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IDENTIFICATION & DECLARATION FORMAT

To,
LIC of India
Branch Office

Pmpo!.e:\l No : & (.{_S' q

Name of Life to be assured: ,l; Clj [ZAN Ll }’(Cl bo 07
The Life to be assured was identified on the basis of: t/:) f"{ f CAAL @L_

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

I 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.

Dated at f‘3 on lhc szO 2 at 8-56 ﬂW
s&[%%

Signature of the Patholpyi

ne
- (Name & Rubber, Yems )@F@ﬂl Cz?:fg\;\o\zng\s\
Cowsu\\an‘%h%S\C\aN 32789

Signature of the Cardnqoglst (if LA has undergone CTMT / ECG)
Name & Rubber stamp) Qualification

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

sssse

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

RS LG
. Syl AR
RO LA A
5
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L‘ c MEDICAL EXAMINER'S REPORT

“Branch Code:

Z £

wredys oftes s v
?ﬂ P T e b T ]

‘ Form No LIC03-001(Ravised 2020)

Proposal/Policy No:

2US 9

MSP name/codo :

|

{ Date& Time of Examination:

| 1213 | 20—
Medical Diary No & Page No: ==

|
MMobile No of the Proposer/Life to be assured:

—

Proof No.

Identity Proot verified: ﬁ'&(_@j_&

(7 f/f

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

[ Note: Mobile number and identity proof details to be filled in above . For Physical MER, Identity Proof is

to be verified and stamped.]

1T

For Tele/ Video MER, consent given below is to be recorded either

message. For Physical Examination the below consent is to be obtained before examination.

*
“1 would like to inform thatthis call with/ visitto Dr ... J?—(UL;'\('J
rough Teld/

Examiner) is for conductin

our Medical Examination
behalf of LIC of India”.

through email or audio/video

(A the Megical

Video/ Physical Examination on

Signature/ Thumb ion of Life to be assured
Eull name of the life to be assured:

(In case of Physic‘:)al Examination)
P
2 Date of Birth: |2 /////?69- Age: QO )

sl Kaposr

:TGender: m (/(}'( e

3 Height (In cms): ’ 6 8 Weight ( in kgs) : 6'3_

4 Required only in case of Physical MER

Pulse : <9 p Blood Pressure (2 readings):
1

Systolic r 10
2. Systolic {

Diastolic 8 o
Diastolic Q

If answer/s to any of the following questions is Yes, please giv
to submit copies of all treatment papers, investigation reports,

25
ASCERTAIN THE FOLLOWING FROM THE PERSON BEING EXAMINED =

follow up reports etc. along with the proposal form to the Corporation

e full detailsand ask life to be assured
histopathology report, discharge card,

5 a. Whether receiving or ever received any treatment/
medication including alternate medicine like ayurveda,
homeopathyetc ?

b. Undergoneany surgery / hospitalized for any medical
condition / disability / injury due to accident?

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

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

i. Date of surgery/accidentﬁnjury/hospitalisation

ii. Nature and cause
Wl . Name oA

mreticine

(\/0
NG

32




il Namo of Modicine

iv. Degreo of impairment it any

v. Whothor unconscious duo to accidont, iftyes,give duration

N o
i

In the last & yoars, i advised to undergo an X-ray/ CT scan/
MRI/ ECG / TMT / Blood test / Sputum/Throat swab test or any
othor investigatory or diagnostic tests?

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

Sultering or ever suttered from Novel Coronavirus (Covld-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.
If yes provide all investigation and treatment reports

a. Suftering from Hypertension(high blood pressure)
ordiabetes or blood sugar levels higher than 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 of the prescribed
medicine and dosage

d. Whetherdeveloped any complica

tions due to diabetes?

e. Whether suffering from any other endocrine disorders such

as thyroid disorder etc.?

ain or weight loss in last 12 months (other than

f. Any weightg

by diet control or exercise)?

9 a. Any history of chest pain, heartattack, palpitations and
breathlessness on exertion or irregular heartbeat?
b. Whether suffering from high cholesterol ?

_ Whetheron medication for any heart ailment/ high
cholesterol? Please state name of the prescribed medicine

and dosage.
d. Whether undergone Surgery such as CABG, open heart

surgery or PTCA?
10 | Sutfering or ever suffered from any disease related to kidney
such as kidney failure, kidney or ureteral stones, blood or pus

in urine or prostate?
Suffering or ever suffere
cirrhosis, hepatitis, jaundice, or
any lung related or respiratory disorders such as Asthma,
pronchitis, wheezing, tuberculosis breathin difficulties etc.?
Suffering orever suffered from anyBlood disorder like

d from anyLiver disorders like
disorder of the Spleen or from

anaemia, thalassemia or anyCircu!atorydisorder?
Suffering or ever suffered from any form of cancer, leukaemia,

tumor, cyst or growth of any kind or enlargedlymph nodes?

Suffering orever suffered from Epilepsy, nervous disorder,

multiple sclerosis,tremors, numbness, paralysis, brain stroke?

33




15 | Sullering orover sutfored from any physical impalrmonti "’“"'}'"
disability /amputation or any congenital discasa/abnormality or N(

disorder of back, neck, musclo, joints, bonos, arthrltis or gout?

16 | Sulfering orovor suffered from Hornia or disorder of tho
Stomach / intestines, colitis, indigostion, Poptic ulcor, pilos, or [‘} @)

other Mental / psychlatric disorder? /v O
b. Whether on treatment or ovor taken any troatmont, If yos,

please give details of reatment, proscribed medicino and [\‘/O
dosages
18 | Is there any abnormality of Eyes (partial/total blindness),Ears
(deafness/ discharge from the ears), Nose, Throat or

Mouth teeth, swelling of gums / tongue, tobacco stains or signs (\/0
of oral cancer?

19 | Whether person being examined and/ or his/her
spouse/partnertested positive or is/ are under treatment for HIV
20

any other disoaso_cil_lm‘gg\ﬂpl_qggg_r,gr_pancrons'?
17 | a. Suffering from Doepression/Stross/ Anxiely/ Psychosis or any

/AIDS/ Sexually transmitted diseases (e.9. syphilis, /\/ @
gonorrhea, etc.)

Ascertain it any other condition / disease / adverse habit
(suchas smoking/ tobacco chewing/ consumption of

alcohol/drugsetc) which is relevant in assessment of medical /\/ 0
risk of examinee.

For Female Proponents only /
i Whether pregnant? If so duration.

li Suffering from any pregnancy related complications

MA

lii Whether consulted a gynaecologist or undergone any

investigation, treatment for any gynaecailment such as fibroid,

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

or taken / taking any treatment for the same

FROM MEDICAL EXAMINER’S OBSERVATIONIASSESSMENT

WHETHER LIFE TO BE ASSURED APPEARS MENTALLY
AND PHYSICALLY HEALTHY

Declaration

E W h 06§
You Mr/Ms— aed Kfl pdeclare that you have fully unde
during the call / Physical Examination and have furnished complete,

rstood the questions asked to you
true and accurate information after

34
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Clinical findings

(A)

Height (Cms)

Weight (kgs)

|

& o

——
Blood Pressure Pulse Rate ‘

63 |2¢’&’0

Cardiovascular System

\ (®) .
Rest ECG Report: rl
Position J Y P Wave ‘_—_——Tg—
Standardisation Imv | PR Interval AN
Mechanism __tffg—, QRS Complexes _—(;\q_—___-
Voltage : Q-T Duration wn>
Electrical Axis @ S-T Segment %
Auricular Rate mn [ 9_’!_[ T —wave
Ventricular Rate / Q-Wave %)
Rhythm Y
Additional findings, if any. /§

Conclusion: \/_‘ N (9%
Dated at |73 on the dayof 72 20 24 Q\fb &6Q310 C}}%&
u 0\\\“6 & \O
- PO e
Signature of the'® g&\gﬁ\ o
S Qo W
ﬁ}% 0\? jree
Name & Ad gg&:} \\\Q@
C’QQ %
Qualification
Code No.
L 19
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MEDICAL REPORT FORMATS

LIFE INSURANCE CORPORATION OF INDIA
Division

Urq

Full Name of Life to be assured:

Age/Sex e KRCO“(” H”IPOOF

v\
ELECTROCARDIOGRAM ANNEXURE- 1

Zone
Hranch
e

Proposal No.

AgentD.O. Code:

) ) LICO34/52
Instructions to the Cardiologist:

i P!ease salisfy yourself about the identity of the examiners to guard against
impersonation

ii. The examinee and the person introducing him must sign in your presence. Do not use

B the form signed in advance. Also obtain signatures on ECG tracings.

iii. The base line must be steady. The tracing must be pasted on a folder.

iv. Rest ECG should be 12 leads along with Standardization slip, each lead with minimurn
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 V1 shows a tall R-Wave,
additional lead V4R be recorded.

DECLARATION .

1 hereby declare that the foregoing answers are given by mie after fully understanding the
questions. They are true and complete and no information has been withheld. 1 do agree that
these will form part of the proposal dated given by m of India.

Witness Signature umb Impression of L.A.
Note : Cardiologist is requested 10 explain following questions to LA. and to note the

answers thereof.

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

ii. Are you suffering from heart di , diabetes, high or low Blood Pressure or kidney
disease? M

iii. Have you ever ha est y, ECG, Blood Sugar, Cholesterol or any other test
done? M

if the answer/s to any/all above questions is -Yes, submit all relevant papers
on the day of 3 20 2.4

, 2
. Or, AN = S ed ,
Slg"ﬂm‘e\,\%%g%GMZN%é%a‘(id-\g\mmt

Namd& &naut %‘é&?@?ﬂo,sﬂm
0de

Qualification 0.

18




st -+
. AP E XX HOSPITAL & DIAGNOSTICS
uUSHA GUPTA £-22, NARAINA VIHAR, NEW DELHI-110028

e
PATHOLOGY)
,ggé.ruﬂ { TEL. : 011-45533430, 42371367
(el f-mail ; apex diag@gmait com / apexhospitainaraina @ gmatl com

Website | www apexhospital net

e ——— et e et .+ 4y

Age 58 Yrs.

Name Mr. RAJESH KAPOOR
Collection Date 130372025 Sex M
Sri No. . Patient Id 2503131 |z

Ref.By  LIC Mobile No. {

—Gea ReferenceRange |

i e S R ———————

BIOCHEMISTRY

BLOOD SUGAR FASTING (' ) ey
GOD-POD (Method)

M. 110

eeve F o OF Rogatnet *°

v

APEX Poge T of ¢ ,ffﬂ‘:’»

HOSPITR e

B o RRNEEETE
™MD (PATH]

COMRSLYANT PATHOLOCIET

AR DT § A e (S5 553 « LAPWIRCTNC TREERE T SALLTTNET M SR ACENENT S ASEY SCEDS S8 351 0 WERSTI o S S SR

HOME COLLECTIONS OF BLOOD SAMPLES AND MEALTH PACKAGES AVAR ASLE
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