
S

To,

LIC of lndia
Branch Office

Proposal No l8tr3

Name of the Life to be assu AAtrA RA'Y)

The Life to be assured was identified on the basis ?+N t"+p-D

I have satisfied myself with regad to the identity of the Life to be assured before conducting tests /
examination for which reports'arc enclosed. The Life to be assured has signed as below in-my
presence.

"*
DT. FIEMANT KAPOOR

MD, DPB
CorsuRa* Pathologist
DlutC Regd. No.35636

Sig nature ofthe PathologisU Doctor

(Signature of assured)

Name of life to be assured: AAf D A Ar11

Reports Enclosed:

Name

PHYSICIAN'S REPORT

COMPUIERISED TREADMILT TE5T
IDENTIFICATION & OECTARATION
FORMAT

HAEMOGRAM MEDICAT EXAMINER's REPORT

LIPIDOGRAM

BLOODSUGAR TOLERANCE RE PORT F8S Blood

PGBS (Post Glucose Blood Sugar)

and other documents

REPORTON X-RAY OF CH EST Hb%

I

Comment Medsave Health lnsurance TpA Ltd.

Authorized Signature,

Qwr,hfuntn

Dale: o6{YrPL24'd

NAME: 5P - LIENIANT \MOA<

I

I confirm, I was on fasting for last 10 (ten) hours. All the Examination / lests as mentioned below were done
with my consent.

Reports Name

ETECTROCARDIOGRAM

BST (8lood SuSa r Test-Fasting & pp)

Both

spEctAL Bto-cH EM tcat TEsTs - 13 (SBT-
13)

ROU'TINE URINE ANALYSIS

ELISA FOR HIV otheiesr 0t PlAf*r:ry



MEDICAL EXAMINER'S REPORT
Form No LlC03-001(Revised 2020)

/ Pol No:
M name/code:
Date& Time of Examination: ae. fitAQ->.r2.\'
Medical D No& No:

Mobile No of the Proposer/Life to be assured
ldentity Proof verified' FhN t{>p-\) lD Proof No. ( 1r'. 1' 2 +LILI P
( ln Case oI Aadhaar Card , please mention only last four digitsl

I Note: Mobile number and identity proof details to be filled in above . For Physical MER ldentity
Proof s to be verified and stam
For Tele/ Video l/leR, consent given below is to bqrecorded either through email or audio/video
message. For Physical Examination the below consent is to be obtained before examination.

"l would like to inform that this call with/ visit to Dr .14.4J,ftY1 .I.(!I1:!.L.. (Name ot the Medicat
Examineo is lor conducting your Medical Examination through Tele/ Video/ Physical Examination on
behalf of LIC of lndia".

\t\
Signature/ Thumb imprESS oI Life to be assured

(ln case of Physical Elamination)
1 Full name of the life to be assured: R AJp n An
2 Dale ol Bifihi D, - o t - iq q < Aqe: 

-ro Gender: M
3 Height (ln cms): ll .t-- Weight ( in kgs) : i, E
4 Bequired only in case of Physical MER

Pulse
+4

Blood Pressure (2 readings):
'1. systolic /r,
2. Systolic n,

Diastolic >7
Diastolic gi

ASCERTAIN THE FOLLOWING FBOM THE PERSON BEING EXAMINED

ll answer/s to any of the following questions is Yes, please give lull details and ask life to be
assured to submit copies of all treatment papers, investigation reports, histopathology report,
discharge card, follow up reports etc. alqng with the proposal lorm to the Corporation

5 a. Whether receiving or ever received any trqtment/ * u.D 
'rnpdication including alternate medicine like ayurveda,

homeopathy etc ?
b. Undergone any s urgery / hospitalired lor any medical

condition / disability / injury due to accident?
c. Whether visited the doctor any time in the last 5 years ?
ll answer to any of the questions 5(a) to (c) ) is yes -
i. Date of surgery/accidenviniury/hospitalisatbn
ii. Nature and cause
iii. Name of Medicine
iv. Degree ol impairment if any
v. Whether unconscious due to accident, if yes. qive duration

-3es' Ls'*ooc11

L;rlc,/l- - ('o lY)

$!qrlt4 ,,7r*u gf
hia il' i,Lt y o,-

k 4'. \

* *sy.. -.
ln the last 5 years, if advised to undergo an X+ayl CT scan /
MRI/ ECG / TMT / Blood test / Sputum/Throat swab test or any
other investigalory ot diagnostlc testg?
Please specily date , reason ,advised by whom &findings.

- Lrb .-

7 Suffering or ever suflered trom Novel Coronavirus (Covw-|g)
or experienced any ol the symptoms (for more than 5 days)
such as any fever, Cough, Shortness of breath, Malaise (flu-
like tiredness), Rhinorrhea (mucus discharge lrom the nose),
Sore throat, Gastro-intestinal symptoms such as nausea,
vomiting and/or diarrhoea, Chills, Hepeated shaking with chills,
Muscle pain, Headache, Loss of taste or smell within last '14

days.
lf yes provide all investig tion and treatment reports

* FrD .-

Itit''\a .]LIC
ffi

i



8

b. Since when, any follow up and date and value of last
checked blood pressure and sugar levels?

c. Whether on medication? pleas€-give name ol the prescribed
medicine and dosage

d. Whether developed any complications due to diabetes?
e. Whether suffering lrom any other en <locrine disorderc such

as thyroid disorder etc.?

Sa. nufferi froms h blHWertension oodish orpressure
,esdiabe o oodbt h he normthansugar oral sthiig ory
ar bual m n tn u ine?sug

we ornAny we ht tnossish gai last 2rg month S eroth than
b di coet ntro exerciseor ?

*No -

9

Surgery such as CABG, opsn heart
su

d. Whether undergone

heartattack,a. h oIAny story n,pai andpalpitations
breath essne no toexert orn har eartbeat?rrregu

b erheth fisu n from 2cholesterolng high
heth nc. ero medicati on Ior atheart me hnVany igh
ol 2rol Pch lease namstate ol the mbed edicineprescri

and dosage

or PTCA?

-NrD-

10 ffeSu or sufferedever anfromring dise relase ated tov kidney
S asuch kidne ail U kidne orv le, ureteral sto oodbl orv nes, pus

,)n rneu or state - 
(.'D

11 Sulferi or ever suII Iromredng Liver likedisordercany
ltct hos IS titish lcEnd orepa lau

an related o rev lung spiratory
itisbronch eezwh tubercu osts breath n iffd icu etc.Ities ?

- r.J! .-

12 Sufferin o ever sulfereds lrom B, disorderlood ikeany
aeman ta halassem oa an Circu tsod rder? - NfD

13 cancer,uffere tn everor esufl fromreds form of leukaemany la,
mtu or or ofrowth an kind enlor h nodes? NJD

14 ec6y, netvous disotde(
trem

Suffering or ever s
mul e sclerosi

lrom Epil
brain stroke?numbness,

15 physicalSulferin o ever ,romsufferedI any impairmenA
sabidi nlio or anity ital/amputa ormdisease/abnv congen al ority
isordd ofer back m uscl artbone hritis or out?

- l,s.aruab-{ th,t;21 l;
+aJeq

t-,Lt.
16 from Hernia or drso rder of theSufIering or ever suffered

Sto,,l,ach iticol tns, esti Pe uon, lcer ordig ptic piles
an he d tsot ease theof al bladd orer ?ncreas

_. tlo -
17 a. rom ressto trer/SSuffering sV PDep Anxiety/ sycho

othe talMen disordenpsychiatric
b erhelh on trea enttm or ever ntake iftreatment,any yes,

detaillve s of treatms ent, medic andtneprescribed
do

18

Mouth,teeth, $velling of gums / tongue, tobacco stains or signs
ol oral cancer?

ls there an
(deafnesg

of sv abnormality indbt nessEye partlal/total Ears
from the earsdischarg ThroatNose or -Nb-

lo Whether perso
tested positive

n being examined and/ or
or iV are under treatment

hiyher spouse/partner
lor HIV
.9. syphilis,/A tDst transmitted*xually diseases

rrhno ea etc
20 Ascertai n it an eroth ndco ition seasediv adverse habit such

as tobacco otchewing/ consumption
etc iswhich relalcohol/drugs evant assessmtn ofent medical

nsk of exam rnee
- Nro -

Lwl, aL

I

levels
of

chest

disorder ol the Spleen or lrom
disorders such as Asthma,

-d6L'

/ inlestines,

or anyi
please

smoking/

i



For Female P on
Whether pregnant? lf so duration
Sufferirlg lrom afly pregnancy related complications
Whether consulted a gynaecologist or u rdergone any
investigation, treatment for any gynaec ailment such as libroid,
cyst or any disease of the breasts, uterus, @rvix or ovaries etc.
or taken / taking any treatment for the same

A1- 
^^

t o ucr. [';L &s zLs a'-4- t-q)

Declaration

fpu NU[45 AttP EArvl Oeclare that ]ou have fu y understood the questions asked to you
during the call / Physical Examination and have lurnished complete, true and accurate information after
fully understanding the same. We thank you lor having taken the time to confirm the details. The
inlormation provided will be passed on to Life lnsurance Corporation ol lndia for lurther processing.

"{ rflar7i
Signature/ Thumb impression of Lire to be assured

(ln case of Physical Examination)

I hereby certffy that I have assessed/ examined the above life to be assured on the day ol
nLP', ) 20 )-<:_vide Video call / Tele call/ Physical Examination personally and recorded true and

coriect findings to lhe aforesaid questions as ascertained lrom the lilp to be assured.

Place:
Date:
Stamp

N€t.] 'b€Ua'
o4bzlzn''r

gL,f ' -
Signature of Medical Examiner
Name & Code No:

>T2, lt€Mc.t-lT L*r"t'
t^tD I Dpr!

NER'S OBSERVATION/ASSESSMENT
WHETHER LIFE TO BE ASSURED APPEARS MENTALLY
AND PHYSICALLY HEALTHY

FROM MEDICAL EXAMI
Aar (yE\)

b.tF /,*-plirr.J q

i

Dr. HEMANT i(3POOR
MD, DPB

Conoullani Pathologist
DtrtC Retd. No. 36636



ut]rrrlBaculu 0rDll

Division

DEFORMITY OUESTIONNAIRE

Name ofthe proponent / Life Assured p- ll3]t ? fttY

Branch Ofiice .}r:)

@evised - 2006)

Age va Years

Queslions toi_€ answered by the proponent's / poticyhotder's personal Medical Attendant /Medical Examiner regarrling Deformityli*. 
"ra 

I o" f.p"i"ln"oU.

i. Congenital
ii. Due to an accident or iniurv
iii. Due to any underlying jisease?

a. What is the ca
Whether it is

use of deformity?

- .+e<:ta"n+ol

b. Since when the deformity is presenP

- *xup- ,--o t\

i. Whar was the disease leading to deformiqf
ii. When did it occu?
iii. Whether the disease is stationery or progressive?
iv. Ifstationery, since when

Ifthe deformity is due
the following:

to any under$ng disease, please state

- -4 crr.le-^LJ

- )o,\ a
- S/'-l,.a^-.t-

I

- 9rn ta- Laty -
Does helshe have conho movements and bladder?I on bowel

-g€1 -
4 Exact parts ofthe body affected and extent Pbt,t x""4
5 function

disability

Are there restrictions lnany movements and of the
smb or affected Please veparts? ofgl degree 8{y-

6 Has he/she a limp?
-No .-

7
aidWhether he can walk and without an case1nv (

ofde formi ln the ,)ty ec) -- usl -
8 Can he/she squat, sit and get up propedy?

- YE3 "
Whether the
what extent

affected limb
(in cms)

is shorter than the other , and ifso, to
\ltrr-

10. please state whether the
If the deformity
wasting ofmusc

is due to poliomyelitis,
les is

i. mild
ii. moderate
iii. severe

*NA-

t$g LIC

1

2.

run fast/she

9.

I

i



11. How many limbs

t2 cationsrespiratory
detai

thereAre any li ?comp
If yes, sg1

t\fo

restrictionany 1n movement of fo theany
Are theofany removed ?fingers

- Nf -

t4
and hold the articles without
deformity in the hands)?

b. Is the grip firm and strong?

ift articl without
(in

a. Whether he she carr es ary
the ofcaselosing glip

-.5el -

3E! -

l5 Are there any residual complicatiors?

.- UL

My diagnosis as to the cause ofthe disabili ly is ti* "+ ;"1Afwl d-

I

Signatu re of the Medical Examiner /

@-4.^f
Signatur€ of the proposer /
Policyhiilder

Medical Attendant >q- VLw,rN-t l<A?LnlL
Code No.
Qualificatiotrs M D, Der!
Registrotion No. ?(6 ?c
Address

fJt HEfsAi.;T ir"rr,i:lCn
r, l.si}, Di: :t

Conoirit;;l',1 :-',:,11 l)in,rii;tit

ffit R*,:n, i'lr:: ,liSSBiq

are affected?
zty',tt t-"n ( el

l3

If so, upto which phalanx.
Whether thumb and forefinger have been affected / removed?

fingers?
ls there

difficulty

a(<

I do for the reasons explained below /.do not have any reason to suspect on clinical grounds a recentdeterioration causing more pronounced disability:
,./ \2/a. He / she is able / not able to perform routine self_care activities.
,"/t -"b. He / she is / is not required to use wheel chair / cnrtches. 

.

c' Any other factors which are likery to add to the risk on account ofthe deformity / ies- r.rD -
Please submit details ofpievious treatment, previous special reports, x-rays etc. for perusal and retum.

Dated at \rF[ r o n th:funl"l auu otou 
lr'rlri-E

i



e-a-p
eL H!f,iaNl lditOoiR:

MD. DPB
Coneulta* Pdhologist
Dit4C Reqd. No.36636

&mnff"*,,,,*

fri;ry*o**

I

J
t



2
3

I44l-A, WARD NO.- I,(opp. R.H.IC),
NA'AFGARH, NEW DELHI- I I OO43

Tel:. OI l-25014099
Mob : +9 l-85888641 l7 / 136
Email : doctorsdiatn ostic l9 9 6@ tmail-com

DD+ DOCTOR'
DIAGNOSTIC CENTRE

NABL
ACCREDITED LAB Consultant Patholotist

DR. HEMANT KAPOOR
MD. DPB (Patholo&,)

*. sB\, aD aorR 3E6 <cD€ cio_:a O- (E "rr
dr--OO--ia,z a:ea'

O==EeE E.B
6oo

-

TIMINGS: Dalb/ - 8.0O am !o I 0.00 pm, Sunday - 8.00 ain to 08.00 pm
www.doctorsdiagnosticcentre.in

ors only, Notfor Medico LesalCases.
ontact us in Case of Unexpected results

l(Il{ ORIGINAL BILLS

.W

.onrinuous au.riry rmprcvemenr

Consultant Radiolo8ist

DR. BIPUL BISWAS
IvlD (Radiolos/)

i
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I

clq,v
Ur. hf rr,.t.i ., . i,, t..j{l

MN" DPE
Con6ulta;'.: Irathologist
DiiC Regd No.36636

!5'..

t



D€trl9{n1A0I}
l?x*';{:ei*,t-,**trt

pa.son and ls not an Instrument tor to/Addr$s koot to{ any

;

'prrposi.


