE RS-
Caonsultant OB GYN

DR LEILA HAMID ‘ = -
MEDICAL CENTER wot ! Liﬁ;jnse No' PBSZ 2y ‘,‘:,v,_:.r:_' 2

e




QLM Life & Medical Insurance Company Q.P.S.C.
Pre-Approval Confirmation Receipt

Pre-Approval Code

24090374200

Pre-Approval Status

Additional Info

Applied Date

11/06/2024 16:46

Approval Date

11/06/2024 18:01

Insured Name

SHAHERA ALSMADI

Provider Name

Al-Emadi Hospital WLL

menstruation with regular cycle

Policy Holder Sidra Medicine Medical Record No

Policy No P2109000197-R2 Member Id MEM21353707
Type In-Patient Admission Date 11/06/2024
Admission Period 1 Admission Type Surgical Admission
lliness Acute LMP Date

Priority ELECTIVE Currency QAR

Primary Diagnosis Excessive and frequent Present lliness Dur. A

Facility Surgery, General Doctor REFERRAL FROM OUTSIDE

Benefit Basic Sub Benefit Chronic Conditions

Beneficiary Share Co-pay Percentage 0%

Co-ins Ded NA

Approved By 160090 Age / Gender T 47Y Female

Other Diagnosis

Past Medical History

About Present lliness HEAVY PROLONGED PERIOD

Request. Line Of Mgmt.

Approval Remarks Kindly provide complete OB-gyn history (G-P score) + years of marriage + age of last child +

method of contraception ///Provide radiology report.

Treat{DruQ Code Treatment/Drug Desc (Tii:g:rppmva! Remarks) (Tooth Gty | B Aot l Avpr Anit Additional Sl
GYN26 Diagnostic D & C() 1 4,000.00 0.00 NA s
GYN32 Diagnostic H\Y() 1 4,000.00 0.00 NA Ad?:;g"a'

ST11 BIOPSY 2 ( LARGER SIZE )() 1 880.00 0.00 NA el

Total Estimated Amount 8,880.00

Total Approved Amount : 0.00

Print Date 11/06/2024 18:38
Note : This is a system generated receipt, signature is not required

Pre-Approval Validity is 21 Days from approval date or until Policy expiry Date whichever comes first.
Prices are approved subject to the agreed price list, contract terms, policy conditions and exclusions.

Claim has to be submitted within 60 days from the date of service.

N.B. Approved Investigations listed above subjected to abnormality of preliminary investigation results
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Voot M @1 st e convry = NN
— fQ L M Licensed and Regulated by the Qatar Central Bank vide Commercial Registration No. 116849 9227680

Direct Billing Claim Form (Others) Date:11/06/2024 12:57

Provider: DR. LEILA HAMID MEDICAL CENTER MR No: bm::z.\(

YoM

som gLl Bt chisalii ol Fash
B Lt & Wietien lmintnte Sumpengire.

Sidra Medicine
P2109000197-R2

Patient Name: SHAHERA\ALSMADI

DOB/Age:  01/09/1976 / 47 Gender:Female

[ New Visit [ Follow-up
Effective: 01/01/2024 TO 31/12/202
Oop OER [dDay care Ow
SHAHERA ALSMADI
27640000650

MEM21353707 Emp id :25471

In case in-patient admission is recommended
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