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DR LEILA HAMID MEDICAL CENTEREIflT.ilEI
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QID No: 318G3400295 Sex: Femate
Mob: 665grrss ADDRESS :uM SALAL

Investigation Requested : Vq}^^^ drrs,J;r+-

Marital Status: .......t

{ame:

ne: ...... ...... Residence Phone:

: ?e,tt*rds-h v*S;rtT{ drs &*/ 414fdSYMPTOMS:

f1f,t [-*tit : ( :,i;;

Plan of lVlanagement: P+ q, & ;d p;sri[tu_ sL
+" sq fq-J

9".^t, Z fls$I
Next Appointment:
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fttffl Life & fuledical f,nsuranffe GCInnpany Q.F.$.C"

Pre-Approval Confirmation Receipt 031 1 LL

Total Estimated Amount

Total Approved Amount

Print Date

110.00

1 10.00

28109nA2414:37

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

- 
Pre-Approval Valldity is 21 Days from approval date or until Pollcy expiry Date whichever comes first

f -1 
Prices are approved subject to the agrced prlce llst, conlract terms, policy conditions and exclusions. r

Claim ha$ to be *ubmitted within 60 day$ from the date of servlce.

N.B. Approved lnvestigations Iisted abovs subject€d to abnormality of preliminary investigation results
Servlces rendered are subiect to policy terms and conditions.

AppliedDate : ,. ': '' 261091202421:08 Approval Date : 2610/912024 21:08

lnsured Name SARA HAMAD HAMAD QADAR

Provider Name DR. LEILA HAMID MEDICAL CENTER,

Policy Holder : Qatar EnergY Medical Record No

Policy No : P2109000180-R2 Member ld : MEM21214925

Type : Out-Patient Admission Date : 2610912024

Admission Period Admission Type

lllness Acute LMP Date

Priority : NORMAL Gurrency : QAR

Primary Diagnosis : Folliculitis decalvans Present lllness Dur. : 2 DAYS

Facility : 'Obstetrics and Gynecology Doctor : DR SALWA ELGALY MUSA

Benefit : Basic Sub Benefit : Basic

Beneficiary Share : Co-PaY Percentage : 0o/o

Co-ins Ded NA

Approved By Age/Gender : 6Y Female

Other Diagnosis

Past Medical Hlstory : NORMAL

About Present lllnoss : C/O MOTHER NOTICED YELLOWSH DISGHARGE Oll HER UNDER WEAR

Request. Line Of Mgmt.

Approval Remarks
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Dr. LEILA H. MEDICAL CENTRE,,, 
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New Patient Registration Form

Full Name - - - --- i#. ...*t*....**8..........r.+-L*... &lsl r-yl

Marital Status lZ] single l+yl 6 m.rri" d /6:-F n DivorcealOL^E Widowed /&ll

Gender: l-l Male/-.rSi Pl Female/ .+l Nationality +rX,..... iil"i+ll

Eil,::E':::T,E
Emergency Contact Number ....................66.9.Ga.r>.1..o.. L.iil^ dJ

Address: Buitding No. :olji'Jl

:OlJirJl
Lt-dl ^! ',ofJ

How did you hear about our Center fU5-,1" OP d.E^a,r Ul cl.

tEffiriends & Retatives/ +-i!i: oEs if.] Advertisements/ ditj)eJ t] Referral by doctor

tl Others/ (,I,ll

How do you want us to address you ? f d.rts OI cj..aii.iS

t] By Name /r-Y! WEy No/ ij! t] Others (please specrtfllr*1.' ii Cl ilrtll r\-

I receive my Rights & Responsibilities

Signatu re .........r......!.................. C*Ct

d+.j ll crtal3'."^ J 63f: 4.51-6 d.r.oli-l

File Number

AYl^. F3J:rltsy'uattrl!', - pxdl pLa - ooft\tvtloo^IoYr,r.llg+ - tt^lYvtl:L.6li-tt^tv1oY / tt^\v1ol:(13{J:
Tel.= 44817651 I 44817652 Faxz 44812796 - Mobile: 55868523 I 553,41474

Al Salam Street - Muaither North Villa No. 80 18l2 E-mail : dnleilamedcenter@gmail,com

D3r+r/
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AY/4. rt3l)l+f y'kaltjrao-p)t-lJl U@-LtAtYVlls...SlJ- ttAtVloY I 2ta.\Vlol r &Fiil3
Tel.:448176521 44817652 Fax: 44812796 - Mobile : 55868523 I 55341474

Al Salam Street - Muaither North Villa No. 80182 E-mail : dr.leilamedcenter@gmail.com
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Nanr: HAMAD MISAAD S S QADAR

;l.ri qc- Iret. .trr 6-,1t-, :ill
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ffi 
tD.No: 31g63400295 :,.s_2rl

\ffi/ D.o.B 11t01t2018 ;:>t+^ll &;u

Nationality: QATAR t 4*.l!g 'i+ "itll

Date dexPiry: 14/(fin028 :t*=).^:ll

NaME: SARA HAMAD M S QADAR

Toll Free 8OOO88O, Outside Qotor: +97411533666, email:glm-medicol@qlm.com.qo

lntcrnoliono! Provldcru:

Country / Region Globol Portner Contoct dctoils

UK / ww heOliyJ Tel : + 41?fts76s3174

Tel: +l 8442658326

EUROPE 1 f , rrrr,r.rr.^TTHCATE Tel : + 4g 40 S3T 916665\]/ "

MEDIGQ Ter: + 4s s2211 &1674

Tel : + 974 4434 1057

Tel:+9513770533

$,,.*,
. s.tth Iel : + 91 22 4000 42161 228/ 234

24,*- 638 t;c - 53 irLi.

serial No: ':' ''li:/''::'' t

:olJil ;

;q,.&.Jl #ltt

js^.'ll #EJ J il"iJl -o_;l.rl 
*,p.:.o

Authority's signature

:utJoJ

;j-J.,"Jl *"lt

Aiudll .-kt-- C+y
Holde/s signature

USA

,F*

5 (,j,;"r - 611 t;U -71 iila;t

113?1 3055E7C A127
Serial No:

JE ,lt 6il.33 I ir^ri-lt 'o-;b! -;r."
Authority's signature

ail-,lt j"L efy
Holdefs signature

NAME :SARA HAMAD HAMAD QADAR
Civil ld : 31853400295 Emp lD: DOH 2O1

Mem No : MEMZLZL4925 QP KEY: 0OO2O13

I,lationality:

Date of expiry:
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amount of

t,

QAR

Subiect: lnsura nce payment Agreement

signed below confirm that I understand that I am obligated to pay the
as deposit to cover the cost of my visit should my insurance claim be
Leila H. Medical Center will return the full amount approved by the

rejected. lf the claim

. __,,,:lsu ra nce company.

is approved, Dr.

Patient's narne:

File number:

Mobile no.:

Date:

Payment details: copy of receipt attached

Signature:

AY/,,r'n3;)t*lro'L*itl:J:{r4-l)Ltre;iri cottllvt/o0A1Aoyf r.}r3.^+-ttAryvll ru"sti-rriir.,or,;*r:
Tel': 

'14817652 
- Fax: '44812796 ' Mobile : 55868523 t 55341471- At Satam street . Muaither North Vilta No. 80 / 82. E.mail: dr.leilamedcenter@gmail.com

:$;till
J.-;yl ;," ii_,1 c,.a ,-ii.-* :eldl di.atil

Dr. LtnA H. MF.nlC,t[, CHNTRE*,, ffi,
'&,t

:.o.j,***j[ u-c[-* *lj .r;-5;a


