
;

To,

LIC of lndia

Branch Office
IIY

Name of the Life to be ass {:LNo kuM

presence.

l]r. hc."..

I have satisfied myself with regard to the identity of lhe Life to be assured before conducting tests /
examlnation for which reports'are enclosed. The Life to be assured has signed as below inhy

Signature of the Pathologisu Doctor

Name: >€ hF-tvth.NT ( Ep .. P- mSF#ucg

Dr. TIEMANT I(APOC8
UD, DPB

Gruitel{ Pathologi$r

D{ttC Reed. No. 3663t

I confirm, I was on fasting for last 10 (ten) hours. All the Examination / tests as mentioned below were done
with my consent.

,r,rn.,r," o,[(ff/be assured]

Name of life to be assured. VSNTDD U,U0 41(

Reports Enclosed:

PHYSICIAN's REPORT

COMPUTERISED TREADMILI, TEST

IDENTIFICATION & DECLARATION

IORMAT

MEDICAL EXAMINER'S REPORT

LIPIDOGRAM

BLOOD SUGAR TOLERANCE REPORT FBS (Fasting Blood Sugad
SPEC|AL BIO-CHEMtCAt- TESTS - 13 {SBT-
13 \./'

PGB! (Post Glucose Blood Sugar)

ROUTINE URINEANALYSIS

REPORT ON X.RAY OFCHEST

ELISA FOR HIV otherTest H BH c-

Comment Medsave He

Authorized Signature,

alth lnsurance TPA Ltd.

i

DaE: l>- oz- >)>{

Proposal No. l6???o3Vz

The Life to be assured was identified on the basis of AtrD h p{ c_+Ap i

!

Reports Name

ELECTROCARDIOGRAM

HAEMOGRAM

8ST (Blood Su& r Test-Fasting & pp)

Both

Proposal and othea documents

Hb,



MEDICAL EXAMINER'S REPOBT
Form No LlC03-001(Revised 2020)

Branch Code:
Proposal/ Policy No iL247b3u\
MSP name/code :

o3 Lold
Medical D No&
Date& Time of Examination: r

No:

( ln Case of Aadhaar Card , please mention only last four digits)

I Note: Mobile number and identity proof details to be lilled in above For Physical MER, ldentity

ldentity Proolverilied: DFauNt- I

Mobile No of lhe Proposer/Life to be assured: fl',llqT L2\

Proof is to be verilied and stamped.l

lD Prool No. y'irx x^/l."( 3o2-l

For Tele/ Video MER, consent given below is to be recorded either ttl
message. For Physical Examination lhe below consent is to be obtained belore examination.

"l would like to inform rhar this cal wirh/ visit ro Dr .H.efl.Afl r..::.E?::ri.. (Name of the Medicat
Examine0 is for conducting your Medical Examination through Tele/ Video/ Physical Examination on
behalf of LIC of lndia".

I

v I ^-,--
Signature/ Thumb impression ol Llle to be assured

)

rough email or audio/video

(ln case of Physical Examination
,l

Full name ol the life to be assured: UI NoD (u MAR_
Date of Birth: 1o lbq rg &r A,ge: Lq Gender: M
Height (ln cms): l?-o Weight ( in kgs) : +6

4 Requked only in case of Physical MER
Pulse:

71
Blood Pressure (2 readings):
1. Systolic ll-o
2. Systolic I }-)

Diastolic S 2-
Diastolic I ',ASCERTAIN THE FOLLOWING FROM THE PERSON BEING EXAMINED

lf answer/s to any of the following questions is Yes, please give lull details and ask life to be
assured to submit copies ol all treatment papers, investigation reports, histopathology report,

up reports etc. along with the proposal form to the Corporationdischarge card, follow

5 a. Whethef receiving or ever received any treatmentl
medication including alternate medicine like ayurveda,
homeopathy etc ?

b. Undergone any s urgety / hospitalized for any medical
condition / disability / injury due to accident?

c. Whether visited the doctor any time in the last 5 years ?

lf answer to any of the questions 5(a) to (c) ) is yes -
i. Date of s urgery/accidenl/inju rylh ospitalisation
ii. Nature and cause
iii. Name of Medicine
iv. Degree of impairment if any
v. Whether unconscious due to accident , if yes, oive duration

-- N0

6 ln the last 5 years, il advisexl to unGrgo-n X-EIET
MRI/ ECG / TMT / Blood test / Sputum/Throat swab test or any
other investigatory or diagnostic tests?

date , reason ,advilqq by whom &Iindings.Please specify

scan /

-'Mo

7 Suflering or ever suffered lrom Novet Coronavirus (Covid-lg)
or experienced any of the symploms (for mo{e than 5 days)

'such as any fever, Cough, Shortness of breath, Malaise (flu-
like tiredness), Rhinorrhea (mucus discharge from the nose),
Sore throat, Gastro-intestinal symptoms such as nausea,
vomiting and/or diarrhoea, Chills, Repeated shaking with chills,
Muscle pain, Headache, Loss of taste or smell within last 14
days.
lf yes provide qll investigation and treatment reports

- Nro ---

2

3



;

8 a. Suffering from Hypertension (hish blood pressure ) or
or blood Sug evels h Igher normal or history

of sugar /albumin in urine?
b. Since when, any follow up and date and value of last

checked blood pressure and sugar levels?
c. Whether on medication? please give name ol the prescribed

medicine and dosage
d. Whether developed any complications due to diabetes?
e. Whether suffering from any other en docrine disordeB such

as thyroid disorder etc.?
J ny igh t garn or we rght oss rn last

,l
2 months (other than

b d iet contro or exerc ?

FTD .-

a. nv h istory of chest pai n, heartattack, pal pitations and
breathlessness on exe rtion or tfiegu ar heartbeal?

b. hether SU fI ns from high cholesterol 2

c. Whetheron medication for any heart ailmenv high
cholesterol? Please state name ol the prescribed medicine
and dosage.

d. Whether undergone Surgery such as CABG, open heart
SU e or PTCA?

- 
tk)

SUffe rins or ever sufi red Irom any d SEASE related to kidney
kidney kidney or urete rul sto nes, blood or pus

tn U rtne or rostate? - Nro

11 Suffering or ever suffered from any Liver disorderslike
cirrhosis, hepatitis, jaundice, or dilorder of the Spleen or trom
any lung related or respiratory disorders such as Asthma,
bronchitis wheez tuberculosis breathi difflculties etc.? -N0 

._

12 Suffer ing or ever sulfered trom any Blood disorclerltke
anaemia thalassemia or an Circul disorder? llo 

-'13 Suffe ring or ever suffered lrom any form ol cancer, leukaem ia,
tumor or roMh of an kind or enl I h nodes? -l\r0 --

't4 Su tteflng or ever suffered from Epilepsy nervous disorder,
m ul sclero SIs, trem n UMbness, bra tn stroke

,)

- 
r$0 

-t5 Suffering oI ever suffered lrom v physical impairmentl
disabi ity lamputation or anv congen ital disease/abnorm al ity or
d sord of back uscl bonem ints, arthritis or out? -Mo

to

--NO 
-

17 a Sutt nng trom DepresSIon/Slress/ Anxiety/ Psych OS ts or anv
other psychi.atric disorde/?

b. Whether on treatment or ever taken any lreatment, if yes,
please give details of treatrnent, prescribed medicine and
dos ES

'18 ls lhere any abnormality ol E
(dealness/ discharge from the

yes (partial/to

ears), Nose,
tal blindness),Ears
Throat or

Moulh,teeth, swelling ol gums / tongue, lobacco stains or signs
of oral cancer?

_ND.--

19 Whether person being
tested positive or iV ar

examined and/ or hiyher spouse/partner
e under treatment for lrry

/A tDst*xually transmitted diseases (e s syph it
rrhno ea

-NO

20 Ascertain if anv other cond ition diSEase adve rse habit (such
as smoking/ tobacco
alcohol/drugs etcl wh
risk of examinee.

chewing/ consumP tlon ot
h relevanl n assessm ent o, medica

_.Nro-

diabetes than

10

such as failure,

Suffering or ever sutterediffi
Sromach / intestines, colitis, indigestion, peptic ulcer; piles, or
any other disease of the gall bladder or pancreas?

Mental

* NTO ..-

I



For Female Proponents onl NA
I Whether lf so duration.

Suffering lrom anypregnancy rel ated complications
fit Whether consulted a gynaecologist or undergone any

investigation, treatment lor any gynaec ailment such as fibroid,
cyst or any disease of the breasts, uterus, cervix or ovaries etc.
or taken / taking any treatment lor the same

FBOM MEDICAL EXAMINER'S OBSERVATION/ASSESSMENT
WHETHER LIFE TO BE ASSURED APPEARS MENTALLY
AND PHYSICALLY HEALTHY

trrr CcE!)

Declaration

Y.oY MriMs ] l, !vDlD--I9^'1012- declare that you have fully understood the questions asked to you
during the call / Physical Examination and have furnished complete, true and accurate inlormation after
fully understanding the same. we thank you for having taken the time to conlirm the details. The
information provided will be passed on to Life lnsurance Gorporation of lndia lor further processing.

, t ,:vt"'/
Signature/ Thumb impression of Life to be assured

(ln case of Physical Examination)

I hereby certify- that I have assessed/ examined the above life to be assured on the day ol
t> "4 \- 202!: vide Video call / Tele call/ Physical Examination personally ard recordedTue and

correct findings to the aforesaid questions as ascertained from the life to be assured.

Place:

Date:

Stamp

NEtr 2ELHa
t4a" I 

ooq
,'nn"rrr"O"o,.d Exam iner
Name & Code No:

Hffiffi*



Qi.LiFurANr repoa*.
^ HEl. bpnffiffifu

.:

i

V r n'e./

f arr {.q{\ae cr^€firr,red o,l*r-

1.i i (.

LJrr4ire ki€ctrf,calron Aurho.,ty o! Lto,i:

il'**&*
ffis:9"*eus416 9J51 3021
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I44l-A, WARD NO.-l,(Opp. R.H.IC),
NA'AFGARH, NEW DELHI- I I OO43

Tel : Ol l-25014099
Mob: +91-E5EEE64| 17 / 136

Ernail : doctotsdiarnostic I 9 9 6@gnailcom

DD+ DOCTOR'
DIACNOSTIC CENTRE
Consultant PatholoEist

DR. HEMANI KAPOOR
l!lD. DPB (Patholo8/)

Consultant Radiologst

DR, BIPUI BISWAS
MD (Radiolory)

NABL
ACCRED TED LAB

g$s
.-=-38'F:
(*esu

;s8

alof doctors only, Notfor Medico
. Piease Contact us in Case of

LTECT YOUR ORICIMI, BI

TIMINGS: Dally - 8.00 am to 10.00 pm, Sunday - 8.00 am to 08.00 pm

www.doctorsdiagnosticcentre.in
uou4 aurrriy rhprdvoienr

,E'a

1

},J
s
&

l

r
This

ClinicalLAC

''t



I44I-4, I r{RD No.-l,(opp. RH.IC),
NAIAFGARH, NEW DELHI- I I OO43

Tel :01t-41500010
Mob: +91-8588854117 / 136

Email : doctorsdiaSnosticl 996@gmail-com

Website : wwwdoctorsdiatnosticcenlre.in

DD+ DOCTOR'
DIAONOSTIC CENIRE

Excellence In Diagnostics & Healthcare Services Consultant Radiolotist

DR. BIPUL BISWAS

LabNO

NAME

Age / Sex

s/o

DATE

072503120001

MRVINODKUMAR

39 YRS/I\IALE

UMED SINGH

l2lMarl2025 09:52AM

Sr.No

Ref. BY

Sample Coll DATE

Approved ON

Printed ON

500

LIC

l2lMarl2025 09:53AM

l2lMarl2025 02:43PM

l2lMarl2025 02:44PM
II 1Rn

Test Name

Haemoglobin (Hb)
Method : Cyannelh Pholonetry

DR. JAI PRABHAI{
MBBS, MO

Printed.By:PUFEtrfl oLoGl sT

BR. HEMAHT

MO, DFB

PATHOLOGIST

Unit

b
6nrcxro
TECHNICAL OFFICER PAgE I Of3

This Repod is for the persual of doctors onlv Notfor Medico Legalcases.

Clinicai Co-relation js essentjal. P,ease Contact us in Case of lJnexp€cted resulls.

I(NDLY COLLECT YOIJR ORIGINAL BILLS @l&ILAC

continuous aur ry Lmprcvement
TIMlNcs: Daly - 8.00 am to 10.00 pm, Sundal - 8.00 an to 08.00 pm

Consulant Patholo8ist

DR. HEMANT KAPOOR

Result Status Bio, Ref. interval

HAEMATOLOGY

' Haemoglobin, Whole Blood EDTA

16.0 13.00-18.00 gm/dl

rt-e-*a*



l44l-4" WARD No.-1,(opp. RH.IC),
NAIAPGARH, NEW DELHI- I I OO43

Tel : Ol14l,500010
Mob : +91-85888541l7 / 136

Email : doctorsdiagnostic I 99 6@ gmail.com

Website : www. doctorsdiatnosticcen tre. in

*'il}# D0cT0Rs
OIACNOSTIC CENTRE

Excellence ln Diagnostics & Healthcare Services Consultant Pathologst

DR. HEMANT KAPOOR
MD, DPB (Patholo8/)

Consultant Radiolotist

DR. BIPUT BISWAS
MD (RadioloE/)

072503120001

N{RVINOD KTJMAR

39YRS/MALE

UMDD SINGII

l2lMarl2025 09:52AM

500

LIC

l2lMar/2025 09:53AM

l2tMzrl2025 02t43PM

l2lMarl2025 02:44PM

ZON E

FORM NO.LrC03-013

DtvtstoN

Type of Test Range

1 110 msldL

2 Total Cholesterol 2L6 0.0-200 mg/dL

High Density Lipid
(HDL)

47 40-60

Low Density Lipid (LDL) L24 0-100 mgldL

3 S. Triglycerides

KINDLY CORRELATE CLINICALLY,

0.0-150 rr,eldL

4 o.7 0.5-1.0 m8/dL

Blood Urea Nitrogen
(BLIN)

13.0 7.o-2O.O mgldl

6 S. Proteins 7.O 6.6-8.3 8/dL
(a) Albumin 3.50-5.00 eldL
(b) Globulin 3.00 0.00-3.00 meldl

1.33 L.z-Z.O mg/dL

S.Bilirubin Total 0.9 mg/dL

(a) Direct 0.2 0.0-0.3 mg/dl,

(b) Indirect 0.0- 1.1 mg/dl,

gLsld

DR, JAI PRABHAI{

MBBS,I{B

FATHOLO6IST

DR. HEMAHT

MD, DPB

PATHOLOGIST

This Report is forthe persua I of docto.s only, Not for Medico LegalCases.

Clinaca' Co-relation is essential. Please Contacl us in Case of Unexpe€ted .esults

KINDLY COLLECT YOUR ORIGINAL BILTS @&

OFFICER

continuous alartry rhP,ov€menr
TIMINCS: Dairy - 8.00 am io I 0.00 pm, Sunday - 8.00 am to 08.00 pm

Lab NO

NAME

Age / Sex

s/o

DATE

Sr.No

Ref. BY

Sample Coll DATE

Approved ON

Printed ON

LIFE INSURANCE CORPORATION OF INDIA

spEcrAL Bro-cHEMrcAL TESTS -13 (SBT-13)

b
Curcrpo

fcnNcs-

I

Actual Reading

Fasting Blood Sugar

Method :GOD POD

70-TLO

mgldL

225
NOTE :. SERUM IS LIPAEMIC. IT MAY INTf,RFERE

WITH TRIGLYCERIDE ESTIMATION.

S. Creatinine

5

4.0

@ AG Ratio

7 0.2-r.3

0.70



I44l-4, WARD No.-|,(opp. RH.IC),
NAIAFGARH, NEW DELHI. I I OO43

Tel : Ol l-4l5OOO\O

Mob ; +91-8588864117 / 136
Email : doctorsdiaEnostic I gg 6@ tmail.com
Websil.e : www.doctorsdiatnosticcentre,in

DD+ DOCTOR'
DtAaN0sTtc cENINE

Excellence In Diagnostics & Healthcare Services Consultant Patholotist

DR. HEMANT KAPOOR
MD. DPB (Palholo&/)

Consultant Radiologst

DR, BIPUI. BISWAS
I4D (Radioto&/)

Lab NO

NAME

Age / Sex

s/o

DATf,

072503120001

MR.VINODKUMAR

39YRS/MALE

UMED SINGII

l2ll{larl2025 A9:52AM

Sr.No

Ref. BY

Sample Coll DATD

Approved ON

Printed ON

500

LIC

l2/Marl2025 09t53AM

l2lMarl2025 02t43PM

l2lNlarl2025 O2I44P][{

8 sGoT (ASr) 23 15-45 ull
SGPT (ALT) 4L 0.0-49 tult
GGTP (GGT) 49 U/L

l1 S. Alkaline Phosphatase 71 30.00 - 120.00 uL

12 HbsA ustralia anti NON-REACTIVE NON.REACTIVE
l3 Elisa for HIV (Method)

TEST VALUE:
NON-REACTIVE NON-REACTIVE

CUTT OFF VALUE:

I_declare that the person examined signed (affixed his/her thumb impression) in
the space

earmarked below, in my presence and I am not related to him/her or the Agent
or the Development Officer.

DR, JAI PRABHAI{

[1885, ilD
PATHOLOSIST

l-4fia4+l

DR. }IEI{AI{T

li48, I}PB

PAI}IOIOGIST

b
,fHECI{EO

TECHI{ICAL OFTICER

Thi

Clinica

s Report is torthe pe rsual of doctors onty, Not for Medico L€galCases.
lCo'relation ls essential. please Conract us in Case ofUnexp;cted results

XINDLY COLLECT YOUR ORIC INAL BILLS @&
coirinuous auaiw rmercvem€nr

IMINGS: Dag/ - 8.00 aln to 10.00 pm, Sunday - 8.00 am to 08.00 pm

9

l0 9.00-62.0

*M



t 4 t -A, WARD No.- I,(opp. RH.IC),
I{AIAFGARH, NEW DELHI.I I OO43

Tel: Ol i -4l5O00tO

! Mob: +9t-E588864112 / t36
Email : doctorsdiagnosticlgg6@gmail.com
Website : wwwdoctorsdiatnosticcentre.in

@ooG DocToRr
DIAONOSTIC CENTRE

Excellence In Diagnosti.cs & Healthcare Services Consultant Patholotist

DR. HEMANT KAPOOR

Consultant Radiolotist

DR. BIPUT BISWAS

LabNO

NAME

Age / Sex

s/o

DATE

072503120001

MRVINODKT]MAR

39 YRS/]\IALE

UMED SINGH

l2lNlar12025 09:52AM

Sr.No

Ref. BY

Sample Coll DATE

Approved ON

Printed ON

RATEN

s00

LIC

l2lMar/2025 09:53AM

12lMarl2025 02:43PM

l2lMarl2025 02:44PM

Test Name Result Status Bio. Ref. interval

CLINICAL PATHOLOGY

URINE FOR RoUTINE AND MIcRoScoPY EXAMINATIoN, UTine

Physical Examination

Quantity 10

Colour PALE YELLOW pale ye ow

Transparency TURBID Clear

Reaction ACtDtC

Specific Gravity, Urine 1.Olo LO1O - 1.025

Chemical Examination

Urine Protein NtL Nit

Reducing Sugar (Urine) NtL Nit

Urine Bilirubin ABSENT . Absent

Blood ABSENT Absent

Urobilinogen NOT INCREASED Not tncreased

Nitrate ABSENT Absent

Microscopic Examination:

Pus Cells. 1-2 04
RBCs NIL NIL

Casts NIL NIL

Crystal NtL Nit

Epithelial Cells 1-2 Occasionat

MUCUS THRf,AD PRESENT,

Unit

/HPF

,64
€,@),

DR. JAI PRABHAH
MBBS, MD

Printed By :PUpl([f OLOGT ST

*** End Of RePort x**

&ffi.
OR. HEMAHT

Mts, DPB

PATHOLOGIST

dnrcxro
TECH}IICAL OFFICER

@&
This Report is forthe p

Clini.al Co,relation is esse

ersualofdoctors only, Not tor Medtco LesalCases.
ntiai. Please Contact us in Case of Unexpected results

XINDLY COLLECT YOUR ORICINAL BILTS

aonrinuou' ouatiry rhprcvem.nt
nMINcS: Dai, - 6.00 am to l0-O0 pm, Sunday - 8.00 am to 08.00 pm

ML

b
Page 2 of3



PANNEXUREII .I
LIFE INSI]RANCE CORPORATION OT INDIA

Form No. LIC03 - 002

ELECTROCARDIOGRAM

Zone Division Branch

ProposalNo. /67e 13q 3
Agent/D.O. Code: Introduced by: (name & signature)

Full Name of Life to be assured: V=UoO l<,.)r{+L
Age/Sex : 31 yAs 

/r.,1
Instructions to the Cardiologist:

i. Please satisft'yourself about the identity of the examiners to guard against
impersonation

ll

I ll.
lv.

.

llt.

The examinee and the person introducing him must sign in your presence. Do
not use the fonn signed in advance. Also obtain signatures on ECG tracings.
The base line must be steady. The tracing must be pasted on a folder.
Rest ECG should be 12 leads atong with Standardization slip, each lead with
minimurn of 3 complexes, long lead II. If L-III and AVF shows deep e or T
wave change, they should be recorded additionally in deep inspiration. if Vl
shows a tall R-Wave, additional lead V4R be recorded.

Nole: Cardiologisl is requested to explain following questior.ts to L.A. and to note the
answers tlrcreof.

i. Have you ever had chest pain, palpitation, breathlessness at rest or exertion?

Are you suflering from hearl disease, diabetes, high or low Blood pressure or
kidney disease? Y,AJ N o

/N MA

Have you ever had Chest X- Ray, ECG, Blood Sugar, Cholesterol or any other
test done? YA{ No

DECLA,RATION

I hereby declare that the foregoing answers are given by me after fully understanding the
questions. They are true and complete and no info,nation hqs been withheld. I do igree
that these will form part of the proposat dated tjoskgiven by'me to LIC of India.

wirness s ignurur" oVf,K(t^pression of L.A.

rf the answer/s to a,y/ar above questions is,yes,, submit ",,,:;;;dirif:ut*,,".-
Dn1",1 u1 l2ltzl:{ 

n rhe day of zoo

sisnarure of L.A. i'"r,H'["^".ltf "ardtSlil,iit 
\\ 'z (

[, -.,-.. 
Qualificatio, 

'"too"*] fut*



2

Clinical findings
(A)

(B) CardiovascularSystem

Rest ECG Report:

Conclusion: L,{.q " \,.: b^' r--

v-l oz4r,i
Dated at ' / on the dav of 200

\I

Signature of the Cardiologist

Name & Address

Qualification
Code No.

Pulse RateWeight (kgs) Blood PressureHeight (Cms)

+1+t
tttfe>-
lD4 I e'|l7'o

P WavePosition

PR lnterval,F2Standardisation Imv

QRS ComplexesMechanism

F+".* Q-T DurationVoltage

t
I

?vgg-qlElectrical Axis I-ttr
GGaq T -waveAuricular Rate

|n

Q-Waveb*€sb,Ventricular Rate g6

e rrqaRhvthm

Additional findings, if any.

f.L--
S-T Segment

=
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l44l-4, WARD NO.- l,(opp. RH.IC),
I{A'AFGARH, NEW DELHI-I I OO43

Tel : 0l l-4l5OOO!0
Mob : +91-8588864117 / 136
Email : doctorsdiatnostic I 99 6@ gmail{om
Website : ra,vtwdoctorsdiatnosticcentre.in

Excellence In Diagnostics & Heolthcdre Seryices

DD+ DOCTOR'
DIAGNOSTIC CENTRE
CoNultant Pathologst

DR. HEMANT KAPOOR

Consultant Radiolotist

DR. BIPUL BISWAS

Lab NO

NAME

Age / Sex

s/o

DATE

072503120001

MR.VINODKT'MAR

39 YRSAIALE

UMED SINGII

l2lMarl2025 09:52AM

Sr.No

Ref. BY

Sample Coll DATE

Approved ON

Printed ON

500

LIC

l3tMarl2025 05:39PM

l3lMarl2025 05:48PM

l3lMarl2025 05r48PM

Test Name

HbAl c (Glycosylated Haemoglobin)

Reference Range

Non Diabetic Adults =
Good Control =
Action Suggested or Poor Control =

HEMATOLOGY

HBAIC Glycosylated Haemoglobin *, Whole Blood
EDTA*

Unit

%5.3

in o/o

1)

2)

3)

<6
6-7
>7

Note

HBA1C provides an index oI average blood glucose levels over the past 8-12 weeks and
is a much better

lndicator of long term glycemic control as compared to blood and urinary glucose
determinations.

This is for the persual of lnsurance Company for pre policy checkup purpose only.

lnstrument Used: Bio+ad D10.

*** End of Report x**

The tests marked wilh '*' arc not in the soope ofNABL Acoreditation.

DR. JAI PRABHAII

li{885, MD

PATIIOLOGIST

-:W,
DR, HEMANT

MD, DPB

FATHOLO6IST

CHECI(ED

IttHiltf,AL tlH-tLtH

This Repo.t is,orthe pe rsua I of doctors only, Not for Medico LegalCases.
CiinicalCo-relation is essential. Please Contact us in Case ofUnexpected resutls

IONDLY COLLECT YOUR ORIGINAL BILLS @&
.*r-,ofl

continuous a!r ry tmprcvehent
IMINGS: Dal, - 8.00 am to 10.00 pm, Sundg/ - 8.00 am !o 08.00 pm

Result Status Bio. Ref. interval


