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QLM [-ife & Med[cal lnsuraruce Gompany Q"P"S.fi.
Pre-Approval Confirmation Receipt

..:: Registered

Applied Date : 03/0612A24 21:07 Approval Date

lnsured Name HANAN MOHAMMED AL.GHAFRANI

Provider Name DR. LEILA HAMID MEDICAL CENTER

Policy Holder : Qatar Energy Medical Record No

Policy No : P2109000180-R2 Member ld : MEM21215966

Type : Out-Patient Admission Date : 03/0612024

Admission Period Admission Type

lllness : Acute LMP Date

Priority : NORMAL Currency : QAR

Primary Diagnosis : Leiomyoma of uterus, unspecified Present lllness Dur. : ONE WEEK

Facility : Obstetrics and Gynecology Doctor : DR. LEILA HAMID HASSAN

Benefit : Basic Sub Benefit : Chronic Conditions

Beneficiary Share : Co-pay Percentage : 0%

Go-ins Ded : NA

Approved By Age/Gender : 40Y Female

Other Diagnosis N83.2 - Other and unspecified ovarian cysts

Past Medical History SINGLE

About Present lllness : FOR 2nd OPINION ABOUT UTERINE FIBROID THAT SHOULD BE REMOVED REASON FOR
SCAN PELVIC PAIN

Request. Line Of Mgmt.

Approval Remarks

/.-*,

Total Estimated Amount

Total Approved Amount

Print Date

360.00

360.00

A4106//202415:43

,A.

Note : Thls Is a system generated receipt, signature is not required

Pre-Approval Validity i8 21 Days from approval date or untll Pollcy 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 dat6 of servico,

N.B. Approved lnvestigations listed above subjected to abnormality of prellminary Investlgatlon results
Sorvlces renderod are subJect to pollcy terms and conditions.

Gynaecology Consultation 0

Gynaecology Ultrasound0
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Emergency Contact N u m ber
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I receive my Rights & Responsibilities
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Al Salam Street - Muaither North Villa No. 8o l82 E-mail : dr.leilamedcenter@gmail.com

Date0} ... / 0 .G,/ .1gh.bl

d^tsll r*yl

\,//"x"'"" rgt eJ:

d+-Fll O$:r..* : c!;s- a.iE r', Ii*f

t] Male/-fl t] Femate/ .Ji Nationatity.... -8ib1...r...... dr**iJl

4j4ao..ll



Dr. LEITA H. MEDICAL CEI{TRE*,, p,p.i n-1hJl r-.oL-,-l+J .^r FS;a

i#l AiilJ^lt CiJ^i

o-+Lll gyrll ,r.b i6slJ,o

..-*l,iq fSll, o,Je 
, i.r<tl el_.p13 sjlilil J dUl i*ptll / ,=++ul 4+;l : .!il:i

s+l-ri* ,r OI cl-;.rl Lil3 , -*!t eU-J dj dJ+l^e ,i ,sIE lt ,i e;rrlq .,jrl. l,-r
gJ ,.+i* el_2.1i 1-S J dlJl ,.,.r.,! Il yl_li gl$l: g+rl_rl rr- Jl d.,rJl r/ ,r..--ll

.,,-l Lr6.ll qt'jl rJe a:*.bU / !,;l_,r i,6i C ,l dll gi_,; ,,,tt # ,j-ll

.i'.F-^- i:i+t LJeJ eS: cJ+i rJ^,i Ct OJ s+,.,jr-s! cl_.,p,| gl ,+ ..Fl;i_r

.LtJl i--,-ll 6tlj: eL;l; (.iu,r;_pi, ll iiAtJr.ll elF,& Sil:, ci; S_,

:L:+JFll ld+J^ll r*l
(q'( 1- 7 -a / v:e-rJr$r

:i-l .-il^

6:e+cr

Tel-:448176521 4817652 Fax: 44812796 - Mobite : 55868523 t 55g41424
A! Salam Street - Muaither North Villa No. 80182 E-mail : dr.leilamedcenter@gmail.com

,.r-oL>,r!J/s
Dr.Leila Hamid

I!g9l!9 tt o.\nlrffii u+r+i

AYlA'FIJ)t+ldUatt-pt -p)LrJl Ttli-ttAllvqls,.su - tthtvloy / ttAtvlot r &r--a*ti

o



statcof Qatar ffi JLi 4ls.r
tD.Gard W {.*c,,$ldh

l-d

-\.

rD. No: 284SA40Z6T1 :e;tr

D.O.B. 30/()1/1934 .:$t C.;t:
t',lationality: QATAR t *F .i+*iJl

Date of expiry: lgnU?fll} .15)t"-ll

,rlyiJl Lr. .r.il_,, t.r.6tjr :p*ryl
Name: HANAN MOHAMMED R M AL.GHAFRANI

t.

15 
"ii. - 

g3O 
t_rt*i _ 11 LiL;_ ;gteirJt

serial No. 1 1 331 607795E A127
;LI-,t all *;tt

liJt J:BJ J i$,i.lt i;lrJ _vr^ &U-Jl &a Cn_lAuthority's signature Holde/s signature

/ililililtililfl tililt/iltilil/il1iltilililtiltilil/ililililililffi



ilr. LtmA H. ,l{F.DIc,t[, ct]rTl{il*,,.
:.".i r*d[ , .oL-* ,-i*.j,: F_Sl^o

o

t,

amount of

-- rejected. lf the claim

rl-lSUrance COmpany.

Subiect: lnsurance payment Agreement

signed below confirrn that r understand
as deposit to cover the cost of my visit
Leila H. Medicar center wirr return the

that I am obliglted,to pay the
should my insurance claim be
full amount approved by the

,r+Jl -r"ot-r *T .r _F_r"l -I .. t.' .. 
j

;.oJ r-rto-'i,.,:.0 ,*rl dJ U;i* J^.j, olr-:iLfi. ,- FJd !-Jro\ !., r ,,jl eJ !rl33* ;l"s-ir ot :l 4_r-*ll , | ,

lr, d"ls al+ll gr el:,lt J e.-3, rlii d*lc, r .e rr.if
.,ui yi

Ju L#

.L-iJLS:JI 4+tii *1, ;)+"ijll AS;

\

I

?
Lr"g

tiii qlr-l .6,,,!_,,11 +JfSj 4+tf:i .*U, AJ
\

d jL.,' ( ,.fJL{ Jf;

QAR

is approved, Dr.

Patient's name:

File nurnber:

Mobile no.:

Date:

Payment detaits: copy of receipt attached

Signature:

Ay/.,r.r"s:,'*;"ti_,t*._nr-it_,*.r;;,ri 
,oon,,nori,.y,.**_ir,rrrvi.r,***_,in,,r.,or,;rn*o

Tel':44817652-Fax:44812796'Mobile:55868523./5s341474-o,,'ro,,.,street-muaittrerNorthviraNo.80/82

E_mail: dr.leilamedcenter@gmail.com

d;.lJl .31trl,.*o r{r^u- 4.EISI /E$.J"ll

:dlJ+Jl d,
JUN IllU+ :g;L3Jl

JqYl ..1 [;-ra.F_,* :eJl Ci#aLri


