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Chhotelal

T 99 / Year of Birth - 1979
%9 / Male




IMedSave’ | < 011-41195959

Dear Advance Diagnostc & Research Centre ‘ -

We have received a booking request with the following details. Provide your
confirmation by clicking on the Yes button.

You confirm this booking? Yes No
Name : CHHOTELAL
Proposal No © 5711
I
Branch Code “ 122 5

Contact Details : 9205358294

. Advance near Pratham ultrasound, pillar no 78 éec

Location " badshahpur sohna road, Gurgoan

Appointment Date : 21-11-2024 : ;
Member Infonjmtion :

Booked Member Name " |Age |Gender

CHHOTELAL 45 year [Male

Included Test -

« Deformity Questionnaire
* CNS
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LICoflndla rl ?/

Branch Office
HT

Proposal No.

Name of the Life to be assured

CHHOTE AL

The Life to be assured was identified on the basis of

I have satisfied myself with regardj.o the identity of the Life to be assured before
closed. The Life to be assured has signed a

examination for wl‘ﬂrep
presence.

ApPDHPR  CPRD

Signature of the

Name:

(Tgisﬂ Doctor

conducting testP /
s below in my -
3

I cor:firm, | was on fasting for last 10 (ten) hours. All th

with m,f consent.

]

—
i .
(e T4 ' ¢
(Signature of the Life to be assured)
Name of life to be assured:
Reports Enclosed:
Reports Name Yes/No Reports Name Yes/No
ELECTROCARDIOGRAM po PHYSICIAN’S REPORT No
o IDENTIFICATION & DECLARATION No
COMPUTERISED TREADMILL TEST FORMAT [
HAEMOGRAM No MEDICAL EXAMINER'S REPORT ND
LIPIDOGRAM ™~o BST (Blood Sugar Test-Fasting & PP) Both Ao
BLOOD SUGAR TOLERANCE REPORT N 0 FBS (Fasting Blood Sugar) N Jd
SPECIAL BIO-CHEMICAL TESTS - 13 (SBT-
13) N Q PGBS (Post Glucose Blood Sugar) NO
ROUTINE URINE ANALYSIS N 9 Proposal and other documents N Q
Na ~No
REPORT ON X-RAY OF CHEST (P.A. VIEW) Hb%
ELISA FOR HIV _ N2 | otherest CNS,

':l‘

Comment Medsave Health Insurance TPAthd.

Authorized Signature,

De foum‘ :l}
G R

Kl

W,
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LIFE INSURANCE CORPORATION OF INDIA
* Division :DELHI-IT Branch Office rl - Proposal No. 5 %U
Agent’s/D.O. Code No._  Introducer’s Signature
DEFORMITY QUESTIONNAIRE ‘

0Te AL -
Name of the proponent / Life Assured C HH Age: q 2 Yrs

Questions to be answered by the proponent’s / policyholder’s Personal Medical Attendant / Medical
Examiner regarding Deformity/ies and / or Impairment/s

: /)
[1. Ta Whatis the cause of deformity? ~— Accidend™  Cyrae "f
Whether it is : ({_;6,(- hond %o (1.
1. Congenital No %
ii. Due to an accident or injury i ey GDUJIH 0n  accrd ek,
iii. Due to any underlying disease? _ | wNo ~
a. Since when the deformity is present? - Sinee e[,
2. | If the deformity is due to any underlying disease, please y
state the following: ? ) ‘ ¢ample :
i. What was the disease leading to deformity? ! ) t e4 ¢ _hov\d ?0; . Pq cos Mod &
ii. When did it occur? TR J2e19 kw
iii. Whether the disease is stationery or progressive?j ;;i Yteha peesAY |
iv. If stationery, since when 1) (WY Al
3. | Does he/she have control on bowel movements and ¢ % L/ @ i
bladder? 0 B s . : ..
4. | Exact parts of the body affected and extent —| leld hond Pt Compicter
5 | Are there any restrictions in movements and function of |l B 6 6‘&.’ & rﬂy{ Oh= D gcv
the limbs or affected parts? Please give degree of disability bl "o keoyk
6. | Has he/she a limp? - pNo
7. | Whether he /she can walk and run fast without any aid (in \/ )
case of deformity in the leg)? ol
| 8. | Can he/she squat, sit and get up properly? -~ Jed
9. | Whether the affected limb is shorter than the other , and if A
$0, to what extent (in cms) = eu¥ ©
10. | If the deformity is due to poliomyelitis, please state v
Wwhether the wasting of muscles is = o
i. mild
il. moderate
1ii. severe ) ! ~
11. | How many limbs are affected? : — Qals (X Fand AfHfe t}e
12 | Are there any respiratory complications? v * . .0 U¥
If yes, give details 2 - No ]
13 | Is there any restriction in movement of any of the fingers?
Are any of the fingers removed? . A©
If s0, up to which phalanx. Sl
Whether thumb and forefinger have been affected / s

1



removed?

14 | a. Whether he / she can lift articles without any difficulty _| Of\jﬁ Weth DA Z/A
and hold the articles without losing the grip (in case of

Deformity in the hands)? — 7 vy,
b. Is the grip firm and strong? A
15 | Are there any residual complications? o e

- ‘
My diagnosis as to the cause of the disability is A ccia t} af SU D £y
KL hoed {2019 qut” (smblesely | g d U
it Io Nes ve ! w7
[ do for the reasons explai
deterioration causing more pronounced disability: AN =

|
a. He/ she is able / not El_q‘le to perform routine self-care activities.
b. He/ she is/ is not required to use wheel chair / crutches, -
¢ Any other factors which are likely to add to the risk on account of the deformity / jes. AYo)

Please submit details of previous treatment, previous special reports, x-rays etc. for:]gerusal and return.

Dated at GC!N onthe 2 © day of “ 20l7

= Dr. 45
g/cf 'Zf_fj;r)' . MB8t
Signature of the proposer / Signatie @ - Medical Examinet /
Policyholder 5 Medical Attendant
Code No. )
Qualifications d
Registration No.
Address

£,

ained below / do not have any reasory/to suspect on clinical grounds a recent
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LITEIURANCE ¢9)

LMONATION OF DI

C. N. S. QUESTIONNAIRE
N2

Division

Proposal No.
Full Name of the life to assured

A

CHHOTE

Branch Office /

(pt

Form No, 3334

(Revised - 2006)

1. | Headache
NV
2 | Memory ,
N O ?
3 | Temper ‘
T TS S f
peec , A NA,7D
L5 Sleep ' f N M’fﬂg
LA
6 | Delusions N MJ%/
7 | Fits, Fainting, Giddiness, Epilepsy Ao
9 | Nervousness A3©
10 | Tremors Ao :
11 | Sight Ao N&p
12 | Strabismus N}
;U
E Hearing /Tinnitus / Ear discharge Hw f’ rSor .\1.9\\)
14 | Taste No ,W"
15 | General weakness /_\/
0

WL,

&

4



16 | Type of paralysis
Upper Motor neuron type
Lower motor neuron type

17 | Cramps

18 | Sphincters:

Rectal ,\3'0
Vesical
a -~

19 | Reflexes NYO¢ MM.‘)

Elbow

Wrist N0 W“P

Knee . A3t

Ankle

Planter Reflex aVasl W-D‘p P

20 | Sensory functions

21 | Motor system:

i.  Involuntary movements
ii. Atrophy or hypertrophy
iii. Tone

1v. Power

v. Co-ordination

22 | Trophic changes

§
i

23 | Posture and Gait

24 | Any mental retardation/disorder

25 | General remarks

IaSg e
Dated at C{ q ’\) on the day of ” 20 9/7, T
- ""fl_ o
e i *
~Z PA MMB
L - I \7 OQQAA
Signature of the proposer / Signature .Médical Examiner /
Policyholder Medical Attendant
Code No.
* Qualifications
Signature of the Introducer : Registration No.
Name of Agent/Dev.officer = Address
Address
Code No.

ny
i



