
Proposal No 57to

Name of the Life to be assured RaSESh l< r.t AR-
The Liie to be assured was identified on the basis ol A-t>l>14 M? Rr)
I have satisfied mysetf ia?ith regard to the identity of the Life to be assured belore conducting tests /
examination tor which reports are enctosed. The Life to be assured has sitneO as Oetow in my presence

a-'t Dr. HEtvlAt,if iGpOOtt
MD, DPB

Gonsultant Pathologi*t
DMC Regd. No. 36636

Srgna ot he Pathologisu Doctor

Name: DO, t rElyl+rir k Apv$e_

I conlirm. I was on lasling for last 10 (ten) hours. All the Examination / tesls as mentioned below were donewilh my consent.

(sis re ot the Lire to be assured)

Name of lite to be assured: RAf,-E1r\ kuflAR\

Enclosed:
Sr.
No Reports Name Sr.

No Reports Name

L
FlvlR 9

2 Hest ECG with Traci 10 BSI Blood S ar Test-Fast Both3 Haem ram 11 Hbal c
4 Hb% 12 FBS Fasti Elood S a
5 -13

13 BS st lucose S
with Traci

6 Elisa for 14
7 RUA 15 P I and other doc umenlsI hest P

16. Queslionnaires: De F,LM 2:t1 & uEsr ro r..r NAER G

17. Others (Please Specify)

-t.14- -
R€marks of Health Assure PW LTO

Authorized SiOnature.

To,

LIC ot lndia
Branch Off ice

il)

Date: 0t/- n - z.o2-!r

tk



mLIC 
Lii lllUICI CtlNUntl ti 1111 

Division -----
DEFORMITY OUESTIONNAffiE 

Name of the proponent / Life Assured � A:f E �M k UNI Al2-

(Revised - 2006) 

Branch Office _!_l_'j ___ _

Age 5� Years 

Questions to be answered by the proponent's / policyholder's Personal Medical Attendant/ 
Medical Examiner regarding Deformity/ies and / or lmpairment/s 

I. a. What is the cause of deformity?
Whether it is '-�16 
i. Congenital

J,i. Due to an ·accident or injury 
iii. Due to any underlying disease?

b. Since when the defonnity is present? C_ 3 �r) 
2. If the deformity is due to any underlying disease, please state 

the following: .I 

What was the disease leading to deformity? � (. 

3 &}'1I" ii. When did it occur?
iii. Whether the disease is stationery or progressive? � uzw.-°'j iv. If stationery, since when � tv·A -

3. Does he/she have control on bowel movements and bladder? '-I �s 
4. Exact parts of the body affected and extent ',6� �?> � t--

I'-\ It °b 
5 Are there any restrictions in movements and function of the 

limbs or affected parts? Please give degree of disability NO 
6. Has he/she a limp? Afo 
7. Whether he /she can walk and run fast without any aid (in case '-r �s of deformity in the leg)?

8. Can he/she squat, sit and get up properly? y� � 
9. Whether the affected limb is shorter than the other , and if so, to

what extent (in ems) N ,t) 

10. If the deformity is due to poliomyelitis, please state whether the
wasting of muscles is Nt> 

i. mild
ii. moderate
iii. severe

::,.,-r·



11 How many limbs are affecled?

A).+ -

Are there any respiratory complications?

Ifyes, give details $g

t3 Is there any restriction in movement ofany ofthe fingers?

Are any ofthe fingers removed?

If so, upto which phalarx.

Whether thumb and forefinger have been a{fected / removed?

-No

14 a. Whether he / she can lift articles without any difficulty
and liold the articles without losing the grip (in case of
deformiry in the hands)?

b. Is the grip firm and strong?

Yfs

lL.>

l5 Are there any residual complications? NO

My diagnosis as to the cause ofthe disability is !r tr U-^eF to,i=d a^? rn.llD t^, /\c'0;

I do for the reasons explained below / do not have any reason to suspect on clinical grounds a recent

deterioration causing more pronounced disability:

vt -/'
a. He / she is able / not able to perform routine self-caxe activities.

\rt */'
b. He / she is / is not required to use wheel chair / crutches.

Any other factors which are likely to add to the risk on account ofthe deformity / ies. 
- 

No 
-

*)

C

Please submit details ofprevious treatmenl, previous special reports, x-rays etc. for perusal and return.

Dated at NEVJ bE1,ta on the MoNbqJday of O,{ Irr 2€12-or.{.

R"1.-'*--\4,--; G0,-*
Signature of the proposer /
Policyholder

oilz

Signature of the Medlcal Examiner /
Medical Attendant
Code No. Dr. l-lL.fVl,AlJT f\ApCOR
Qualifications f,JD, trilB
Registration No. Cen.euitnfl,f $)ath0lfrEiet
Addr€cs Dfu1g fteg4. f!o. f6{j6

12
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x
I44l-A, WARD NO.-1,(opp. R.H.IC),

NAIAFGARH, NEW DELHI- I I OO43

Tel: Ol I -25O14099

Mob ; +91-85868641 l7 / 136
Email : doctorsdiagnostic I 99 6@gnail.com

DD+ DOCTOR'
DIACNOSTIC CENTSE

ACCRED TED LAB
NABL Consultant ththolotist

DR. HEMANT KAPOOR
MD. DPB (Patholo8/)

Consultant Radiolotist

DR. BIPUL BISWAS
MD (kdioloE/)
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us in Case of Unexpected results.

doctors only, Not for Ivledico Le

ORIGINAI- BILLS 

---

E

TIMINGS: Dai, - 8.OO am to 10.00 pm, Sunday - 8.00 am to 08.00 pn
www.doctorsdiagnosticcentre. in
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