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DEPARTMENT OF LABORATORY MEDICINE
(Patient Name  : Mr. VINAY R Order No : 1000074169 )
UHID : UHJ A23018942 Registered On  :23/02/2024 09:34:27 AM
Age/Sex : 36/Y ears Male Collected On :23/02/2024 09:40:33 AM
Ward /Bed No Reported On :27/02/2024 11:23:39 AM
Reference : Dr. Preventive Health Check Up Bill No : OPBJ A230023412
Station : At Hospital Mobile No 1 9964544644
\Payer Name ReportStatus  : Final Report )
(Test Name Result Unit Bio. Ref. Interval )
BIOCHEMISTRY
FASTING GLUCDSE 95 mg/dL ADA Guidelines
(Method: Hexokinase) < 100 mgidl - Normal
100 to 125 mgidl - Prediabetes
2 126 mg/dl - Diabetes

POST PRANDIAL GLUCOSE 101 mg/dL 70-140

(Method: Hexokinase)

GLYCOSYLATED HAEMOGLOBIN (HBA1C) Sample: Whole blood (EDTA)

HBAIC 4.8 % ADA Guidelines
(Method: HPLC) < 5. 7% - Normal
57 o B4% - Prediabeles
2 6.5% - Diabetes
Estimated Average Glucose (eAG) 91.05 mg/dL
(Method: Calculated)
THYROID PROFILE (TOTAL T3, TOTAL T4 & TSH) Sample: Serum
TOTAL T3 1.23 ng/mL 0.87-1.78
(Method:CLIA)
TOTAL T4 8.11 ~g/dL 5.1-14.1
(Method:CLIA)
THYROID STIMULATING HORMONE 6.03 1 TU/mL 0.34-5.60
(TSH)
(Method:CLIA: Ultra-sensitive)
LIPID PROFILE Sample: Serum
TOTAL CHOLESTEROL 217 mg/dL ATP Il Guidelines
(Method:CHOD-POD) = 200 - Desirable
200-238 - Bardetling high
2 240 - High
TRIGLYCERIDES 93 mg/dL < 150 - Normal
(Method:E nzymatic GPO-POD) 150-199 - Borderline High
200-488 - High
& 500 - Very High
HDL CHOLESTEROL 53.9 mg/dL < 40 - Low
(Method:ENZYMATIC METHOD) 2 60 - High
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DEPARTMENT OF LABORATORY MEDICINE
(Patient Name : Mr. VINAY R Order No : 1000074169 )
UHID : UHJ A23018942 Registered On  :23/02/2024 09:34:27 AM
Age/Sex : 36/Years Male Collected On :23/02/2024 09:40:33 AM
Ward /Bed No Reported On :27/02/2024 11:23:39 AM
Reference : Dr. Preventive Health Check Up Bill No : OPBJ A230023412
Station : At Hospital Mobile No 1 9964544644
\Payer Name : ReportStatus  : Final Report )
(Test Name Result Unit Bio. Ref. Interval )
LDL CHOLESTEROL 144.5 mg/dL <100 - Optimal
(Method:ENZYMATIC METHOD) 100-128 - Near or above optimal
130-158 - Borderline high
160-189 - High
=180 - Very high
VLDL CHOLESTEROL 18.60 mg/dL < 30
(Method: Calculated)
TOTAL CHOLESTEROL : HDL RATIO 4.0 Low Risk: 3.3-4.4
(Method: Calculated) Average Risk: 4.5 - 7.1
Moderate Risk: 7.2 - 11.0
LDL/HDL CHOLESTEROL RATIO 2.6 < 2.5 Optimal
(Method: Calculated)
NON HDL CHOLESTEROL 163.1 mg/dL < 1340
(Method: Calculated)
URIC ACID 5.6 mg/dL 3.5-7.2
(Method:Uricase - POD(E nzymatic))
CREATININE 1.04 mg/dL 0.9-1.3
(Method:Modified ) affe, Kinetic)
LIVER FUNCTION TEST Sample: Serum
TOTAL BILIRUBIN 0.71 mg/dL 0.3-1.2
(Method:Dichloropheny! Diazotization)
DIRECT BILIRUBIN 0.14 mg/dL 0.0-0.2
(Method:Dichloropheny! Diazotization)
INDIRECT BILIRUBIN 0.57 mg/dL 0.2-1.0
(Method: Calculated)
TOTAL PROTEIN 7.5 g/dL 6.6-8.3
(Method:BIURET)
ALBUMIN 4.61 g/dL 3.5-5.2
(Method:BCG)
GLOBULIN 2.88 g/dL 2.3-3.5
(Method: Calculated)
AG RATIO 1.59 2:1

(Method: Calculated)
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PatientName  : Mr. VINAY R Order No : 1000074169

UHID : UHJ A23018942 Registered On  :23/02/2024 09:34:27 AM

Age/Sex : 36/Y ears Male Collected On :23/02/2024 09:40:33 AM

Ward /Bed No Reported On :27/02/2024 11:23:39 AM

Reference : Dr. Preventive Health Check Up Bill No : OPBJ A230023412

Station : At Hospital Mobile No 1 9964544644

\Payer Name

ReportStatus  : Final Report

(Test Name Result Unit Bio. Ref. Interval
SERUMSGOT 13 u/L < 50
(Method:IFCC without P5P)

SERUMSGPT 15 u/L < 50
(Method:IFCC without P5P)
ALKALINE PHOSPHATASE, SERUM 46 u/L 50-116
(Method:PNPP AMP Buffer)
GGT 22 u/L < 55
(Method:IFCC)
-~
{-- _E'i.n-l--"-'_' -

DOr. Eh;ﬂthakmnar Muruda
SrCONSULTANT BIOCHEMIST
KMC Mo 54192
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DEPARTMENT OF LABORATORY MEDICINE

(Patient Name : Mr. VINAY R Order No : 1000074169
UHID : UHJ A23018942 Registered On  :23/02/2024 09:34:27 AM
Age/Sex : 36/Y ears Male Collected On :23/02/2024 09:40:33 AM
Ward /Bed No Reported On :27/02/2024 11:23:39 AM
Reference : Dr. Preventive Health Check Up Bill No : OPBJ A230023412
Station : At Hospital Mobile No 1 9964544644
\Payer Name ReportStatus  : Final Report )
(Test Name Result Unit Bio. Ref. Interval )
HAEMATOLOGY
COMPLETE BLOOD COUNT(CBC) Sample: Whole blood (EDTA)
HAEMOGLOBIN 15.21 g/dL 13.5-17.5
(Method:P hotometric Measurement: Oxyhemoglobin method)
PACKED CELL VOLUME/HEMATOCRIT  45.7 % 42-52
(PCV/HCT)
(Method: Calculated)
TOTAL WBC COUNT (TLC) 4630 Cells/Cum 4000-11000
(Method:Coulter Principle)
DIFFERENTIAL COUNT
NEUTROPHILS 52.21 % 40-75
(Method:Optical/Impedance)
LYMPHOCYTES 36.17 % 20-45
(Method:Optical/Impedance)
EOSINOPHILS 443 % 0-6
(Method:Optical/Impedance)
MONOCYTES 7.05 % 2-10
(Method:Optical/Impedance)
BASOPHILS 0.14 % 0-2
(Method:Optical/Impedance)
RED BLOOD CORPUSCLES(RBC) 5.19 million/cum 4.5-5.9
(Method:Coulter Principle)
MCV 88.1 fL 78-100
(Method:Derived from RBC Histogram)
MCH 29.3 pg 27-31
(Method: Calculated)
MCHC 33.3 g/dL 31-37
(Method: Calculated)
RDW - CV 14.0 % 11.5-14.5
(Method: Calculated)
PLATELET COUNT 2.74 Lakhs/Cum 1.5-4.5

(Method:E lectrical Impedance)
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DEPARTMENT OF LABORATORY MEDICINE
(Patient Name  : Mr. VINAY R Order No : 1000074169 )
UHID : UHJ A23018942 Registered On  :23/02/2024 09:34:27 AM
Age/Sex : 36/X ears Male Collected On : 23/02/2024 09:40:33 AM
Ward /Bed No Reported On :27/02/2024 11:23:39 AM
Reference : Dr. Preventive Health Check Up Bill No : OPBJ A230023412
Station : At Hospital Mobile No 1 9964544644
\Payer Name : ReportStatus  : Final Report )
(Test Name Result Unit Bio. Ref. Interval )
MEAN PLATELET VOLUME (MPV) 7.21 fl 9-13
(Method:Derived from PLT Histogram)
PLATELET DISTRIBUTION WIDTH (PDW) 19.1 fl 9-19
(Method: Calculated)
ERYTHROCYTE SEDIMENTATION 10 mm/hour 1-15
RATE[ESR]
(Method:Modified Westergren Method)
BLOOD GROUPING & RH TYPING Sample: Whole blood (EDTA)
ABO Group )

(Method:Agglutination Gel Method )

Rh Factor Positive
(Method:Agglutination Gel Method )

Interpretation Notes

Note: Both forward and reverse grouping performed
anrn-_l_J

DOr. Hiwe;an Kumar
COMNSULTANT PATHOLOGIST
KMC MO : T1418
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DEPARTMENT OF LABORATORY MEDICINE
(Patient Name : Mr. VINAY R Order No : 1000074169 )
UHID : UHJ A23018942 Registered On  :23/02/2024 09:34:27 AM
Age/Sex : 36/Y ears Male Collected On :23/02/2024 09:40:33 AM
Ward /Bed No Reported On :27/02/2024 11:23:39 AM
Reference : Dr. Preventive Health Check Up Bill No : OPBJ A230023412
Station : At Hospital Mobile No 1 9964544644
\Payer Name ReportStatus  : Final Report )
(Test Name Result Unit Bio. Ref. Interval )
CLINICAL PATHOLOGY
URINE EXAMINATION, ROUTINE Sample: Urine
PHYSICAL EXAMINATION
VOLUME 20 mL
COLOUR Pale Yellow
APPEARANCE Clear
PH 6.5 5.0-8.0
SPECIFIC GRAVITY 1.005 1.005-1.030
CHEMICAL EXAMINATION
PROTEIN Absent Absent
(Method:Protein E rror of pH Indicator)
GLUCOSE Absent Absent
(Method:GOD-POD)
KETONE BODIES Absent Absent
(Method:Nitroprusside method/ Rothera's test)
BILIRUBIN Negative Negative
(Method:DIAZO/FOUCHET'S TEST)
BILE SALT Absent Absent
(Method:Hay's sulfur test)
NITRITE Negative Negative
(Method:Griess method)
UROBILINOGEN Normal
(Method:Azo coupling method)
LEUKOCYTE ESTERASE Negative Negative
(Method:Leukocyte Esterase activity)
BLOOD Negative Negative

(Method:Peroxidase Reaction)
MICROS COPIC EXAMINATION
Page 6/7
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DEPARTMENT OF LABORATORY MEDICINE
(Patient Name  : Mr. VINAY R Order No : 1000074169
UHID : UHJ A23018942 Registered On  :23/02/2024 09:34:27 AM
Age/Sex :36/Years Male Collected On : 23/02/2024 09:40:33 AM
Ward /Bed No Reported On :27/02/2024 11:23:39 AM
Reference : Dr. Preventive Health Check Up Bill No : OPBJ A230023412
Station : At Hospital Mobile No 1 9964544644
\Payer Name ReportStatus  : Final Report
(Test Name Result Unit Bio. Ref. Interval
EPITHELIAL CELLS 0-2 MPF 0-5
PUS CELLS 2-4 MPF 0-5
RBCs Nil MPF 0-2
CASTS Nil /LPF
CRYSTALS Nil
OTHERS Nil
URINE SUGAR, FASTING Absent
(Method:GOD-POD)
URINE SUGAR (POST PRANDIAL) Absent
me: wN
-—-—'_'_'-_'_-

Verified By
PRAVEENT
---End of Report---

Or. Maveen Kumar
COMSULTANT PATHOLOGIST
KMC MG : T1418
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A

HOSPITAL
L Care Par Tx¥cetlonde
MABH MARL Mot Jayanagar, Bangalore
Out Patient Record
Patient Name : MEVINAY R LHID : UHJAZI0 18042
Age | Sua 36 Years | Ml OP NOVReg D1 - OPZI00000ZIAE3 [ 23-02-2024 034 Ak
Fathar Mams RANGARAVAIAH ¢ Deparmant
Spause Name - Retsran By
Address | Bapihegin 60 Feel Road Tumiur Consuftan Dr.Preventive Health Check Lip
BANGALORE CITY H O, Bangaha Urban
Kamataks. INDIA, S60002 KMC No s Sk.(__u\n:‘-ﬂ,n_. /E}PJ-&;;]
Complaints ! Findings | Observations - i e
i[‘! x.: fﬂ R‘E. ﬁ.ﬂ i‘l-ﬂ E,...i.l %‘-—4 L‘PH"-L

ol
(;i < ¢, ™ "JLJ";“

Mo oy
5
Tmm!ﬂr&ﬂ%fﬁnmmumh: : ¢ J}-?EL-: “":1 ]
=l !I U .

(Cu&yj it

Follow Up Advics : FZ’E N q "

Signature of the Doctor

LUMNITED HOSPITAL {A Unit of Urited Brothars Healibcare Saeing Briake 1 imiadl



_@ UNITED
L 'S BN HOSPITAL
- By e Par Yocetlence
HARH MABL * Jayvanagar, Bangalare
Dut Patient Record
Patient Nams ! Mr.VINAY R UHID 1 UHJAZIO 18942
Ags | S : 3B Yaors | Kiala DF NOiReg O OPZ30000022393 | Z3-02-2024 00:34 Akl
Fathar Mama - RANGARANVKAH Departrmarnt
Spouza Mamea ’th By
Addrees : Sapthagirl 60 Feet Road Tumkur, Consultant  : Dr Preventive Check
BANGALORE CITY W O, Bangaluru Urban, e — e
Karnataka, INDIA, 580003 KMC N

Complaints | Findings | Observations :

HA - 1<

Ak - #ﬁ"'“?}-
&P - l.uﬂli’ﬂrnnfl;
Investigations: F- oublen
L DL- tuG. £f - A9y
AL - €. 08

Treatment / Care of Plan / Provisional Diagnosis ;

Fiperi J
rr'. o[ 01 | £, A

y . it
%{s. 4 i ﬂ Em_.wf

Follow Up Advice :

Eacli uﬂ z*'LﬂFmF F:f:tau |

mﬁt LV 5 el bua

[ Gt j

|
ﬂnnim;LL_h_Jnmm

UNITED HOSPITAL (A Unii of United Brotherss Haolthcare Sorvices Privote Limited|
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 EXERCISE STRESS TEST REPORT
Paticni Name! MR VINAY (B i IR (18.06, 1985
Patignt 1D: 18942 ' Age: ¥yrs,
Height: 175 em . Cender: Male
Weight: 79kg | Rage: Indian |
Study Dute: 27,02.2024 Referring Physician: DR. RAHUL PATIL
Test Type: Treadmill Stress Tast f—— Attending Phyxiclan: DR. RAHL!IL PATIL
Protocal: BRUCE _ Technician: Y AMINETHABITHA
Medicutlons:
Medical History:
KOHODM & HTY
Scroening for CAD
watrcise Test Summary
Phadn Yame Hiage Mama . Time Epnd Cinde HH BP .C-H‘I'I'I'II'II
] inStage | {mphl (%) (bpmi  [mmg)
PRETEST SUPINE DIIC | NG | 000 0 10w
BTANDING |8 (oG | 000 (. SRR B[ T+
HYPERY, | 000 0.00 ] HGs0
_ WARM-LP 00:15 .00 Gl | b | 10/R0 |
EXERCISE BT AGE | LR 1. G 49 1 1R
STAGE ] 0300 A0 12.00 18 12000
ETACE i 02:11 240 14,00 141 1Wme
RECOVERY 0538 {08 0.00 12 130190

The patient exercised according to the BRUCE for 8:11 mins, achleving u work level of Max, METS: 1010, The resting heart rate
of 70 bpm fose to a maximal heart rate of 141 bpm_ This value reprosents 77 Yu of the maximal, age-predicted heart rute. The resting
bload pressure d";tﬂ.flﬂimrﬁﬁs  Fse 10 & maxifmum blood pressure of 13090 mmbg The euescine tast was stopped due 1o Targel
heari-rele-achieved. f : f

TImary: ﬂmrﬂﬂ normal,

« unctional Capacity: normal.

HR Responss lo Exergise: appropriate. |

HP Respanse (o Exentise: narmal resting BP - uppropriate Fesponss,
Chest Puln: none. |
Arrhythmins: none,

8T Changes: noue.

Overall impression: Normal siress lest

SESDE s roLmance

NORMAL HR AND BF RESPONSE |
NO ANGINA OR ARRHY THMIAS NOTED
NO SIGNIFICANT ST-T CHANGES NOTED DURING EXERCISE AND RECOVERY

IMPRESSION - STRESS TEST I8 NEGATIVE FOR INDUCIHLE ISCHEMIA

W_.... ] e e e ...-.T.:humu i e ———— e LS e s



Belected Medians Repon

MR VINAY R, UNITED HOSPTTAL
Pateenit [13 | R042 .
27022004 Male 175cm 79 kg BRL .m q.n[ Exercise Time 08:1 |
12:1%: 2ipen iy Indian Max HR: 141 bpm  77% of max predicted 181 bpm  HE at
Meds: Max BP: | 30/90 mmHyg HH. al rest: :n___-.__.. Max RPP- | Eﬂmﬁ-_f.
i E Workload 1010 METS
Test Rewson: Scrocning for CAD frarrt ! Max. S b.mmi._ EHE,_.__ in [1II; EXERCISE STAGE 3  06:59
L Mudical History: NO HAO DM & HTN Arhythma: PYVC:5, PSSV |
ST/HR index- 0 E_ 4 Vg
Rel MD: DR. RAHUTL PATIL  Ordering MI¥: DR. RAHUL FATIL Heasoms for Termination: Target beart mate achieved
 Techmician: Y, .Jr_ﬂz—_,—._ﬁ_pﬂ_._.m.__._ Test Type: Treadmill Stress Test Semmary: Resting ECG: normal. Functional Capacity: normal HR Hesponse 1o
Comment; Execrcise: appropriale. HP Response to Exercise: normal reating BP - appropriate
R response. Chest Pain: none. Arrhythmins: pone. ST Changes: none. Chverall
BASELINE MAX 5T PEAK EXERCISE [TESTEND BASELINE IMAX. ST PEAK EXERCISE = TEST ENIY
| EXERCISE EXERCISE EXERCISE HRECOVERY EXERCISE EXERCISE mHm.._EHmh n_u.ﬂﬂtmﬂ._—.
- i H50 15 REEE ol | i L ;59
i bpm 133 bpm 141 bpm 6B by 6T bpm. 133 bpamy —._-:J!u m_m_#lu
T1VET mmbg 3V mmiHg 130v90) mmilHg e :Em__u!ﬂ_.—n 130 mmHg I 3040 g |
L i i — iE {% EJJI!. i EI{_.‘Ts .__,_l\.#.,)\
050 020 035 25 010 BN D25 i
42 5 0.0 ¥ 044 -3 032 S1LE5 1 .ﬂ.uu }
il n b, & n i.\/ 51.%..2 i\.) vi wa R
f <020 25 LU 055 075 .55 3%
044 _ RETT _ 0.71 072 _ 0.50 | 0.91 1.20 0.39
m m " ELJ_F.: m Vi kf . vi Vi vi .__t.
0.25 D35 050 [LRT1) 0,75 045 .40 040
Bl 095 0.7 (.24 LR 165 ! 065
ﬁ\q.‘/\ u% -;ﬂ(éfv\ -% ...___11.___‘._‘\/. Ve V4 ______mlL ‘ _
-l =[5 0.0 |- S LE i) 0.70 020 nas 35
e L <) <149 (0 0TS 1.34 1,43 055 )
sV avL qlf\r V3 4F4 V5 .__ﬁ_ 5. AT
{4 .35 pasasal ¥ | | 10 i 030
006 051 0.70 0,00 q.qwt_.rj 0.92 _ 0.39 _
VF aVF aVE - ¥ aVWF 7 m__ L L Ve T Vé
S0 -0.35 0,40 030 030 0.0 028
022 0,59 el 045 {54 .75 {520 |
GE CASE V6.73{2) Unconfirmed .
limm'mY¥ &0Hz 0.01-20Hz %+ HEABT V5.4 Adtending ME: DR RANUL PATIL Page 1
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MK VINAY R, UNITEDHOSPITAL
Patient [} 18942
27022004 Male 175cm T9kg . BRUCE: qﬂ-_mEﬁH-aHS:
12:19:20pm 3Ty Indiain _______.nn_.—n. 41 bpm 7% of max predicied | 183 bpm  HR at pest- 70
Meds: Max B Eiﬂn_mui__pﬂnrranﬁnmal._iﬂ
?E.i__ﬂrf-_n m____—m.,..m i
lest Reason: Screening for CAD . 5T: :EEEH in [Il; EXERCISE STAGE 3 0659
vledical Histary: MO HAO DV & TN ] :uE,._IF_E Hqﬁ.._

ST/HR indbex 0. _mn Vibpm
Ref. MD: DR. RAHUL PATIL Ordering M DR. RAHUL PATIL ET...-.E Tarpet heari mibe achicved
Technician: YAMINUTHABRITHA Test Type: Treadmill Stress Test fgﬂsﬂuig Capadity: normal, _.H_.-_hu_...nlin
Comment: : Exercise: appropriste. BP Response 1o Exercise: normal resting BP - appropriste.
. e. € :

w__ﬁ.i-.__..l__ HR AND BP RESPONSE

NO ANGINA OR ARRHY THMIAS NOTED

NO SIGNIFICANT ST-T CHANGES NOTED DURING _ﬂn_p!n.._mm.?rmu
RECOVERY

g-ﬁhm .—.m.m._.-m uﬂﬂ?ﬂ{m.migﬂxaﬁhg
Location Number, * 0 # |

Attending MD: DR RAHIL PATIL Page 2



MR, VINAY R = o ..

Patsent T 18942 . i foet PRETEST : BRLNCE
3T N2 &8 bpm STANDING (0.0 mogehy
_m.._..m__...iin - 1180 mmig SEEREEE v k09 e
5T Level (mm)
| BT Slope (mys)
ST 10mmmy . .

Gl s post J

L

i}
"ASE V6. T3 S mmis 10 mm'mV 608z 0001 - 200 S+ HR{T,V4) Start of Test 12:19:20pm



T2 190 bpm { STAGE 1 1.7 mph
12:22-36pm 110/80 mmtg | 02:50 10,0 % i
[ . { 5T Level (mm)
i " | e 1 m.H-m.ri_-..nl.r_._..-..f

0 ms post |

-_ i
1 i *aVF w3 . it [T e
0.00 | 020 090 0.5
0,06 | 014 | L i i

B |
“ASE V6. T3 25 mm's 10 mm'my GOHr 00 - NiHz %+ HR{T. 4%

Start of Test: 12119 20pm



ME VINAY R TR _.E.__UE_E
-Patient 1T | 8942

o UINTTED HESPITAL
T7.00.2024 115 bpm STAGE 2 2.5 mph
12:35:36pm | 120780 mmHg 0550 12.0% Ciad
2500 ] ) ! ST Slope (mVis)
o B me post )

*v3 V6
0,05 070 045
.49 L6 1.23 |

*Compuicr Symthenred HE.T._.I
TASE Ve T3 2S5 mm's 10 mmmV 6Hz 0.01 - 208k S+ HR{ILV4) Start of Test: 12:19:20pm



MR, VINAY R . i TR MEDRAIE | UNITED HOSPITAL
Paticnt 1} 18942 . EXERCISE = BRUCE i
XT.02.2024 . 141 bpm . STAGE 3 3.4 mph
12:28: 16pm | 30900 i L | D1 14.0% A
~ 8T Level {mm)
| 8T Slope (mV/5)
5T @ limmmV it
0 s ot |
.-_ I . It J.{H. & L ! {H - . 3
| LR i faasd ols ! i i i 01,30
| 08 -131 | 041 . EHCTE
i Pl HEEE VB | |
s || ! Lk 7 f s eds L i i |
.35 EESERtar .Y, v ezt $Ei3s 0% . 0ios
063 i | T | =] 102 | (87

"ASE V6.73 25 mm's 10 mm'mV 60H: 0.01- 200z S+ HROLVA _ Start of Test 12: 19 20pm



77,02 2004 43 bpm fet #1 0 mph
12:29-41 pm 13090 mmily 0133 | Dl %
ST @ 10mmmV
EEn..__.iH

23 mm's 10 mm'mV 60H: 0.01 - 20Hz S+ HR{T,V4)

RECOVERY BRUCE

IINITED HOSPETAL

ST Level {mm)
ST Slope (mV/s)

Start of Test 12:19:Xom



Pabent [Dx 18942 RECOVERY HRUCE
T2 N2 : 67 bpm i il 4.0 mph i
1230:17pm ] 03:00 0.0% i i
Lead
. ST Slope (mVis)
ST @ 1 omm/mV .

B0 i pest J




: ! UNITEDHOSPITAL

: : : RECOVERY BRUCE

21.m 2024 70 bpm 1 0.0 mph .
12:33:17pm 130/ mamHlg 05:00 0.0 % Load

ST Level (mmj)
| e ! 5T Slope (mV's)
ST @ 10mmmYy : | b ! i
- i s porst J |

E
ASE V673

25 mm's 10 mmmV 606 001 - 20Hz S+ HROW VA
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HOSPITAL Ty
Catre ‘Par Excellend : — r;‘m
Jayanagar, Bangalons
i, Linit of Uniled Brothen Mastihoare Sercces Poeate Lirniked
big. 1100301, M Pork Ceck, | B Moim Saod, 3l Sk, keyomeger, Bongolprs - 340011, 1 D80 4544 d4ss |- pppoistsilivsiediboupinl i W e ooyl =

DEPARTMENT OF RADIODIAGNOSIS

Name Vinay R Dute 2702024

Age 36 vears Hospital 1D LTHIA23018942

Sex Male Re. Healihcheck
ULTRASOUND ABDOMEN AND PELVIS

FINDINGS:

Liver is normal in size and echopattern, No intra or extra hepatic biliary duct dilatation. No focal
lesions. Portal vein is normal in size, course and caliber. CBD is not dilated.

Gall bladder is normal without evidence of calculi, wall thickening or pericholecystic fluid.

Pancreas - Visualized part of the pancreatic head and body appears normal in size, contour and
echogenicity. Rest of the pancreas is obscured by bowel gas.

Spleen is normal in size, shape, contour and echopattern. No focal lesion.

Right Kidney is normal in size (10.4 x 3.6 cms), position, shape and echopattern, Corticomedullary
differentiation is maintsined. No caleulus or hydronephrosis.

Left Kidney is normal in size (10.2 x 4.4 cms), position, shape and echopattern. Corticomedullary
differentiation is maintained. No calculus or hydronephrosis.

Retroperitoneum - Visualized aorta appeared normal. No obvious enlarged para-aortic nodes.

Urinary Bladder is distended, normal in contour and wall thickness. No evidence of caleuli, mass
or mural lesion.

Prostate is normal in echopattern and size, measures ~ 13.1 cc.
No ascites or pleural effusion, Appendix could not be localized. No RIF probe tendemess.
IMPRESSION:

* No definite sonological abnormality detected. A

Dr. Elluru Santosh Kumar
Consultant Radiologist



@ . UNITEL
A Y| . HOSPITAL
MABH I;:L Mo - I:Ia:an.;;;rféal:l;;;;r

DEPARTMENT OF RADIODIAGNOSIS

Name Vinay R Date 2302724
Age 16 years Hospital 11 UHJA2301 8342
Sex Male Rel. Henlth check

RADIOGRAPH OF THE CHEST (PA - VIEW)
FINDINGS:
Bilateral lung fields are normal.
Bilateral costo-phrenic angles are normal.
Cardia and mediastinal contours are normal.
The bony thorax is grossly normal.
IMPRESSION:
* No radiographic abnormality.
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[ir. Elluru Santosh Kumar
Consulinn Radiobegist
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