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QLM Life & Medical Insurance Company Q.P.S.C.

Pre-Approval Confirmation Receipt

Pre-Approval Code

24090630674-R

Pre-Approval Status

Registered

Applied Date

09/09/2024 18:52

Approval Date

09/09/2024 18:52

Insured Name

ALJOHARA ABDULLAH AL-DOSARI

Provider Name

DR. LE!LA HAMID MEDICAL CENTER

vulvovaginitis in infectious and

Policy Holder MINISTRY OF FOREIGN AFFAIRS Medical Record No

Policy No P2209000085-R2 Member Id MEM22125114
Type Out-Patient Admission Date 09/09/2024
Admission Period Admission Type

liiness Acute LMP Date

Priority NORMAL Currency QAR

Primary Diagnosis Vaginitis, vulvitis and Present lliness Dur. 3 DAYS

Facility Obstetrics and Gynecology Doctor DR. EBETSAM ABDULLAH
Benefit Basic Sub Benefit Basic

Beneficiary Share Co-pay Percentage

Co-ins Ded NA

Approved By Age / Gender 3Y Female
Other Diagnosis

Past Medical History NORMAL

About Present lliness

C/O GREEN DISCHARGE FOR 3 DAYS

Request. Line Of Mgmt.

Approval Remarks

| Additional
_ Copay

Total Estimated Amount

Total Approved Amount
Print Date

110.00
110.00

09/09/2024 18:52

Registered

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 80 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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Subject: Insurance Payment Agreement

l, , signed below confirm that | understand that | am obligated to pay the
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amount of QAR as deposit to cover the cost of
rejected. If the claim is approved, Dr. Leila H. Medical Center will re
insurance company.
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turn the full amount approved by the

Patient’s name:

File number:

Mobile no.:

Date:
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