
r\

To,

LIC of lndia
Branch ffice

3)B

Name of the Life to be assured ASAq k *u cn u*r
The Life to be assured was identified on the basis of A{ o iz A{{ C./}ff>

I have satisfled myself with regard to the identity of the Life to be assured before conducting tests /
examination for which reportb are enclosed. The Life to be assured has signed as below in my
presence

(d,lr-+ *+
Signature of the Pathologisu Doctor

Name: bR, H€IxkNf k A'P',(rf<-

Name of life to be assured:

Dr. HEMANI tv'PtJur'
MD' DPB

Coreijltanl Pa*iholcgiel

DMC ReSd No rPe':u

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

4,.\\,{\Af\.-
(Signature ofthe to as3ured)

A5F3 kuMA< EuLhuA-f

Reports Enclosed:

Comment Medsave Health lnsurance TPA Ltd.

Reports Name Repons Name

ELECTROCARDIOGRAM PHYsICIAN,S REPORT

COMPUTERISED TREADMILL TEST

IDENTIFICATION & OECTARATION

FORMAT

HAEMOGRAM MEDICAI- EXAMINER'S REPORT

LIPIDOGRAM
BST (Blood SugarTest-Fasting & PP)

Both

BLOOD SUGAR TOLERANCE REPORT FBS (Fastins Blood Susad
sPECtAt BrO-CHEM|CAL TESTS - 13 (SBT-

13) PGBS {Post Glucose Blood Suaad

ROUIINE URINEANALYSIS tr' Proposal and other documents

REPORT ON X-RAY OF CHEST (P.A. VIEW) Hb%

ELISA FOR HIV bday,it{ 'A,.o.Oth€rT€st

Authorized Signature,

Date. aS--o3- ?2zi'

Proposal No. 8692.

i
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MEDICAL EXAMINER'S REPOBT
Form No LlC03-001(Revised 2O2O)

Branch Code:
No:Pol 2-

P name/code :

-'L4TimDate& Examof tnation
Medical D No& No:

d
lD Prool No.
ast four digitsl

verilied
n Cas Aadhol aa

ysical MEB, ldentitydetairoo, ls to eb it ed rnpdentity above For hP
Pro ISof to b ve iedrif stamand

l/obile No of tlle Proposerllife to be assured

cal wirh/ visit ro tu .H?!11N.7..L0.{:.y.a3... (Name of rhe Medicat
ur Medical Examination through Tele/ Video/ physical Examination on

r\^\\ l\\-

ical

"l would like to inform that this
Examiner) is for conductingyo
behalf of LIC of I

Fo T el Video EM R consent beven ow to bes recorded either th h email audio/vior deoroug
Exam tna ntio the elb con ntSE to be obtained rebefo exam ation.tn

LiIe to be assured
tion

Signature/ Thumb i

ln case ol Ph
1 name of the life to be assured: ATAY kornh? trhLAtJ*rFull

2 Date of Birth: l.? -0 a Gender:
3 Height (ln cms): t+ Weight ( in kgs) : 8
4 ired onl in case of ical MER

Pulse:
+s 1.

2.

re (2 read
I Z<)
t>r-

ood Pressu ings
S tcystol Diastolic ?,

Diastolic
ASCEBTAIN THE FOLLOWING FROM THE PE RSON BEING EXAMINED

answer/ luYes,
investigation

tos an thof ol owinv stionss ease NE IIque detailspl ask ife beo
ofres al enttreatmcop re hpapers, ports ogistopathol v report,

di card o owI orts etc. with the tolorm the lion
5

b. Undergone any s urgery / hospltalized lor any medical
condition / disability / iniury due to accident? 

'
c. Whether visited the doctor any time in the last S years ?
lf answer_to any of the questiona 5(a) to (c) ) is yes'_
r. uate ol surgery/accidenViniury/hospitalisation
ii. Nature and cause
iii. Name of Medicine
iv. Degree of impairment if any

received
ike

ha ereth receivi eveorng tteatment/any
tionmedica nc ud alternate medng rcme ayurveda,

hom rh ?etceopa v

ous due tov. Whether unconsci if ive duration

- la,aqLot d't^hl,q'
-..qar,, H /.H;4 q
htarz4l klt' "dt^ay"W,
* 92-_./. 

-

--ND '

6 n th ast 5 if advi tosedyears, ndU an X Tc scanergo +ayl
MH EcG MTT Blood stte m/Throat testswab orSputu any
othe nve atostig ry tests?diagnostic
Please S date re naso &whom find

7 e)

nd/o

Suffer tn or eve suffe fromred Novels Coronawrus 1Covid-(
o efl ceden an thol Seexp mv ore 5thanptomsym da(ro ys
such na lever ouv ofShortnessgh breath Malaise u-(ft
ike ti redness R h tn0r earh mucus d thelrom noseischarge

So throa astro-int, test inal S ASsuch ausensym ptom a,
a dtarr chir Sng hoea, ated shaki wit chhRepe lls,ng

e tn Headach olLosspa tast smor withell n 'Ilast 4

tf all tion and treatment

vomiti
Muscl
days.

--}.rD-

only

Note: Mobile number and

ldentity Proof

message. For Physical ts

tf and to
toassured submit

or
*0.Ib 

-



I
ol sugar /albumin in urine?

b. Since when, any follow up and date and value ol last
checked blood pressure and sugar levels?

c. Whelher on medication? please give name ol the prescribed
medicine and dosage

d. Whether developed any complications due to diabetes?
e. Whether sutlering lrom any other endo$ine cllsorderc such

as thyroid disorder etc.?

Hypertensiontnuffera. rom h bts ood ure or(h rg press
orcliabetes brood hevels eh ornormalrg history

WEAn ht nal o htv loss n ast m2rg s onths thanotherweig
,)d orcontrol SEexerct

* tr0 '

I

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

d. Whether undergone Surgery such as CABG, open heart

a An h oSt ol chest nv ry pat headattack, ns andpalpitatio
htbreat onessness exert nto or lar heartbeat?rregu

Wheb the trom cho ?lesterolsuffering high

SU or PTCA?

Nt.o

10 IteSu o ver uffered from an rsed asenng rel toatedv kidney
s huc kidas ne ail u kidne uor ralrete sto blv ood or usv nes, p
n U flne or ?state

* t'Io --
11 nSulferi ffSU red Irom Livers disorders ikeany

c hoslt h tit IS auIS, nd rce orepa
an related o rev lung sp iratory

ronb ch ts eez tubercu tsos breath d iff iculties ?etc.
12 Sulfering or ever suffered lrom any Bloocl clisordet like

disorder?Ckculanaem thalassemia or an
_ f.'ro _

'13 auffe n SU redffe froms ofform leukaemany ia,
mtu or rowthor ndki orof an enl nodes? - 

NID 
-14 clisorder,ttSu fl or ever uffered lromng nefvousEpilepsy

m UI sclerosis trem n um nbra ?stroke
.- Nro -

15 physical
ity

ritis

SU o ever suffered fromffering impairmentl
disabil m/a ti no or co enitv puta dital sease/abnormal orng
di ofsorder Um sclne e ntsol nbo arth or

--96 - Cz

o(<-o',a lo+ b$"L" h q -
16 ring or ever suflered from Hernia or diso raer of WSuIfe

Stonnch estionind U lcer oig Pept les,pr
an oth der lsease ol the bt oradder as?

nSulferia from D Anor/Strews orosrsepressi Psychxiety/ any
Mother ntale disordel?psychiatfic

Whb ethe on tmrea nt everor taken an treatm ifv ent,
ve detail ol trea enttm ribs ed edm ntct epresc

dos es

- 
l..rD -/

18

Mouth,teeth, swelling of gums / tongue, tobacco stains or signs
of oral cancer?

dness)s ether a Eofny blin Eabnormality yes ars(partial/total
disch from the Nose Tharge ro 0ratear9

- 
NJD 7z

19 Whether person being e
tested positive or lY are

xamined and/ or
under treatment

his/her spouse/partner
tot HIV

/AlDsl*xua y ttansmitted diseases (e.9. syphilis,
ea, etc.

-N!?

20

alcohol/drugs elc)
risk oI examinee.

n-Ascertai a coother itiond n dny sease rseadve abith SU ch
AS tobaccosmoking/ otchewing/ consumption

whi hc rels evant n asses entSM medrca

u,tUa /.1^f rtAtGn €k
qth aL,4 th ,t6< r&

^f

,q

fr,ol-2tA
o*",

^d[ 
gtrt TDI--ad,9L o

*lt*"

thansugar

disorder ol the Spleen or from
disorders such as Asthma,

or ever

cancef,or ever

any
any

/ intestines, colitis,

17

yes,
please and

(deafnesd

of -trb.-



For Female onents onl
t. Whether p nant? lf so duration.

Irom nanc related licationsSulf
l

broid

hethe consulted a orist Usynaecolos anndergone vnvest lon treatment forigat ailmany suchntgynaec fias
or ISdcyst ofeaseany the breasts, uterus rvtxce ovaor etcfles

takeor n taki an treatme nt rhfor same

FROM MED
WHETHER
AND PIIYSI

ATIONICAL MINEXA ER ,s OBSERV ASSESSMENT
LI EF oT BE REDASSU MEAPPEARS NTALLYc YALL HEALTHY wr (lo

ria d"h,rv,nrh L.l"h;d

' Declaration

You Mr/MsAtA! k'i,. pL A t'l t-Pi'n r"1

i,l'i,,iiiili".",nomaa,'"mi,""]flX*1f#l,il;J:lYjJ[:..,:1".":#:*X?:Hili,1#fl1"J#
fully understanding 

. 
the same. we thank.you r",. rr"ri"g t"d, ;* tme to conrirm the detairs. Therntormation provided wir be passed on to LirL tnsurance c"oriliiuor'ir i"oi" i"r;ffi;; pr.;;ft: ' ""

1,", u'i lh a*ya L&"e6r '

\"^ u^41-,
Signature/ Thumb m of Life to be assured

DT. HEMANT KAPOOR
MD, DPB

Coneutlani Paiholciriet
DftrC ReaC tlo 3663$

(rn case of Physical E ination)

I hereby certify that
D.9n

correct find ings to the

Place: NJA,,. DELr{f
Date:
Stamp

odor/eoz(

l.have assessed/ examined the above. life to be assured on the day ofvide Video cal / Tele ca[/ physicat examinafion persiliffiji".oio.eo true 
"naaforesaid questions as ascertiined from tn" rire t5 be- asiu,'r"i.- 

''--'"

1

@),_n ""-_
Signature of Medical Examiner
Name & Code No:



(Revised - 2006)

Division Branchoffice 3r&

DEFORMITY OUESTIONNAIRE

Name ofthe propon"nl71iL 4t.ured "4f,P3 J<ury*P- 'Aavfia*1 Age 5 3 Ygarg

QuestioN to b€ answered by the proponent's / policyholder's Personal Medicfll Attendant /
Medical Examiner regarding Deformity/ies and / or ImpairmenUs

I a. What is the cause of deformity?
Whether it is

i. Congenital
ii. Due lo an accident or injury
iii. Due to any underlying disease?

;*4

b. Since when the deformity is present?

% ^*-
2 lfthe deformity is due to any underlying disease, please state

the following:

i. What was the disease leading to deformity?
ii. When did it occur?
iii. Whether the disease is stationery or progressive?
iv. Ifstationery, since when

* te1' tL't
-\u:r-
- AJ.- ln 't -+-7

u r'h
Does he/she have control on bowel movements and bladder?

4 Exact parls ofthe body affected and extent 6,ut6alD4*V-y,
5 Are there any restrictions in movements and function ofthe

limbs or affected parts? Please give degree ofdisability Sr.'"ro . -

Has he/she a limp? * TfD -
7 Whether he /she can walk and run fast without any aid (in case

of deformity in the leg)? L,)aLlc

Can he/she squat, sit and get up properly? r-- 8€:1 -
9 Whether the affected limb is shorter than the other , and ifso, to

lvhat extent (in cms)
*N! 4

10. Ifthe deformity is due to poliomyelitis, please state whether the
wasting ofmuscles is

i. mild
ii. moderate
iii. severe

- ri+ -

& LIC
mrmr.lououtll0]tr

-rfr

3. .-- ves -

6.

8.



11 How many limbs are alfected?

- b.lL, -
12 Are there any respiratory complioations?

Ifyes, give details * N0*
Is there any reshiction in movement ofany ofthe fingers?
Are any ofthe frngers removed?

If so, upto which phalanx.
Whether thumb ard forefinger have been affected / removed?

,jla h-r ?,,,.'r - tl \ or"a thP

k+ EroL - zn4,\dt Y\"^l #
14 a. Whether he / she can lilt axticles without ary difficulty

and hold the articles without losing the grip (in case of
deformity in the hands)?

b. Is the grip firm and strong?

-tes -

- 09'

Are there any residual complications? ._}JD .,

l" ^t
Pl.,*"L r*

My diagnosis as to the cause of the disab ility is c-t'qt"'N d*/.1 ,',1,{ <7 14 le" t;7.1 .lUL,,
U

I do for the reasons explained below / do not have any reason to suspect on clinical grounds a recent
deterioration causing more pronounced disability:

\/ y/
a. He / she is able / not able to perform routine self-care activities.

v./
He / she is / is not required to use wheel chair / crutches.b

Please submit details ofprevious treatment, previous special reports, x-rays etc. for perusal and return.

Signature ofthe prop
Policyholder

Signature of Medical Dxaminer /
Medical Attendant bf . le.rANr l.ApaoA- iCode No,

Qualifications ND, D'pe- Dr' FlEiJhfl f f''qFOCR
Registration No. :r-,", r ui) i;-':
Address ggry,3r::i:ll .l', '-' ''''

DfCC fl,:.:..: i'i: -ii,Il:-r:i

13

15

c. Any other factors which are likely to add to the risk on account oftle deformity / ies.

Dated at NEl.,r b El-,{a on tSr"N3'€:fiy ot oa-o'!' 202< .
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ti
l44l-4, WARD NO.-1,(Opp. R.H.IC),
NA'AFGARH, NEW DELHI- I I OO43

Tel : Ol l-25014099
Mob : +91-8588864117 / 136
Email : doctorsdiagnostic I 9 96@ gmail.com

DD+ OOCTOR'
OIAONOSTIC CENTRE
Consultant PatholoEist

DR. HEMANT KAPOOR
MD, DPB (Pbdrolo8)

Consultant Radiolotist

DR. BIPUL BISWAS
MD (R diolo$D

X .EBF -88

i3sr!
'{ ? ciu:,
efi=gerPo

r-i O>o()o

I

TIMINGS: Dairy - 6.00 am to l0.OO pm, Sunday - 8-0O am !o 0E.00 pm

www.doctorsdiagnosticcentre.in

This Report is for the persual of doctors oily, Not for Medi€o

'"'.*;-:illgi;*! 'j. 'l

co.tinuous Qxafty tnprcvement
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ACCREDITED LAB
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*& t 't*
,e+

... .Department of Empowerment of persons with Disabilities,Ministry of SocialJustiie and Empolverment, covernment of lndia

Disability Certificate
Dean D.y!l Upadhy.y Hosplt t

West, Delhl

Signature /Thumb lmpression ofthe person with Disabilitv

Ccrtillcat t{o.: DLOT/iO6I97IOO9iA5O 
D.h: O8/OV2o2a

i3;ifi,;{#illi$x[il*-ffi,11,#fu *,-mi,.,*+,ui's**igt"#i

;g*,;,gg';;r,g,gm***q+t**,g*gm*--*ffi ffi ffi ,;,,#
The applicant has submitted the following document(s) as proof of residence;
lliturr ot OocuBant{s}: Aadhaar card

Signatory of notified Medicat Authority Member(s)

n

Deen Dayal Upadhyay Hospital
West, Delhi

Thi! card/certifi rate i3 meant to certify the disability of the person and is not an insturEnt fo. l0/Addr6s proof tur any purpose
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PANNEXTJREII- 1

LIT'E INSTJRANCE CORPORATION OF INDIA

Form No. LIC03 - 002

ELECTROCARDIOGRAM

Proposal No. 86q L
Agent/D.O. Code: Inkoduced by: (name & signature)

Full Name of Life to be assured: AiIAV k urxA( .ht4Lh\ilfrT

Age/Sex : S3 yr,l / ,'1

Instructions to the Cardiologist:

i. Please satisS yourself about the identity of the examiners to guard against
impersonation
The examinee and tho person introducing him must sign in your presence. Do
not use the form signed in advance. Also obtain signatures on ECG tracings.
The base lino must be steady. The tracing must be pasted on a folder.
Rest ECG should be 12 leads along with Standardization slip, each lead with
minimum of 3 complexes, long lead II. If L-III and AVF shows deep Q or T
wave change, they should be recorded additionally in deep inspiration. If Vi
shows a tall R-Wave, additional lead V4R be recorded.

ll.

I

iv

DECLARATION

I hereby declare that the foregoing answers are given by me after fully understanding the
questions. They are true and complete and no information |ras been withheld. I do agree
that these will form part ofthe proposal datedr'' ' . given by me to LI of India.

Witness Signaturo or ion of L.A.

Note : Cardiologist is requested to explain following questions to L,A. and to rcte the
answers thereof.

i. Have you ever had chest pain, palpitation, breathlessness at rest or exertion?
Y/N Nf!

ii. Are you sufflering from heart disease, diabetes, high or low Blood Pressure or
kidney disease? YAJ t'.rr,',

iii. Have you ever had Chest X- Ray, ECG, Blood Sugar, Cholestorol or any other
test done? YA.I N\

?

If the answer/s to anylall above questions is 'Yes', submit all relevant pa
form.

odozl4
f)ated at | |

Signature oftho
Name & Address

Qualification Code No.
Si

200 r'6 F.

A



I

Clinical findings
(A)

(B) CardiovascularSystem

Height (Cms) Weight (kgs) Pulse Rate

t?1 *1 /21) S >-
Dzl 81/-

+1

Rest ECG Report:

out"a utb!"})u#t " auy or

Conclusion: Lt C- L".: t,r r.*_ F

Qualification
Code No.

Position P Wave
)

Standardisation Imv W1 PR Interval

Mechanism QRS Complexes

Voltage l'aac*7 Q-T Duration I
Electrical Axis Ho--1/
Auricular Rate 6> 8f nu T -wave 1c;
Ventricular Rate 61e1,9 Q-Wave

Rh).thm ('.. 
".*-,

,--./
Additional findings, if any.

2

Blood Pressure

S-T Segnent

*t-

200

r) *rar--

Signature ofthe
Name &
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l44l-4, WARD NO.-1,(opp. RH.IC),
NAIAFCARH, NEW DEI-HI- I I OO43
Tel:OMl5OOO10
Mob : +91-65E8864117 / 136
Email : doctotsdiatnoslic I 9 9 6 @ Email.cjj/m
Website ; w}!w. doclorsdiagnos ticcentre, in

DD+ OOCTOR'
DIAGNOSTIC CENTRE

Excellence In Diagnostics & Healthcare Sefiices Consultant Patholotist

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

Consuftant RadioloEist

DR. BIPUL BISWAS
IVD (Rzdiolo$/)

Unit

mg/dL

LabNO

NAME

Age I Sex

s/o
DATE

072503050003

MR-A"IAYKUMAR
AHI,AWAT
53 YRS/}IAL,E
SURATSINGH

05lNlar12025 10:lOAM

Sr.No

Ref. BY

Sample ColI DATE
Approved ON
Printed ON

s02

UC

0ilMlar12025 tt:22AM
05lNlar12025 03:12pM

5 03:2lPM
Test Name

Blood Sugar Fasting
Method : GOD/POD

Urine for Glucose
NOTE:

OSlMar1202

Result Status Bio. Ref. intorval

, BtocHEMtSTRY

BLOOD SUGAR FASTTNG (FBS), Sod.Ftuorid€
99 70_110

NIL

1) The diagnosis of Diabetes requires a fasting plasma glucose of >or

of> or =200 m&/dL on least 2 occasions.

=726 mgldl and / ot a ra ndo m/ 2 h r postglucose va lue

2) very high glucose levels (> 450 mg/dl in adults) may result in diabetic ketoacidosis & is considered criticat-
lnterpretation: (As per WHO guldeltnes)

Note .. Each individual's target range should be agreed by their doctor or diabetic consultant,

lnstrument Used: Vitros 250 Microslide (0ry_Biochemistry)

DR. JAI PRAEHAI{
MBBS. IID

P nted By:RETNA,rHOLOGIST
Duplicate Report

CHECKED
IEcHt{rcal oFrrctn

rtd-p+t
DR. HEIIA|{T
]$8, DPB
PATHOLOGIST Page I of2

Th:s Report is forthe persua I of doctors only, Notfor Medico LegatCases.
Clinical Co-relation is essential. Please Contact us in Case of Unexpected results

XINDLY COLLECT YOUR ORIGINAL BILLS @,&

Status aI ms a cosup Ie nFasting gl Idmgl PP plasma glucose in mgldlNormal
70 - t70 70 - t40

lucoselm aired fasti 110 - 125 70 - 740mpaired glucose tolerance /
PP 141 - 199

Pre-Diabetes 110 - 125 14! - 199Diabetes mellitus
>200

conrinuous auaity herovement TIMINGS: Dat/ - 8.00 am to I 0.00 pm, Sunday - 8.00 am !o 08.00 pm

70 - LLo

>126

,c



I44l-A, WARD No.-1,(opp. RH.IC),
NA,AFGARH, NEW DELHI- I I OO43

Tel : 0l l-41500010
Mob +91-85888641 17 / 136
Email : doctotsdiatnostic I 9 9 6 @ gnail.am
Website : www.doclorsdiaEnosticcentre.in

Excellence In Diagnostics & Healthcare Services

DD+ DOCTOR'
OIAONOSTIC CENTRE
Consultant Patholotist

DR. HEMANI KAPOOR
ItlD. OPB (Painob8/)

Consultant RadioloEist

DR. BIPUT BISWAS
MD (R diolo8)

LabNO

NAME

Age / Sex

s/o
DATE

072503050003

MR-AJAYKUMAR
AIII,AWAT
53 YRSAIALE
SI]RAT SINGH

Sr.No

Ref. BY

Sample Colt DATE
Approved ON
Printed ON

502

LIC

05lMail2025llz22AM
05lMarl2025 03:12PM
OSlMar12025 03:21PM05lNlarl2025 10:1OAM

T6st Name Result Status Bio, Ref. interval

, cLtNtcAL PATHOLOGY

URTNE FOR ROUTTNE AND MtCROSCOpy EXAMTNATTON , Urine
Physical Examination

Quantity 20

Colour PALE yELLOW pate yelow
Transparency TURBID Clear
Reaction ACtDtC

Specific Gravity, Urine 1.010 1.010 - 1.025
Chemical Examination

Urine Protein NtL Nit

Reducing Sugar (Urine) NtL Nir

Urine Bilirubin ABSENT Absent
Blood ABSENT Absent
Urobilinogen NOT TNCREASED Not tncreased
Nitrate ABSENT Absent
Microscopic Examination:

Pus Cells. 1-2 04
RBCs NtL NtL

Casts NtL NIL

Crystal NtL Nil

Epithelial Cells 2-3 Occasional
MUCUS THREAD PRESENT.

^ *** End OfRePoft **+

Tests marked with NABL symbol are accredited by NABL vide certificate no MC-3237; v aridiry ti| o3roy2o2g

Printed By:
Duplicate Report

Unit

ML

IHPF

b

Thh Reporl is forthe persualofdoctos only, Not aor Medico LegalCases.
Clin;ca: Co-relation is essential, Please Contacl Lrs ;n Case of Unexpected results

KNDLY COLLECT YOUR ORIGINAL BILIS @g
Page 2 of 2

conrinuous ouar ylmProvemenr IMINGS: thly - 8.00 am to I 0.00 prn, Sundal - 8.00 am to 08.00 pm

@

€Eyd
,DR" HEt{lAlilT
,MD; BPB
PATHOLOGIST

CHECIGB
T.€eHiliCALOFFICER


