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DEDI2025, 14 05 Gmail - Health Check up Booking Confirmed Request{43E6648), Packags Code-, Benefidary Code-332205

2 ¢« Gm aiE ashish gupta <apexfaridabad@gmall.com>

Health Check up Booking Confirmed Regquest(43E6648), Package Code-, Beneficiary
Code-332205

ekt T |
{

Medsave <lic@medsave.in> . Thu, Mar 6, 2025 at 11:37 AM

To: apexfaridabad@gmail.com
Cer customercare@mediwheelin

1

e

ledSave

Hi Palwal Hospital,

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

Proposal No © 8657

Branch Code : 1MH

Contact Details  : 9255834986

Appointment Date: 06-03-2025

Confirmation
Status

Prefarred Time  © 08:00 AM - 08:30 AM

: Booking Confirmed

Member Information
Booked Member Mame lage lGender
PARAS RAM 51 year M

Included Test -

Urine Analysis

Hb%

Lipidogram

BST Only fasting or Only PGBS
ECG

Physical Medical Examination Report (PMER) Rs. 15,00,001 to Rs. 2

"R & % @ &

We reguest you to facilitate the employee on priority.
You have received this mail because your e-mail 1D is registered with Medsave TPA Thisis a
system-generated e-mail please don't reply to this message.

"For any gueries, 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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Tq;. Dats:_ﬂ_!&lﬁ_}r_% LE S

LIC of India
B Eh Ofhi
Tan ‘-lr,ﬁ’_‘
Proposal No._ q (\5 "I

Name of the Life 1o be assured. Q’l M0 L\

The Life to be assured was identified on Ihe basis of

| confirm, | was en fasting for last 10 (ten) hours. All the Examinaion | tests as mentioned below were dong
with my consent.

(Signature of the Life to be assured)

Name of life to he assure%
. atiad (7%

Reporis Enclosed:
Reports Name I' = YesfNa | Reports Name Sl S R
B" 0
ELECTROCARDIOGRAN Yoy SHISIC A RN —_— |
= { IDENTIFCATION & DECLARATION
COMPUTERISED TREADMILL TEST : FORMAT

HAENDGAAM MEOICAL EXAMINER'S REPORT _35,3
LIPIDOGRAM ﬁ{ E £57 |Blood Sugar Test-Fasting & PP} Bath | ! } £ 3 ;
| BLOOD SUGARTD TDLERF\NCE RERORT - FIS (Fasting Mood Sugar}

{ RGOS (Post Glucost Blood Sugar)

Proposal and ather dooeients l
| ROUTINE URINE ANALYSIS ] ‘gé | Proposland |
REPORT O X-RAY OF CHEST {PA VIEW) f - | Hut B ’dﬂ

iher Tea

LY

f_“.___, !

ELSAFORMN o b

Comment Medsave Health Insurance TPA Ltd,

Authorized Signature,

w
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L PN ELBAACT oL S

) i TBranch Gode: T e 3

! Form Mo LEZ03-001(Revised 2020) | MSP namo/cods -

[ Date& Time of Examination:0 :;13 i_l_g;

| Medical Diary Mo & Page Nat

YUnTo

[ Mote: Mobile number and identity proa! details to be filled in above . For Physical MER, Identity

Mobile No of the Proposar/Life (o pg assured:
identity Proaf verified: __&ﬂ%qu:ﬁ' Proof No. ___
{ In Case of Aadhaar Card, please mantion only last four digis)

Prool is to be verified and stamped.)

| : = S
For Tele/ Video MER, consent given below is to be recorded either through email or audia/videa

message. For Physical Examination the below consant is fo be oblaing

d before examination.

; would like to inform that this call With/ Visit Lo DF .......ovuecimiininonee e (Mame of the Medical
xaminer) is for conducting your Medical Examination through Tele/ Video! Physical Examination an

behalf of LIC of Indig”™ =

| AN

Signlaturef Thfur]:r:b impresslon af Lile to be assured
___{Incasa of Fhysical Examination)
1 l(Fqu name of the jile to be assured: Egmaﬁ ﬂg,‘»-‘

—

[2 i Date of Birth: 5 Jpc)/§ 7 2] Age:
3 |Height(nems): ' L5 |Weight (inkgs):/ "7
| 4 | Required only in case of Physical MER =

<lg — [Gender: 7 .

|
|
|

Pulse ; Elood Pressure (2 readings):

7f / e 1. Systolic 1ev D

2. Systolic D

fastolic E—D

izsiolic

discharge card, fallow up reparts efc. a

ASCERTAIN THE FOLLOWING FROM THE PERSON BEING EXAMINED

If answer/s to any of the following questions is Yes, please give full details and ask lifa 1o be

azsured to submit copies of all treatment papers, investigation reports, histopathology report, |
lang with the proposal farm to the Corporation |
I

medication including alternate medicine like ayurveda,
homeopathy ete ?
b. Undergone any surgery / hospitalized for any medical -
condition / disability / injury due to accident?
c. Whether visited the doctor any time in the last 5 years 7
If answer to any of the questions 5(2) to {:;]l ) is yes -
i. Date of surgeryfacddentfrnjundhnspnahsatinn
ii. Nature and cause
iii. Name of Meocing
iv. Degree of impairment if any

5 | a Whether receiving or ever received any treatment/ [ﬂ, [

N ©

v. Whether unconscious due 10 accident, if yes, give duration -
in1he last 5 years, if advised 1o undergo an X-ray/ GT scan/
MR/ ECG/ TMT / Blood test / Sputum/Throat swab test or any

i i r diagnostic tests? )
ottt brvectigaion) 3 - svised by whom &findings.

Please specily dale , reason a0 .
Suffering or ever sulfered from Novel Coronavirus (Covid-15)
or expeﬁenced any of the symptoms (for mere than 5 days)
cuch as any fever, Cough, Shortness of breath, Malaise {flu-
like tiredness), Rhinorrhea (mucus dischargi: fram the n:se],
Sore throal, Gaslro-intestinal symptoms SUC ! k?:k pau::r?lh. e
vomiling and/or diarrhoea, Chills, Repeated S I.'?.g el
Muscle pain, Headache, Loss of taste or smell within tas

ays. .
5 ys rovide all invastigar!orlﬂg_lr_____amﬂ"ﬁﬂi_’?ﬁ”ﬂi____.__,.




-
E

& [ a. Sullering irom Hypertension (high blood pressure) of ‘“\
dizbefes or binod sugar levels higher than normal or histary
of supar /albumin in urineg? .
b. Since when, any follow up and date and value of last
checked blood pressure and sugar levels? E\Ij f
c. Whethar on medication? please give name of the prescribed .
medicine and dosage
4. Whether developed any complications due to diabetes?
o. Whether suffering from any other endocrine disorders such
as thyroid disorder ete.,?
1. Any weight gain or weight loss in last 12 manths (other than
|| bydict control or exercise)? ) e
g a. Any histery of chest pain, heartattack, paipilations and I
breathiessness on exertion or irregular hearlbeat?
b. Whether suffering from high cholesteral 7
©. Whetheron mgdication for any heart allment/ high \0
cholesteral? Flease state name of the prescribed medizing c
and dosage. |
d. Whether undergane Surgery such as CABG, open heart |
|| surgery or PTCA? = SRR i -
10 | Suffering or ever suffered from any disease related to kidney
such as kidney failure, kidney or uretaral stones, blood or pus o
in urine or progtate?
11 | Suffening or ever suflered from any Liver disorders like
i cirrhosis, hepatitis, jaundice, or disorder of the Spleen or from WAL
any lung related or respiratory disorders such as Asthma,
bronchitis, wheezing, tubsrculosis breathing difficulties ele.?

12 | Suffering or ever suffered from any Blood disorderlike ) f
| | anaemia, thalassemia or any Circulatory disorder? ] . e 4
13 | Butfering or ever suffered from any form of cancer, leukaemia, I\T}'ﬂ
turmar, cyst or growth of any kind or enlarged lymph nodes?

i4 | Buffering or cver sullered Irem Epllepsy, mervols disorder,. ; -
multiple sclerasis, tremors, numbness, paralysis, brain stroke? | IR
15 | Suffering or ever suffered from any physical impairment/
disability famputation or any congenital disease/abnormality or

|| disorder of back, neck, muscle, joinls, bones, artfirlts or gout? No
16 | Buffering or ever'suitered fram Hernia or disorder of the .
Stomach / intestines, colitis, indigestion, Peptic uleer, piles, or I 9]

any other disease of tne gall bladder or pancreas? _
17 | a.Suffering from Depression!ﬁt}'essf Anxigty! Psychosis or any
gther Mental / psychiatric disorder?

&, Whether cn treatment or ever taken any treatment, if yes, o
please give dotails of sreatment, preserived medigine and r
dosages B . : e

7% 1= there any abnormaiity of Eyes (partialiietal blindness),cars -
{deainess/ discharge from the ears), Mose, Throal or Nm

WMouth, testh, swelling of gums / tongua, tobaceco stains or siane
of oral cancer? _ i T
19 | Whether person being examined andf or hisfher spouse/parinet %)
tested positive or I/ are under treatment for Hiv 9
(AIDS Sexually transmitted diseases {e:g. syphilis,
|| gonorrhea, ele.) .
20 | Ascerlain if any other condition / disease f adverse habit {such —————
1z smoking/ tebacco chewing! consumption of _ r\j ]
alcoholidrugs elc) which is relevant in assessment of medicnl l
| " |risk of examinee. =

| o)




For Female Proponents only

1. | Whether pregnant? f so duration. T
i__| Sutfering from any pregnancy felated complications

il | Whether consuited a gynaecclogist or undergone any

nveshgall_un.‘ treatment for any gynaec ailment such as fibroid,

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

or taken / taking biny freatment for the same

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

Declaration

erstood the questions asked 1o you
complete, true and accurate information aiter

taken the time to confirm the details. The
{ India for further processing.

U

t Signaturef Thumb impression of Life to be assured
{In case of Fhysical Examination)

You Mrihds declare that you have fully und

during the call / Physical Examination and have furnished
;uilg.»r unu:_ierstandlmg the same. We thank you for having
information provided will be passed on to Life Insurance Corporation o

on the  day of

cad/ exarnined the sbove life to be assured
d rﬁcﬁrded true and
I

| hereby certify that | have asses
20 vide Video call / Tele calll Physical Examination personally an
rtzined from the life to be assured.

corract findings to the aforesaid questions as asce
Re, 1.
T L e
Q. fof
()ﬂ/ H&H?ﬂ“?oﬂ”

Signature of Medical Examiner

Place: P{I }u‘l & Code No:
Date: | "EA' gtim: G@JD‘J kfl t-i@_ { g..?u ”E/'l
06(03}00257 g H N9 709 (T

oLD
GT ROAD
PﬁiLi‘hlnttL

¥
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LIFE INSURANCE CORPORATION OF INDIA

\ Zone Division Branch A 1 - 'F- 1
Proposal No. CT % 5"1
Agent/D.C. Code:
Full Name of Life to be assured: P 14l fm,{
e
ELECTROCARDIOGRAM ANNEXURE-1
' LIC03-002

instructions to the Cardiclogist:

i, Please salisfy yourself about the identity of the examiners to guard against
impersongtion

The examines and the person introducing 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 fracing must be pasted on a folder. .
Rest EGG should be 12 leads along wilh Standardization slip. each lead wilh
minimum of 3 complexes, long lead IL. If LIl and AVE shows deep Q or T wave
change, they should be recorded additionally in deep inspiration. If V1 shows 2 tall
RAVave, additional lead V4R be recorded.

DECLARATION

foreqoing answers are given by me after Tully understanding the
and complete and no information has been withheld. | do agree
the proposal dated _ given by me to LIC of India.

Signature or Thumb Im rESSI.DrFJ L2

to explain following questions fo L.A. and to nole the

1 hereby declare that the
guestions. They are true
that these will form part of

Witness
Note : Cardiclogist is requesied
\ answers thereaf.
i, . Have
Y ;
ii. Are you suffering from heart disease, diabetes, high or low Blood Pressure or kidney
disease? YN~ .

Have you everhad Chest X- Ray, ECG, Blood Sugar, Cholesterol or any other test
done? Y :

t|aw.r|5:r had chest pain, palpitation, breathlessness at rest or exertion?

i,

If the answer/s to any/all above questions is -Yes, submit all relevant papers with this farm.

Dated at f{/?/ on the day of Ly % a0 2 5
[ i\ Fi I ‘ i : Siig;jre u@a e rdim/agisir ‘
Signature of L.A. Name & Address ! s
Cualification Code Mo, H [{
Clinical findings Dr. KA ?:A R o NGy
5 i : wll r
() ~+r-’gs. Dip. (Cardinie
“eg. No, Hﬂ&_;;ué}“”'
28
{

L5

e e ———t——— E——————
S

|



13

Height (Cms) Weight (kgs) Blood Pressure Pulse Rate
(65 mu s ’St} ]EDl (o Y
: |
(B)  Cardiovascular System uh f\_ll l v
Rest ECG Repcrt:*
Pnsfﬁﬂn ) P Wave -
P Crprt 11»4/2{
Slandardisation Imv e { PR Interval f / [
Mechanism F:h ORS Complexes [ Lt
P
Veltage Jivand jo | Q-T Duratien l.rf (ﬂ
Electrical Axis N 5-T Segment A
Auricular Rate 1,{'4; ; T —wave (;E;
‘[ Ventricular Rate ‘ { Q-Wave
Rhythm T, -
ST YWY,
Additional findings, if any. [ {\.»Lﬂ

Conclusion:

Jd M

Dated at () @, on the day of D/ 20 2 g-_ )
7

Signature of the Cardiologist

.

Mame & Address

|
Dr. KATAR EFNEL

WBBS, by, (Cardiolagy)
eq. N"E.—' HNO70 q}y
FQ& o gs'P |

28
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CLARITY TEST LAB BF7P:77
Name_ Mvm.mm. @umuu..@mm_« ||||||||||||||||||
WMM S e i PR | cms, Wt ___ Kg
mmx.zxm,i - BP e/ _ mMrHg
Heart Rate 65 [EPM

.._

GIIALTT

Bl PQ QT aTe
(mSh 101 116 171 491 507

ATA0Te AT~HR
(%) 97 54
P QrRg T

Axls 119° age 21

\

m AR | e lsﬂmalm

uge,

371

m ...rLJv\,fii..{;rk;, ?;\\g ,\Lib

.. s 9
i ..;,\éﬁ,;fHif..,i.[1<;;,\1;*..,.;1Aﬁ,; :
mchi..1.;11*ﬂ...1t..;gf‘\flq.=E|1qula,,1;rtq,;3un\fl.,,,.[u,_,
imea e
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i

Tr20T

1 Qinimrmb)

2

Smms S

3 mmjxﬂf_ *

06/

Q- 1-3

f..b 2 _ 038/2028" .

e e

Hz

BLC

250

[ 3(%{TELJ\L

I
R

Ve

Interpretation Report For A0ULT

ClarityMed ECG-100C dr: )

L™

observed Premature Atrial Contractions(PACs)

observed Premature Ventrieular Contraction(PYC)

Frolonged AT interual
Borderline HCG

REMARKS P

Uneonf trmed
fips

F5: Not for medico legal PUrpOsSEs.

[
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PALWAL HOSPITAL

An ISO:9001: 2015 Certified Hospital

Old. G.T. Road, Near New Sohna Mod, Palwal
Ph. 01275-242200, 242500 Fax : 01275-250069

DR. ASHISH GUPTA

MBBES, MD (PATHOLOGY)
CONSULTANT PATHOLOGIST : NIMS Hospital/ Palwal Hospital/ Apex Diagnostics & Polyelinic, Faridabad

-
Ll

r

| Date 06/03/2025 SriNo. 7 _ ]
' Name MR. PARAS RAM Age 51 Yrs. Sex M

Ref. By LIC Deptt
l Emp Cod

HAEMATOLOGY
Test Name Value Unit Reference Value
HAEMOGLOEBIN (Hb) 14.30 gm/d| 12.0-16.0
BIOCHEMISTRY
Test Name Value Unit Reference Value
BLOOD GLUCOSE FASTING 85.0 meg/dl 60-110
LIPID PROFILE

SERUM CHOLESTEROL 196.4 mg/dl 130 -250
SERUM TRIGLYCERIDES 107.3 “mg/dl 35-170
HDL CHOLESTEROL 46.0 mag/dl 30-70
VLDL 21.46 mg/dl 0.00 - 35
LDL CHOLESTEROL 128.84 rmg/dl 50-150
TOTAL / HDL CHOLESTEROL RATIO 427 ' 0.00-4.9
LDL f HDL CHOLESTEROL RATIO 2.803 0.00-35
URINE EXAMINATION REPORT

COLOUR FALE YELLOW

VOLUME 20 ml. 5.00-1000.00

SPECIFIC GRAVITY 1.020 1.005-1.035

DEFPOSIT MNIL MIL

REACTION ACIDIC ACIDIC

ALBUMIN MNIL MIL

SUGAR MIL MIL

Contd...2
P DR. ASHI. GUPTA

o
MBBS, MD (PATHOLOGY) B
CONSULTANT PATHOLOGIST

o™

NOT VALID FOR MEDICO-LEGAL PURPOSES R 5
All Invesrigations have their limitation whech e mmposed by the lmits of sensitivity and specificity of mdividuad assay procedures as well o Ihcqmﬂ[ry of the specimen mix‘d%?%w&w DV estigigs
never confinm the final dingnosis of the discase. The valy help in armiving at a diaprosis in conjunction with chimical presentation and other Telated imnigﬁin;ﬁh ey ]



PALWAL HOSPITAL

An ISO:9001: 2015 Certified Hospital

Old. G.T. Road, Near New Sohna Mod, Palwal
Ph. 01275-242200, 242500 Fax : 01275-250069

DR. ASHISH GUPTA

MBBS, MD (PATHOLOGY)
CONSULTANT PATHOLOGIST : NIMS Hospital! Palwal Hospital/ Apex Diagnostics & Polvelinic, Faridabad

-
-

| Date 08/03/2025 SriNo. 7
‘ MName MR. PARAS RAM Age 51 Yrs Sex M
| Ref.By LIC Deptt
| Emp Cod J
PUS CELLS 1-2/hpf HPF 0-4
EPITHELIAL CELLS 1-2/hpf HPF 0-4
REC'S NIL HPF MIL
CASTS MIL MIL
CRYSTALS NIL NIL
OTHERS NIL NIL
BILE SALTS (BS) ABSENT ABSENT
BILE PIGMENT (BP) ABSENT ABSENT
SEDIMENT NIL NIL
TRANSPARENCY clear CLEAR
BACTERIA NIL NIL
Reported by : MGR
Checked by : e _GR
** End of Report **
¥
-
. > : DR. ASHIS, UPTA =
MBBS, MD (PATHOLOGY) 38
CONSULTANT PATHOL (}(HSE
NOT VALID FOR MEDICO-LEGAL PURPOSES s R b
Al Investigations have their limitation which e imposed by the limils of sensitivity ond specificity of mdividual asay procedures o8 well as the quadity of he specimen received Bhr__ 1'im\¢stiagmi\§;

never confiren the firel diagmosis of the disease. The only help in amving ot o diagnesis in confunction with clinical presentation and alber relaled iwrgtigmmqgr_?



