APEX

H/1100

Our Rang

INTERNAL MEDIC
Piabetes g
Cardiology
Dialysis
Endoscof
Gastro In \
GYNE, &0
Deliver
lnfertllh

SURGE=.
Gene,. =
Lapl
Urold
(OSME

Lipo
Hair
PED|
ORT
Jol

i -
EYE «B CIRENTS
DER NA RE- QU
DIGI TAL g Al {Il n)

ECC, T
PHY:IOTH
DIET & NU|
CHEMIST

- e

"FREE
il

¢

- —

E-22, Goswami Girdhari Lal Marg, Block E, Naraina Vihar, Naraina, New Defti, Delhi 110028, ndia

PVR Naraina, Delhi

NARAINA .- New Delhi Q

U]
:I-I 1 -
ol /5 ‘ Delhi
%
o NARAINA VIHAR
deics 8 LT e y
S India
i3

Delhi Indrapuri
J gos® sEudt

IGNOU Regional
Center Delhi=3

Sat) 11:48(aM) 82 F




By Gmail .

1oalth Chock up Booking Re Schodule Roquost(43E6654), Package Code-,
Beneficiary Code-332169

1 nwjﬂ.{n"ﬂ(’

Medsave <lic@medsave.in= Thu, Mar 6, 2025 at 11:40 AM
To- apex.diag@@amail.com
Ce customercare@mediwheelin

MedSaye)

Dear Apex Hospital,
We request you to take note that the following booking is rescheduled.

Booking Id . 43E6654

Proposal No . 6637

Branch Code :TZQ—

Contact Details : 9654431075

Booking Date . 05-03-2025

New Appointment Date . 07-03-2025

Preferred Time

Booking Status - Booking ReSchedule
Member Information

Booked Member Name Age Gender

PRAKASH KUMAR 51 year M

Included Test -

« 4Jrine Analysis
. BST Only fasting or Only PGBS

. ECG
Physical Medical Examination Report (PMER) Rs. 15,00,001 to Rs. 24,99,999

You have received this mail because your e-mail ID is registered with Medsave TPA This is @
system-generated e-mail please don't reply to this message.

"For any queries, please feel free to reach out to us at lic@medsave.in Our team will be
happy to assist you!"

Thanks,
Medsave Team
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IDENTIFICATION & DECLARATION FORMAT

To,

L1C of Indin
Branch Office

Proposal No : GG 2

Name of Life to be assured: p'ﬂ q_L(f_JQh Vall PN, 2Y720/)
f = bl

The Life to be assured was identified on the basis of: Ao // (”—"f Iy [)/L
LA A ’ — =

I have sausijlcd myself with regard to the identity of the Life to be assured before conducting
tests / examination for which report/s are enclosed.

1 hereby declare that the person examined has

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.
6
Dated at 8 on the dayof20 g ¢ at a.m./p.m.
Signature of the PatHblogi %Egg\t\@’\ sl
(Name & Rubber st)@pp ; a‘@_ o
AR

~s“=‘°
Signature 6?‘ @; 'SY\(lf LA has undergone CTMT / ECG)
Name &@qﬂ‘;ber ) Qualification

Signature of the Radiologist (if LA has undergone X-ray or scanning
Name & Rubber stamp) Quahﬁcatlon

-----------------

-----------------------------------------

The examinations /tests were done with my consent and I was fasting for more than 12 hrs
before the tests

Signature offéiLife to be Assured
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L‘ c Branch Code: IQ— q
A MEDICAL EXAMINER'S REPORT i K
=l - Proposal/Policy No: 6'6. 3:}_

r‘ s crerenencw ot wos. Form No LIC03-001(Revised 2020) | MSP name/code :

i
;k Date& Time of Examination: 8/3}?01 r
| Medical Diary No & Page No:

g Mobile No of the Proposer/Life to be assured:

Identity Proot veritied: #’QC{ (1 A~ A 1D Proof No. (g2
‘ T —

i

|

{‘ ( In Case of Aadhaar Card , please mention only last four digits}
|

[ Note: M.obile number and identity proof details to be filled in above . For Physical MER, Identity Proof is
10 be verified and stamped.]

For Tele/ Video MER, consent given below is to be recorded either through email or audio/video
message. For Physical Examination the below consent is to be obtained before examination.

¥
“ would like to inform thatthis call with/ visit to Dr Atyumc 0] Naﬁ?éﬁfthe Medical

Examiner) is for conducting your Medical Examination thirough Tele/ Video/ Physical Examination on
behalf of LIC of India”.

Signature/%-b_i;pression of Life to be assured
(In case of Physical Examination)

1 Full name of the life to be assured: ,Q
2 | Date of Birth A t 34 J(Q_QI% £
ate 0 : e: 2
o (o] 7Y |79 SO e yn e

3 Height (In cms): , 6 ?> Weight ( in kgs) : _g'[
4 Required only in case of Physical MER

Pulse : Blood Pressure (2 readings):

s 1. Systolic (o Diastolic £
2. Systolic Lo Diastolic

ASCERTAIN THE FOLLOWING FROM THE PERSON BEING EXAMINED

If answer/s to any of the following questions is Yes, please give full detailsand ask life to be assured

to submit copies of all treatment papers, investigation reports, histopathology report, discharge card,

follow up reports etc. along with the proposal form to the Corporation
5 a. Whether receiving or ever received any treatment/ o

medication including alternate medicine like ayurveda, (\,
homeopathyetc ?
b. Undergoneany surgery / hospitalized for any medical (\/O
condition / disability / injury due to accident?

¢. Whether visited the doctor any time in the last 5 years ? (\!O

If answer to any of the questions 5(a) 0 (c))isyes-

i. Date of surgery/accident/injury/hospitalisation {\/ )

ii. Nature and cause (\f ‘j
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s

iil. Name of Medicine
iv. Degree of impairment it any

v. Whaether unconscious due 1o accident, ifyes,give duration

(e

N
rN @

In the lasl 5 years, if advised 10 undergo an X-ray/ CT scan/
MRI/ ECG / TMT / Blood test/ Sputum/Throat swab test or any
other investigatory or diagnostic tests?

Please specily date , reason ,advised by whom &findings.

rJo

Sulfering or ever suffered from Novel Coronavirus {Covid-19)
or experienced any of the symptoms (for more 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.

It yes provide all investigation and treatment reports

8 a. Suffering from Hypertension(high blood pressure) %)
ordiabetes or blood sugar levels higher than normal or (\1
history of sugar /albumin in urine?
b. Since when, any foliow up and date and value of last (\IO
checked blood pressure and sugar levels?
c. Whether on medication? please give name of the prescribed B’O
medicine and dosage
d. Whetherdeveloped any complications due 1o diabetes? (\I O
e. Whether suffering from any other endocrine disorders such
as thyroid disorder etc.? (\/ '@
f. Any weight gain or weight loss in last 12 months (other than
by diet control or exercise)? (\/O
9 a. Any history of chest pain, heartattack, palpitations and (\/
breathlessness on exertion or irregular heartbeat? @
b. Whether suffering from high cholesterol 7 (\j
¢. Whetheron medication for any heart ailment/ high O
cholesterol? Please state name of the prescribed medicine j
and dosage. oG
d. Whether undergone Surgery such as CABG, open heart !
surgery or PTCA? (\ 6}
10 | Suffering or ever suffered from any disease related to kidney
such as kidney failure, kidney of ureteral stones, blood or pus (\/O
in urine or prostate?
11 | Suffering or ever suffered from anyLiver disorders like
cirrhosis, hepatitis, jaundice, or disorder of the Spleen or from (\/C‘)
any lung related or respiratory disorders such as Asthma,
i _p@obm'g_,_vyhg@;igg. tuberculosis breathing difficulties etc.?
12 | Suffering orever suffered from anyBlood disorder like {\/(3
anaemia, thalassemia or anyCircuIatorydisorder‘?
13 | Suffering or ever sulfered from any form of cancer, leukaemia,
tumor, cyst or growth of any kind or enlargedlymph nodes? {\]O
14 | Suffering orever suffered from Epilepsy, nervous disorder,
multiple sclerosis,tiremors, numbness, paralysis, brain stroke? N(]
33




Suiforing orover sulfored from any physical Impalrment/
disability /amputation or any congenital diseaso/abnormality or
disordor_of back, nock, ‘musclo, joints, bonos, arthritis or gout?

76 T Suttering orever suflered from Hornia or disordor of the
Stomach / intestines, colitis, indigastion, Peptic ulcer, plles, or
any othor diseaso ol tho galt l)l;\(lcit)r__gt_;y;mosls’?

a. Sullering from Dopression/Stross/ Anxioty/ Psychosis or any
other Mental / psychiatric disorder?
b. Whether on treatment or cver taken any troatment, if yes,
please give dotails of troatment, prescribed medicine and

dosages

s there any abnormality of Eyes (partial/total blindness) Ears
{deafness/ discharge {from the ears), Nose, Throat or
Mouth.teeth, swelling of gums / tongue, {obacco stains or signs
of oral cancer?
Whether person being examined and/ or his/her

/AIDS Sexually transmitted diseases (e.g. syphilis,
gonorrhea, etc.)

spouse;partnerlesled posilive or is/ are under treatment for HIV (\/7
o

20 | Ascertain if any other condition / disease / adverse habit
(suchas smoking/ tobacco chewing/ consumption of
alcohol/drugsetc) which is relevant in assessment of medical

risk of examinee.

For Female Proponents only

i Whether pregnant? It so duration.
{T Suffering from any pregnancy related complications

i | Whether consulted a gynaecologist or undergone any

investigation, treatment for any gynaecailment such as fibroid,

or taken / taking any treatment for the same

cyst or any disease of the breasts, uterus, cervix or ovaries etc.

L

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

Va

Declaration

d accurate information after

You M/HMS" :i MV\ E” ! k’;u%g:{ that you have fully understood the questions asked to you
during the call / Physical xamination and'have furnished complete, true an

34




g taken tho time to confirm the details. The

fully understanding the sameWe thank you for havin
dia for further processing.

information provided will be passed on to Life Insurance Corporation of In

Slgnalure/T iumb impression of Life to be assured

(In caso of Physical Examination)

| hereby certify that | have assessed/ examined the above life to be assured on the
vide Video call / Tele call/ Physical Examination personally and recor d true and

% 20
corréct findings to the aforesaid questions as ascertained from the life to be assured.

= Gup\ad\dme\ ool

! . e AT\
Place: P Signature of Magiéal Exax® AoV
Date: W Name & CO@‘U‘C’ -‘d\a‘{\&ca-;(f"l
Stamp: 8 ( 2 , Ya N \aT‘\\?NS\ ‘40,3'), .
Go“g.,\)\ Owc’ RBQ

35




3 M N MTW
m.ﬂ.w I-18 owu ZH CT-CQ0°0 Ss/w¥ GZ §£°1 J 1-1H 064 2ZH GE-G0°0 S,/uww gZ

su
-su
su
T suw
_sw

_3)
95°1  (gn
Zr0- (1n
L0iod T
€9 g
v, 53D
9 g

:s1xg
695 310
pls " 1p
B, 5ap
gyl dd
901 g

PZl MY

fbovr o EEG

| I | ] i k“‘ ‘, tmﬁ

£8  ¥H

i i | i

auno |

xv\
05

"umr.

1 A Ee——— ¢:m~m3 %

ixag

E\ IS5k

=LEL— MWWN\ ywmnmz

ozl%mmli.



Clinical findings

(A)

(B)
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Cardiovascular System

Rest ECG Report
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Additional findings, if any. v
L
Conclusion: ]/J N
Dated al@' on the day of 3 20 'ZJ\—‘ /
2 508
A3 GO%o360%0 4
\ (LS TS
Si gnat@& ‘G&Wi;\o\g’}
o 5‘0‘ 5% '5'113%
N BT WO
gt on©
Qualification
Code No.
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REPORE VORMATS

LINIINSURANCE CORPO RATION QI INDIA
Division Nranch , ) (./

7 one

Proposal No, A 6‘ ;

Apent/D.0, Codes
Full Name ol Life to be assured: /8;) (_7 /\“(“{J /// }\’ l/l”) l‘f(;/
Ape/Sex T / I\/]
ELECTROCA RDIOGRAM.

ANNENXURE- 1
LICOY-002

Instiuctions o the Cardiologistt
of the examiners 1o goand against

i, Please  satisty yoursell about (the identity

impersonation
The examinee and the pe osence. Do not use
the form signed inadvanee, A
The base line must be steady, The
iv. Rest ECG should be 12 leads along with
of 3 complexes, long lead 1110 L1 and AVI shows deep

dhould be recorded additionally in deep fspiration. 10 V1 shows
additional lead VAR be recorded.

sigh i your pi
m HCG tracings.
Jon atolder,

rson introducing hin must
1s0 obtain signatures <

(racing must be paste
Srandardization shp. cach lead with minimum

Qu'l wave change, they
a tall ReWave,

DECLARATION

answers are piven by me alter fully wnderstanding the
and no information has been withheld,  1do agree that

_ piven by me to 1.1C of India

1 hereby dcd.uc that the forepoing
questions. They are truc and complete &
(hese will form part of the proposal dated _

Witness Signature or T b Tpression of'l AW
{10 note the

Note : Cardiologist iy re questiony 1o LA an

quested 10 eaplain following

answers thereof.
i. Have you ever had chestpain, palpitation, breathlessness at restor exertion?

Y/NN——~
i, Arc you suffering from

disense?  Y/D
iil. Have you cver had C hc\l X- Ray,

done? YIN A\ / ;

If the answer/s 1o any/all above questions is =Yes, submit all wle\‘}‘L \4\:\ »* \\\\ ith this form,
\\ \\\\\\\t\ \\\\

Dated at & on the day ol 72 20 2.8 &
\P \ \O \\I\_ o A
S/—-——-« Sig mm\ l{ﬁd\t\l\ \M}u ‘?1\“\
RUN
Signum ol LA, N \k\\ﬁ \\\\3\
o A

Qual atton V' Code No.

hc wt disease, diabetes, high or low Blood Pressure or Kidoney

1BCG, Blood Sugar, € holesterol ov any other test
/




DR. USHA GUPTA
MBBS, MD (PATHOLOGY)

fr— -+
AP =X HOSPITAL & DIAGNOSTICS

E-22, NARAINA VIHAR, NEW DELHI-110028

DIRECTOR
TEL. : 011-45533430, 42371367

E-mail : apex.diag@gmall.com / apexhospitalnaraina@gmail.com
Waebsite : www.apexhospital.net

Name Mr. PRAKASH KUMAR Age 51 Yrs.

Collection Date 08/03/2025 Sex M

Srl No. 8 Patient Id 2503088

Ref, By LIC Mobile No.

[ Test Name Value Unit Reference Range ]
BIOCHEMISTRY
BLOOD SUGAR FASTING 82 mg/d| 70-110

GOD-POD(Method)

PHYSICAL EXAMINATION
QUANTITY
COLOUR
TRANSPARENCY

CHEMICAL EXAMINATION
ALBUMIN
REDUCING SUGAR

MICROSCOPIC EXAMINATION
PUS CELLS
RBC'S
CASTS
CRYSTALS
EPITHELIAL CELLS
BACTERIA
OTHERS

ArEX
HOSPITAL

Regd. No. DHS/NH/1100

URINE EXAMINATION TEST

30 mil.
PALE YELLOW
CLEAR

NIL
NIL

1-2 /HPF
NEGATIVE HPF
NEGATIVE
NEGATIVE

1-2 /HPF
NEGATIVE

NIL

~+++ End Of Report ****

r

Page 1 of 1 \_}f/ﬂ

Dr. USHA GUPTA
MD (PATH)
CONSULTANT PATHOLOGIST

«LAB  DIGITAL X-RAY+ USG e ECG » LAPAROSCOPIC SURGERIES » GALLSTONES « KNEE REPLACEMENT« LASER SURGERY FOR PILES « DELIVERY«TMT e PFTe EEG«ENDOSCOPY

HOME COLLECTIONS OF BLOOD SAMPLES AND HEALTH PACKAGES AVAILABLE

\ All Reports to be correlated Clinically. If the Results are Alarming or Unexpected, Patient/Doctor is requested to contact the Laboratory for review.



