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

Pre-Approval Confirmation Receipt

03+t

Pre-Approval Code

24090702445-R

Pre-Approval Status

Registered

Applied Date

26/09/2024 21:08

Approval Date

26/09/2024 21:08

Insured Name

SARA HAMAD HAMAD QADAR

Provider Name

DR. LEILA HAMID MEDICAL CENTER

Policy Holder Qatar Energy Medical Record No

Policy No P2109000180-R2 Member Id MEM21214925

Type QOut-Patient Admission Date 26/09/2024

Admission Period Admission Type

lliness Acute LMP Date

Priority NORMAL Currency QAR

Primary Diagnosis Folliculitis decalvans Present lilness Dur. 2 DAYS

Facility Obstetrics and Gynecology Doctor DR SALWA ELGALY MUSA
Benefit Basic Sub Benefit Basic

Beneficiary Share Co-pay Percentage 0%

Co-ins Ded NA

Approved By Age / Gender 6Y Female
Other Diagnosis

Past Medical History NORMAL

About Present lliness

C/O MOTHER NOTICED YELLOWISH DISCHARGE Of! HER UNDER WEAR

Request. Line Of Mgmt.

Approval Remarks

tment/Drug Desc (Reject/Approval Remarks) (Tooth | =

_ Number ‘
Gynaecology Consultation()

4 ~App{Aﬂﬁ

. Additional
110.00 NA Registered

1 110.00

Total Estimated Amount
Total Approved Amount
Print Date

110.00
110.00

28/09/2024 14:37

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
Services rendered are subject to policy terms and conditions.




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

Full Name ,‘ ’;?M.&—ZQ)LQ BRI
Date of Birth Nk oo b & Blgall 2 5

Marital Status Single /<el @ Married /z s« [_] Divorced/dtha[ ] Widowed /Ja )
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[1Advertisements/ <iSle] [ ] Referral by doctor [ T}-Friends & Relatives/ « il 5 sliasl
[] Others/ Al
How do you want us to address you ? ¢ el of Juas g
[ ] By Name /as¥b [LI By No/ #:  [] Others (please specify)/ Lelaai () 45 ) axa
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AY/A+ @By Shid HLedd! jinean - adladl gyl = OOTEVEVE/OOATOYY i Jlga — £EANYVAT :(uSLE L EEAVVIOY / £EANVION 1015l
Tel.: 44817651 / 44817652 Fax: 44812796 - Mobile : 55868523 / 55341474
Al Salam Street - Muaither North Villa No. 80 /82 E-mail : dr.leilamedcenter@gmail.com
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QLM Lite & Medical insurance Compeny.

QatarEnergy Health Insuran

Policy No :P2109000180 \ -
Eff. Date :01/01/2022

Name :SARA HAMAD HAMAD QADAR

State of Qatar
ID. Card
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Nationality: QATAR /
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D.O.B. 31/12/1977

s il

Civil ld  : 31863400295 Emp ID:DOH 2013 .
Mem No :MEM21214925 QP KEY : 000201350 Date of expiry: 17/06/2030 RES W
C O s A dria 2 eyl
Name: HAMAD MISAAD S S QADAR

Qatar

State of Qatar
ID. Card

ID.No: 31863400295 &)V
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Nationality ~ QATAR /| 4pkd  duial
Date of expiry: 14/06/2028 gl
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Name: SARA HAMAD M S QADAR

Toll Free 8000880, Outside Qatar: +97444533666, email: gim_medical@gim.com.qa 24 u-“ B 638 &Ju - 53 iﬂau :J‘,:.-“
International Providers: Serial No: Gedesal) F’J‘“
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=
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Subject: Insurance Payment Agreement

I , 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
~=i0surance company.

Patient’s name:

" File number:

Mobile no.;

Date:

Payment details: Copy of receipt attached

Signatﬁre:
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Tel.: 44817652 - Fax: 44812796 - Mobile : 55868523 / 55341474 - Al Salam Street - Muaither North Villa No. 80782
g E-mail: dr.leilamedcenter@gmail.com




