# Sulekhlaser,Raipur/500 Nos. /07-2022

ri Mo 99
deB M -l
|$‘:£i i i J Branth Code: 23 2
o _?P:.: m‘i:fl"::. Propasal Policy No: ) 2 79 O
MSP namo/codo @ (T2verev .
MEDICAL EXAMINER'S REPORT o of Examinatlon: 2 1- ) - 24/ 10:
From No LIC03-001 (Revised 2020) 124 Dalo & Timo of Examination: 3 3-)J- 24/10: ¢
Madical Diary No & Page No:
Mobie No of the Proposer/Lite bo be assured ... .-f,f”ﬁ' Vs {"?7";’
Idontity Proof verified ... Adelhay . Ceond o prootNo. . L6 7

(InCase of Aadhanr Card, please mention only last four digils)
[Note Mabie number prd kantity proof delads 1 bo filled in above . For Physical MER, [dentity Proof Is to be verified and stamped. |

For Tele/ Video MER, consent given below is 1o be recorded eilher lhrough emall or audio/video message. For Physical
Examination tha below consent is to be obtained batore examinalion.

1 would Kke to Inform that this call with/ visit lo Dr jfwﬂ"/(?“’ ............................... (Name of the

m:“’ Examiner) s for conducting your Medical Examination through Tele/ Video/ Physical Examination on behalf of LIC of

Signature/ Thumb impresslon of Life to be assured

(Incase of Physical Examination)

1. Fullname of the life to be assured: /—’15/; Yetrrs /?aq/'

2. DawolBinth: 2o~ § )96 ] | Age: O Gender: )~
3. Height(Incms): /36 Weight (inkgs): & 2

4. Required onlyin case of Physical MER

Pulse: Blood Pressure (2 readings):
f;o 1.Systolic /Z< Diastolic 70
2.Systolic ¢ 7¢ Diastolic 7 ©

ASCERTAIN THE FOLLOWING FROM THE PERSON BEING EXAMINED

If answer/s to any of the following questions is Yes, please give full detalls and ask life to be assured to submil copies of all
treatment papers, investigation reports, hislopathology repert, discharge card, follow up reports elc. along with the

proposal form (o the Corporalion.

5. | a. Wnether receiving or ever received any treatment medication including alternate

medicine like Ayurveda, homeopathy etc. 7 ey Sl
b. Undergone any surgery/hospitalized for any medical condition/ disab&iﬁ_ Hnjury due
to accident? Gl A\ W2

€. Whether visited the doclor any timein the lastSyears? | «
i answer ta any of the questions 5(a)to(c))is yes—
I. Date of surgery/accidentfinjury/hospitalization
ii, Nature and cause

iii. Name of Medicine

iv. Degree of impairment if any .
v. Whetherunconsclous due to accident, if yes, give duralion

in the last 5 years, if advised lo underga an X-ray/ CTscan/MRI/ECG [ TMT/ Blood test/

é
Sputum/Throat swab test or any other investigatory or diagnostic tests? O
Please specily date, reason, advised by whom & findings. AV

1. Suflering or ever suffered from Novel Coronavirus (Covid-15) or experienced any of the

symploms (for more than 5 days) such as any fever, Cough, Shoriness of breath, Malaise
(Mulke tiradness), Rhinorrhea (mucus discharge from the nose), Sore throal. Gastro-

Intestinal symploms such as nausea, vomiting and/or diarrhea, Chills, Repeated shaking
with chills, Muscle paln, Headache, Loss of taste or smell within last 14 days. If yes provide /L/‘J

all investigation and treatment reporis

8. | a. Suffering from Hypertension (high blood pressure) or d/abetes or biood 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? AU

¢. Whether on medication? please glve name of the prescribed medicine and dosage

d. Whether developed any complicalions due lodlabetes?
. Whether suffering from any other endocrine disorders such as thyroid disorderetc.?

f. Anyweight galn orweightloss in [ast 12 months (other than by diet control or exercise)?

D
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u A Ay hlshry of chast paln, heart attach, palpliations and breathlessnosn on oxerlon o
Iregular haptthanal ?

b Whnthei eufiaring from Mgh cholasterod? m

C Wit o mmdication for any haarl allment/ high cholestorol? Ploase state name of the
provegribad mpdicing pnd doangn

[t . Whelher undergone Sirgery r.qrthrlilIEfl_l_!_innJ_n_‘-nhmlll_l‘ﬂ{ljﬂl'yHl'"”:fi?

"0 Suladng o ever tiflared from any disapse inlated lo Midnay such ns kldnmy [allurn, kidney or

vrsiaral etanas Biasd of pus in urine of prosiale?

M| Suferng of ever sulernd from any Liver disorders [ke clrthoals, hepatilis, Jaundice, or
dienater of the Spleen of from any lung related or resplratory disorders such as Asthma,
bronehite whensring tuberculoaly breaihing dificyllina ale ?

P F—

12| Sumarng o ever sullersd from any Blood disorder ko anemia, thalassemin or any
Clirmdatny dwnder ?

12| Suflerng o ever suffered lrom any form of cancer, leukemla, tumnor, cyst or growth of any kind
ot enlarged lymph nodes?

| Sufering o ever suflered from Epllepsy, nervous disorder, multiple sclerosis, tremors,
numbnoss, paralysis. brain stroke?

/0
o
18| Su%ering of ever suftered rom any physicol impairmenl disabilty amputation or any
congenital disease/abnormallty or disorder ol back, neck, muscle, joints, bones, arthritis or /lf&'
gout?
16| Suftering or ever suffered from Hemia or disorder of the Stomach / intestines, coits, W
Indigestion, Peptic ulcer, piles, or any other disease of the gakibladder or pancreas?

17| a. Sufering from Depression/Stress/ Anxiety/ Psychosis or any other Menlal / psychiatric
disorder?

b. Whether on Ireatment or ever laken any lrealmant, If yes, please give details of reatment,
prescribed medicine and dosages

18] s there any abnormalityol Eyes (partialiiotal blindness), Ears (deafness/discharge from the
ears), Nose, Throat or Mouth, leeth, swelling of qums / tongue, tobacco stains of signs of oral
cancer?

18.| Whether person being examined and/ or hisher spouse/partner tested pasitive or is! are
under treatment for HIV/AIDS/Sexually transmitted diseases (e.g. syphilis, gonorrhea, elc.)

20.| Ascerain il any other condition / disease | adversa habit (such as smoking/ tobacco
chewing/ consumption of alcohol/drugs elc.) which is relevant in assessmenl of medical /4_,;_]

nsk of examinee.

For Female Proponents only

i whether pregnant? If so duration. e
il Suftering from any pregnancy related complications vy
il | Wnether consulted a gynecologist or undargona any invastigation, trealment for any gynae

ailkment such as fibrod, cyst or any disease of the breasts, uterus, cervix ar avaries elc. or pasy,

taken/ taking any trealment for the sama

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

/4I ;‘; p !,a”.-fﬁ Declaration

You Mr/Ms................ dedare that you have fully understood the questions asked to you during the call / Physical Examination
and have furnished complele, rue and accurale Infarmallon after fully understanding the same. Wa thank you for having taken
the time 1o confirm the details. The information provided will be passed on to Life Insurance C ration of India for further

Signature! Thumb Impression of Life to be assured
(In case of Physl|cal Examination)

| hereby cgmy that | have nma__l_lg._{'hgwnlnad the above (Ife to ba assured 0N 1 ... ———— day

of_/! 20 277 __vide Videq il ) Thie caW Physical Examination personally and recorded true

aforesaid questions as ascer(alpgd [rpmibe ftfe
I

Place: 19t taa
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DIVISIONAL OFFICE, RAIPUR
BLOOD SUGAR TOLERANCE REPORT

From No. LIC 03-

Full Name of the life to be Assured } MRS. ASHTAMI RAUT

Apc:

61 Sex:

F

Division

Branch:

383

Proposal No. | 12790

l Agent Code Nou: l

| Dev. Officer code No. [

Introducer

Name Designation/Club

Membership

Signature
{In full)

Agent

Second Introducer

Instruction for the Pathologist

. The observation should be made in the morning in the fasting state before

and after the ingestion of 75 grams of glucose.

1I.  The pathologist should indicate the method of blood estimation employed and the normal values .

1l. Each column should be filled in every case.
IV. Please insist on the proposer signing in your presence. A from on which Lhe proposer has already put his signature should not be
used.
, ) Blood Sugar Urine Acetone
Sample O’ Clock (%) Glucose (%) Bodies Normal Value

Fasting 10:00 103.6 i 65-110

2 hours after 75 gms

of Glucose
INSIUCHION vuvvvvanenrarainninnens
Method of blood sugar estimation employed ..........GOD..POD v

| declare that the person examined/investigated, Signed/affixed thumb impression in the space earmarked below. In my presence and
| am not related to him/er or the Agent or the Development officer

(Datedat_|

Bhilai

] on the

[ 23

[ day of [

11

[2024 [a [10:00 | AM |

Signature of Thumb Impression of L.A.

-t

—

Signature of the Palh(b[ij'i}n- ";ﬁsi f;:_-g_-- ;!r{

Name of the Pathologist : -

Qualification :

|
MBR™ D (PATHOLOQY)

Name & Address nﬁ* nﬁfﬁ’?"ﬂ‘]ﬂml} /{ﬂlhm 7

[}

athologist




ID: 28552 A= L 23-11-2024  15:12:05 . ) " L= ¥¥ e
' ASHTAMI RAUT HR : 60  bpm Diagnosis Information: p

Female 61Years P : 122 ms Sinus rhythm |
PR : 144 ms Poor R wave progression Y
QRS : 88 ms Borderline ECG Zj{é-cy_//

QT QTc : 434/434 ms
PQRST : 86/22/56 il
RVSSV] : 0.3360.595 mV Ref-Phys. : LIC
' chort Confirmed by:

**“r"“ﬂrw* i g i

_ V—-\___ _,_u‘;,-ﬁ\,_.___,_,..;lr'“_-

[l =k gz, quukLE)

0.05~35Hz ACS0 25mm/s 10mmmV 2*50s 60 cmm.m-fs D V143 Glasgow V2860 SRIMAN DIAGNOSTICS POWER | r
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LIFE TMNSUMTARNGCE CONPFOMRATION OF 1INDIA

DIVISIONAL OFFICE, RAIPUR
ELECTROCARDIOGRAM

Full Name of the life to be Assured | MRS. ASHTAMI RAUT

Age: 61 Sex: F

Division Branch 383

Proposal No. 12790 | Agent Code No.: | Dev. Officer code No. |

Introducer Name Designation/Club Signature
Membership (In full)

Agent

Second Introducer

Instruction to the Cardiologist

I Please sansfy yoursell about the identity of the examinee to guard againsl impersonation

Il The examinee and the person’s introducing him must sign in your presence Do not use the form signed in advance Also obtain
signatures on ECG tracings

[1l.  The hase line must be steady The tracing must be pasted on a falder,

IV.  Rest ECG should be 12 leads along with standardizatien slip each lead with minimum of 3 complexes, Long lead 1111 L-111 and
AVF shows decp Qol Twave change. They should be recorded additionally in deep inspiration, if V Shows a tall R ~Wave,
Additional lead VR be recorded

DECLARATION
Il herchy declare that the foregoing answers are given by me after fully understanding the questions. They are true and complete and no information
has
been withheld. I do agree that these will form part of proposal dated ............................... given by me 1o LIC of India
Signature of witness | |
Signature of Thumb Impression of L.A
Name of wilness I |
Note - Cardiolopist is requested to explain following questions lo LA and to note the answer there of
1. Have you ever had chest pain, palpitation, breathlessness at rest or exertion ? NO
II. Are you suffering from heart disease, diabetes, high or low Blood Pressure or Kidney diseases ’_ NO ’ I

L. Have you ever had Chest X-Ray, ECG. Blood Sugar, Cholesterol or any other test done ?

NO =i
If the answer’s to any all of the above questions is “yes™ Submit all relevant papers with this form
I declare that the person examined/investigated . signed/affix thumb impression
in the space carmarked below, in my presence and 1 am not related to him/her or the Agent or the Development officer .

[ Dated at_| Bhilai [onthe | 23 T[dayorf [ 1r T2024 Tt [10:00 ] AM =

™ . o y
Signature of the Cardiologist” L+ r.l T \—j 0
Name of the Cardiologist MBBS, M= T T7T] |

Signature of Thumb Impression of L.A ..-:;3 - Qualification : ?EITUW‘Z/ ——d] : ialysis
% . e =4 Name & Address of the Hymnital i ab o hiyeieh
s — TRyt SHinedat Fhysiclgn




Form No. LIC 03-0

EIALIC
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L] n 1) Iu l I LA AR R L A L L L DR LR

Divisional Office, Raipur

lL Full Name of the life to be Assured

I | MRs. ASHTAMI RAUT
(A) Measurements

Height (Cm) Weight (Kg) Blood Pressure Pulse Rate
150 69 120/70 60

(B) Cardiovascular System

Rest ECG Report
Position SUPINE P Wave NORMAL
Standard dictation | my 10 um PR Interval 144 ms
Mechanism Sinus QRS Complexes 88 ms
Voltage | um Q-T Duration 434/434 | ms
Electrical Axis CLEAR S-T Segment NORMAL
Auricular Rate 60 bpm T-Wave NORMAL
Ventricular Rate 60 bpm Q-Wave NORMAL
Rhythm Sinus Rhythm
Additional Findings, if Any | No

Conclusion

anssasnnnn Ittt e R R RN R R R R L \ViNILI!.IlFOIII-!!.l.'l!l‘!l!l..u.-&lil-ll-l----l--o----o".'...‘.'......
[Dated at | Bhilai [onthe | 23 | dayol [ 1 J2024 Jat J10:00 [ AM |

Signature of the Laer.F;ml ["’11 1 l R ﬁ
Name ol the (urdeBlBg pat lﬁ—";r/,-
7

; Fellov
erh’]hllCﬂlIDIl b“u / ‘Modialy.
Name & Address 0‘:0 Hospualr'Cllnlc.r‘LaB 13

oSt I IIYSICIHF!

Signature of Thumb [mpression of L.A.




