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(,Esrablished .. by the -Life Insurance Corporation AcU 956} 

ANNEXURE II - 11 

______ 0IVl$-ION 
Form No. UC03-012 

PHYS:ICIAN'S: f,l:EPC!>RT 

DECLARA_T{QN 

I. he_reby autqoris~ D.r 8..r r-1 0,U . t9 _intirn~t~ UC of Indian all 
necessary.informatior-l'about:my-health 'dbtai:ne·d on ·histo·r.y: examil'.'lation including diagnosis 
and treatment. 

I ~ereb. y declare:tl,iai:.~.-the ·statements .anl!l. ans'!"Jersto Ouestions 'in Part,One a~,d Pa T o of 
this r~port :are trlJ.e !4 c~ plete and. I do hereby declare that thes.e will form of the 

proposal dated ( ~ f_.t{o~2fCJ iven 'by me•to LI C of India, --~"'--'...__ ___ _ 

Signature of the L.A 

1. Full Name of Life to be: assured (L.A.) CU 1--1.:r Al"I ..:TU rl £--TA 

2. Has~the L.A .. suffered from - H A v ~VI ~; OVI 

HeartDlse~e H erten~ion Diabetes 
Yl1.l-- ~ IN Y 

(If yes. state name;--:acldress otthe C0-nsufta_nt and submit a1J re/ev.aritpc!-pers with this form) 

3. DoesL.A-. .C.ot'lS.ume Tobacco .. snuff. . . and .. ,other narcatiic·,st10Staci:Oes' in any farm? 

No. ot ,ears· Ouantity\!Jsea D!;ate ·of cessati:on, i_f 
an 

4. Does L,A..c:onsume alcoholic drinks? 
No, of Years Quantity used Date of cessation. if 

;f (' Signature of Physician 

Date : IJ ( (f(o/'o.)ll; Name : ~ _ T>} _ , 
Address ·: ,._,~ ) ~ 1 

Qualification : .~ ' 1 
-. i\.· 1.=_: 

Reg. No. ~ iaj.. '«_1._33~ "r:. 
Note : If 0,2 of Part - I is hegative. no need of filling up Part - II ~ '" ,_)___, 

.---·-~ .... 
.A 1 " .. - .~ / 

IC 



Part - II 

1. Is LA evertr.eatedlh'ospitallsed ·f.or ·any heart disease, hypertension, and diabetes 

Y/N* 

lnvesti atl'ons Present status Pro nosis 

2. 81.ood Pressure Readin 
Current At the time··of detection·,of HT Duration -of HT, if taking 

re ular- treatment 

3. Diab-ates -
Date of Dia · nos is T e Duration 

4. A l:i re t , e[e anv svmotoms / sians of 

a Renal Diseas.e / 
b Nel)ro.loaical involvement 7 
C Eve Involvement 

/ 
,O 

d Peribheral Vascular Disease ,,,-' 

e Arii/0ther infectious diseases (eso. TB) / 

5. Is L.A. taking regular treatment for above disease/s? 

* (Enclose all relevant papers with this form) 

~vY\~ 
Signature of the L.A. 

Date : f ':(- ( (( ~..i--4 

19 

D r . BIN 

~ 
Signature of Physician 
Name: 
Addre"ss: Dr. BINDl.1 

MBBS. MD 

Qualification : ~'- No.-33435 

Reg. No.: 



-a1 '( ~¥-11~1 

I INCOME TAX DEPARTMENT I 
'l-tl~a . 

GOVT I OF INDIA 
~ ~ffl 

- GUNJAN JUNEJA 

- CHAMAN MADAN 

17/03/1977 
~·- -~-·: 

- -, 
;-_ 

I . -
Permanent Account Numb.er 

AHNPJ9971D 
. . ' 

✓&>~ · .. i. 
Signature _ ., ,;;~~ /,"· J -



New Delhi, Delhi, India 

I I --~ 
ii 

r-: , GPS Map Camera 

28/25, Block 28, West Patel Nagar, Patel Nagar, New Delhi, Delhi, 

110008, India 

Lat 28.654581° Long 77.164048° 

17/11/24 12:12 PM GMT +05:30 
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