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Health Check up Booking Confirmed Request(43E6614), Package Code-,
Beneficiary Code-332249

? messages

Medsave <lic@medsave.in>
To: nimshospitalfod@gmail.com
Cc: customercare@mediwheel.in

R*Ied&ge?

Hi National Institute Of Medical Sciences,

The following booking has been confirmed. It is requested to honor the said booking & provide
priorty services to our client

Wt

Wed, Mar 5, 2025 at 11:55 AM

Proposal No : 5386
Branch Code » 124
Contact Details : 8218064225
Appointment Date : 05-03-2025

Confirmation . :
Status : Booking Confirmed

Preferred Time  : 085:00 AM - 08:30 AM

Member Information
Booked Member Name Age [Gender
PRAVEEN KUMAR MITTAL 57 year {n

Included Test -

= BST Only fasting or Only PGES
« ECG

= Physical Medical Examination Report (PMER) Rs. 15,00,001 to Rs. 24,99,099
We request you to facilitate the employee on priority.

You have received this mail because your e-mail ID is registered with Medsave TPA Thisisa
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
LIC : HO : Medsave <lic@medsave.in> Fri, Mar 7, 2025 at 1:54 PM
To: NIMS HOSPITAL <nimshospitalfbd@gmail.com=
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Proposal No._ S&E_G_ S

Name of the Life to be assurad_ E;-,-:J&-.E.L—&Eﬂ Kietma 7 .ﬂi%{ﬂ

The Life to ba assured was identified an the basis of

gard fo the identity of the Life 1o be assured before conducting tests /

examination for which reports are en (e to be assured has signed as below in my
presence, LA,

Signature of the Pathologisy/

Name: By so) o, Yo 4
}Mﬁ LLEﬂE! m‘?&g?

|
I confin im, | was o on fastlng for last 10 {!en] hours. All the Examination / tests as mentioned balow were dong
with my consent.

g—oftaf?emg;aﬁ* &

(Signature of the Life to be assured)

Name-of life to be assurag:

000 110004 }('uu&ﬂﬂ LGHQF

Reports Enclosed:
=E ] — = o
Reports Name { Yer/No ] R::pnr'.: Mame | Yo Mo
—— T —— e B e S
i
ELECTROCARDIDGRAM LES PHYSICIAN'S REPORT |
= {J IDENTIFICATION & DECLARATION T~ ——
: : FORMAT
COMPUTERISED TREADMILL TEST - )

HAEMOGRAM MEDICAL EXAMINER'S REPORT |
| | LIPIDOGRAM BST {Blood Sugar Tost-Fasting & PRy “it.h‘L }
| BLOOD SUGAR TOLERANCE REPORT FBS (Fasting Blood Sugar) | { ] |

SPECIAL BID CHEMICAL TESTS - 13 [SAT- =——ey
' _PGOS {Post tGhicose flood Sugar) e
_Hf;l'J']_]HI URINE Ar:AL'I’SJS .} | Proposaland other documents = _1_ - 1
REPORT N X-AAY GF CHEST(PAMIEW) | lib% B - _I _ ]
LEmene S e e e

Comment Medsave Health Insurance TPA Ltd.

Authorized Signalure,

¥

#



e Branch Cede:  § % S
Foret N LiCs sl REPORT [ Popit s St 2 =33
R e e 77001 (Revised 2020) (NS nameicads -~ ST
i Dates Time of Examination: '%]r
Medical Diary No & Page Ne: <

|
Pl = 2 " et
J| Mubile No of the Proposetilile tpba - fslred.
ldentity Proof verifiag: = J&M G0 Proof Na, O M,g
@ mention oniy last four digis)

| {In Case of Aadhaar Card , pioas
|
For Physical MER, Identity

| [ Mote: Mobite nUmber and identity progf datails to be filled in above

| Froat is to be verified ang slamped] -
ent given below s t be recordag either through
W conzent is to be obiainod het

email or audiohides -
are examination

1
|

| For Tele/ Viden MER, cong
| 1essage. For Physical Examination the balp
_______ (Mame of the Medical

that this call with vigit 1o by
Ueting your Medical Examination through Tele/ Video! Physical Examination on

f
| " would like 1g intarm
| F—xaminer} is for cong

I.' behalf of LIC of ingig~ Sl
=R T R ~
e :
| =ignatured Thump impression of Life to he a55urad \'
- .{'f” foe of Physical Examination) 7 |
UY name of the Jife to be assuregr 7S \Leeyr K e e !
5 Bt e the ife to be assured . ; IR B
!_?if!-%f?_ﬂi_ﬁ?ﬂm J12] 7267 A PEE‘;B 7Kg r el ]
Reigt(In oms): 7y 24 o LW (kG L L S
ical MER _ e =

13

(4 1 Requin r-‘i_iﬂr‘lfg in case of Ph al |
Blood Pressure (2 readings):
Diastolic & o

|

[
Pulse ; 3
aze
/ e ‘d}fm-f 1. Systolic | B
Pl - 2. Systolic 13 © Diastolic
[ ASCERTAIN THE FOLLOWING FROM THE PERSON BEING EXAMINED
» Please give full details and ask life to be

| If answer/s ta any of the following questions is Yes
i assured lo submit copies of all trealment papers, investigation reparts, histopathalogy repart,
| discharge card, follow up reports elc. alang with the proposal form to the Corporation oA
a. Whether receiving or ever received any freatment/ I i
,J fmedication including alternate medicine like ayurveda,
l homegpathy etc 7 o
b. Undergone any surgery / hospitalized for any medical
f | condition / disability / injury due to accidant?
| | . Whether visited the doctor any time in the lasl 5 years 7 1\5 o
If answer to any of the questions 5(z) to (¢} ) is Yes -
f i, Date of surgery/zccident/injury/hospitalisation

’ ii. MNature and cause
ii, Name of Mecicine

iv. Degree of impairment if any . ] _ :
v. Whether unconscious due to accident, if yes, give duration
In the Iast 5 years, if advised to undergo an X—ay/ GT scan / ,\g
0

B
lr MR/ ECG / TMT / Blood test / Sputum/Throat swab test or any
other investigatory or diagnosbic tesls? |

i [ hom &findings.
Please specily dale , reason ,advised by w [ : ;
Suffering or ever suffered from Novel Coronavirus (Covid-19)

B
i the s toms (for more than 5 days)
| |[ :L;:zir:ae;?; F:vgsycc:u;;h, gmmfrnesg of breath, Malaise (flu-
like liredness), Rhinorrhea (mucus discharge from the nose),
Sore lhroat, Gastro-inlestinal symptoms such E_‘j{.”ausﬁﬂ'chms
Muscle pain, Headache, Loss of taste or smell wiltun las

{ days. ;
' If }sz;s provide all investigation and freatment reporls

L



-

Fa ——————— &
[ 8 ] a.\i{'\uri ering from Hypertension (High bioad pressure) or i ;
. iabetes or blood sugar levels higher than normal ar histar Eg{(_ f_'_l o "p M ?n. v ﬂb“";‘ i? en s
i of sugar fatbumin in wing?
‘| b. Since when, any follow up and date ang value of last | i
| checked blood pressure and sugar lavels? [
. Whether on medication? please give name of the proseribed g
medicine and dosage
d. Whether developed any complicalions dye 1o diabetes?
. Whether suftering from any cther endeerine disorders such l\} ]
| as thyroid disorder ere,7
L. Any weight gain or weight loss in fast 12 months iother than
| by diat control or cxerc ise}? o 1
: 9 | 2 Any history of chest pain, heartattack, palpitations and
breathlessness on exertion or iregular heartbeat? !
b, Whether suffering from high cholesterol 7 o [
€. Whethoron Mixdication tor any heart ailment/ high i\}
Choleslerol? Please state namo of the prescribed medicine ]
and dosage,
d. Whether undergone Surgery such as CABG, open heart )
- Surdery or PTGA? ______F
10| Sultering or ever suffered from any disease related to kidney
such as kidney failure, kidney or uretaral stoneg, blood or pus ,h\(],m
(M urine or prostate?
11 | Suffering or ever suffered from any Liver disorders fike
cirrhosis, hepatitis, jaundice, or dizorder of the Spleen or from )
any lung related or respiratory disorders such as Asthma, ;\f:j ] |
1 oronchitis, wheozing, tuberculasis breathing difficulties ete.? - ——
12 | Suffering or ever suffered from any Blood disorder like
| anaemia, thalassemia or any Circulatory disorder?

13 Suttaring or ever suftered from any form of cancer, lotkaemia, | AD = ——]
1
|

1{.’

.l lumar, cyst or growth of an  kind or enlarged | h notes? | o

|14 | Suffenng or ever suffarod flrllum Epilepsy, nerﬁdﬁmm’en }_55

i _mulliple selerosis, tremors, numbness, paralysis, brain stroke? |

15 | Suffering or ever suffered from any physical impairment

disability /amputation or any congenital discase/abnormm ality or 3‘\9 0

{ | disorder of back, neck, muscle, jeints, bones, arthriti or gout?

16 | Suffering or ever'suffered from Hernia or disorder of the

Stomach { intestines, calitis, indigestion, Peptic ulcer, plles, or a0

__| any other disease of the gall bladder or F pancreas?

17 | a. Suffering from Depression/Stress/ Anxiety! Psychosis or any

other Mental / psychiatric disorder? {\B‘G
b, Whether on treatment or ever taken any trealment, if yes,
nlease give details of treatment, preseribed medicing and -
dosages Eipsl o

18 | Is there any abnormaiity of Eyes (parialioial blindness),Ears

{dealness! discharge from the ears), Nose, Throat or

WMouth teeth, swelling of gums / fongue, tabacco staine or signs

| of oral cancer? S

19 | Whether person being examined and/ or hisfier spouse’partner

tested posilive or is/ are under trealment far HIV

| FAIDE Sexually transmitted diseases {e.g. syphilis,

i i8onorrhea, ete) TN, T

| 20 | Ascertain if any ofher condilion ] diseass | adverse habit (such

as smoking/ tobacco chewing/ consumption of _

aleohol/drugs elc) which is relevant in assessment of medical

risk of examinee,




[_I'—"an:e_.m-_;@ Propor
|| Whether pre
| B | Suffering from 4

Onemtewily T >
gnant? If sp duration, ' '

oM any pregnancy related compiications

I - L e —_—
[ i Whether vonsulted a gynaecologist or undergone any
| linvestigation,

reatment for

_ | EYStor any disease of
[ | ortaken / taking b

Sy gynaec ailment such as fibroid,
the bregmsts, uterus, corvix or ovarias slc.

NI& [

nY ireatment for the same

SSURED APPEARS MENTALL Y 7 G 0 ggE .
AND PHYSICALLY HEALTHY

Declaration

—_declare that you have fully understood the questions asked to you

lurnished complete, true and accurate information after
! : e. We thank you for having taken the time to confirm the details. The
information provided will be passed on 1o Life Insurance Corporation of India for further processing.

Gatri yme [Yigay A

Signature/ Thumb impression of Lf!’e to be assured
{In case of Physical Examination)

I hereby centify that | have assessed/ examined the zbove lifa

to be assured on the __
20 vide Video call / Tele call/ Physical Examination persanally and recorded
correct findings to the aforesaid questions as ascertzigpg figm the I 1o be assured,

iBBs, p; S[NGH
Place: {139-&5 M_QDI

p. (Card;
Date: T

Signature of Medical Examin
Name & Code No:

iology )
5 3 2? Stamp: @lr ‘ k‘l

Reg. No. Hngzgg
-f-""-'-_-_-__-h



LIFE INSURANCE CORPORATION OF INDIA

-

Zune D'lvisgén Branch ( 2 T
Froposal Mo, f_x; % g

Agent/D.O. Code;

Full Mame of Life to be assured: ;Q‘arﬂ Ll Kpemia = n .r'rl.}zrh f’ .

AnelSex

' =& /’ /;7?
ELECTROCARDIOGRAM

ANNEXURE- 1

LICO3-002
Instructions to the Cardiologist:

i. P

imperson :{tiun

il The examinee and the person intreducing him must sign in your presence. Do not

_ use the form 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 along with Standardization slip, each lead with

minimum of 3 complexes, long lead I If LIl and AVF shows deep Q or T wave

change, they should be recorded additionally in deep inspiration. If V1 shows a tall
R-Wave, addilional lead V4R be recorded,

DECLARATION

| hereby declare that the foregoing answers are given by me after fully understanding the
questions. They are true and complete and no infarmation has been withheld. | do agree
that these will form part of the proposal dated given by me to LIC ﬁf India.

Calr) ey wiC i ~=

Witness Signature er Thumb Impression of L.A.
Note : Cardiologist is requested to explain following questions to L.A. and to note the
answers thergof.

I Have you ever had chest pain, palpitation, breathlessness at rest or exertion?
yin b v
)

lopd

ii. Are you suffering from eaidisease. dizbetes, ?ﬁ or low Blood Pressure or kidney

diseaze? =“¥IN Kiclo PP 7 < |
iil. Have you ever had Chest X- Ray, E B ugaréléhcleateml or any other test
done? YN~

It the answer/s to any/all above questions is -Yes, sut%nit all relevant papers with this

t 0 - UF,
Datedal @) ¢ on the day of 920 W ﬁ:ﬁaa. - i:,f@o
O ¥,
—_ [}f — = Signature of th& Cardigjedgiat o Yy
—_—— e ) [
Ty oyes ~ i Ari
Signature of LA, Name & Address 5 hims
4

Qualificatio Code N
Clinical findings @"; ri\’tfﬂ'&_g-'\
. Dr. Hﬁtfn’ﬁ 1Y [

2ase salisfy yoursell about the identity of the examiners to guard against
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ardiovascylar System

Resl ECa Report:

[Fostion L-____“_“‘—'*T"__'_E-IW_E‘— 1 1
Standardisation [y | id | PR Interval D Ll |
Mechanism QRS Complexes N g o

Vot ] | R e |

| Voltage ] {5 | Q-T Duration Ly
Electrical Axig & 5-T Segment

I e & .
Auricutar Rate Qq T —wave
Ventricular Rate E,‘q O-Wave
Rhythm {Q_"_

Additional findings, i any. K‘\{
M 7
Conclusion: - B =
e KATA S
Datedat OFK  onthe dayof O3 20 ZEB 'S, o S-‘NGH \
'F'Iuﬁlg N AT o
"o

o
- H 9y)
Signature of the éagm%%gist

£
Name & Address Q&l k("ﬁﬁh "#\/‘

Qualificalion

Code No. L_} n To % |

23

L



S-ARITY.TEST LAB 14:42:54..08,0342025

Nama . : O i e i
s Age Ll Mes, Wt 1 gms. WE T Kal
30 PUHI Y R SRS - AT, SO aamu.

Heart Rate &9 EFM

P @RS Pl

(mSD 73 B3 1Y
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(373 94 a0
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Axis age 15°
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4

66*

23mmas ot= Wm Ib BLC - RE0—K%bp S

BIow

cWri4meGecs-100c or: B

[nterpretation mmwo1ﬁ For ADULT

Shart PR jnteryall

Simus -Rhykhm ‘
Passibly Abnorinal ECG

—— =

Unconfirmed Report
Dr:

S

P& Net for medico legal ﬁ:wﬂummﬂm
[F S
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nims

ST h

100 BEDDED MULTI-SPECIALITY HOSPITAL
ISO 9001 : 2008 Certified Centre
Sector - 23A, Faridabad - 121 005
Ph : 2446565, 2440745, 2440746, Fax : 2440747

MBBS, MD (PATHOLOGY) = b Sl G
CONSULTANT PATHOLOGIST : NIMS hospital /Palwal Hospital / Apex Diagnostics & Polyelinc, Faridabad
) L L T il SR _ .
| Date  05/03/2025 SriNo. 14 ¥ | )
| Name  MR. PRAVEEN KUMAR MITTAL A . |
e et ge 56 Yrs, Sex M |
E Emp Cod ik
A ' = I
BIOCHEMISTRY
Test Name Value Unit
Reference Value
BLOOD GLUCOSE FASTING
o oebluen 217.0 mag/dl 60 - 110
Checked by —MGR
** End of Report **

ﬁj/

MEBES, MD (PATHOLOGY)
CONSULTANT PATHOLOKG,

?3%519

NOT VALID FOR MEDICO-LEGEL PURPOSES 3 %

n ?'*'_h *
AR Bmvestipgation have their limitntion which arc powed by the limite of sensitiviey and specificiey of Individual assay procodares as well as the quality of the specimen received é‘&; Investipa
wever confirm the fhal dingnosis of the disease. The enldy belp in arriving ot a disgnesls in conjanctions with clinkal preseatating and other refated nvestis, =,

Eysolt2
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