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{4 GPS Map Camera

¥ Gurugram, Haryana, India
F3cg+m94, The Laburnum, Phase 1,sushant Lok, Block A, Sushant
Lok Phase |, Sector 43, Gurugram, Haryana 122009, India

Lat 28.47146° Long 77.075772°
20/11/24 09:30 AM GMT +05:30
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MedSave)

WA

Dear Advance Diagnoste & Research Centre

We have received a booking request with the followin

confirmation by clicking on the Yes bution.

You confirm this booking? Fess

Name : CHHOTELAL
Proposal No " 5711
Branch Code 'iqf9g

Contact Detalls - 9205358204

—

011-41195959

g details. Provide your

pillar no 78 sec

. Advance near Pratham ultrasound,
Location - badshahpur sohna road, Gurgoan
Appointment Date : 21-11-2024 ; :
Member Information
Booked Member Name Age Gender
CHHOTELAL 45 year Male
Included Test -

» Deformity Questionnaire
= CNS

S,

s
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Proposal Mo, 2, a ” -
Nemeolta Lifebessswed. L HHOTE UAL

Te Life to be assured was entfiedonmebsssot. . #RDHEE [TAED

| hieve satslied miysslf with [ifﬂ'reldenﬂt}'dthﬂ L¥% o be gsgured tlefﬂrec-mdmﬂngmstfi
axaminalion fur'ﬁrﬂﬁpﬂm rickisid, The Life 1o be assured has signed as below in my
presance.  pHE 4
y 243
Signaturo of the Phifologist Doctor
f
Mame; = |

| corim, | was on fagting for ast 10 fen) kaars, All the Exaiims
with s congent. .
; :I"-.-' e i 'lr

e

- o
e

Sighiature of the Lfe to ba assured)
Nama of lifa to be assurpd:

Reports Enclosed;
_Ropaily Mame Tt Reports Mame T
ELECTRECASDINGAAN o b FHYSILISN'S REFCAT Moo
Pz | DENTEICATION & DECLARATIGN

COMPUTERISED TREADAIL TEV T FORTART L
_HAEMOGHAM M2 MLSICAL EXAMINES'S REPORT A7

LDy ™~ BST {Stond Sugar Tedt-Fasting & PB] Roth Fda

BLES SUIGAR TOLENANCE REPONT o FE5 {Fasting Biced Supsr] [ B

SFECIAL WC-CHEMICAT TES15 - 13 158: N oa il

13 2 PEES [Piat Ghicos Bloog Sugar! N

ROLITINE URINE A%aLvsis b 0 [T A @
| MESCHT SN -HAT OF CHEST P 4, VIEW ErE . Py -

' i E[
ELISA F IR HIV Mz e Tagt fN 5_.1_ pe ,r':'. i
r J E

3 e
Comment Medsgve Health Insurance TPALtY, (e gt _

Autharizad Signafure,

® 6

a
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Form No. b
LIFE INSURANCE CORPORATION OF INDIA
122 5 )
Division :DELHI-IT Branch Offics | _ Proposal Ne,
Agent’s/D.0. Code Neo  Introducer's Signature

DEFORMITY QUESTIONNAIRE

"HHOTE CAL o
Name of the proponent / Life Assured { ”'HDF = AEEI_'_P_H-} Yry:

Questions o be answered by the proponent’s / policyholder’s Personal Medical Attendant / Medical
Examiner regarding Deformity/ies and / or Impairment/s

" Fil
| 1. & Whatis the cause of deformity? — Actrdend™ Thia '{ )
Whether it is f_%_.{ Fond ﬁ-{j D;::_f'f, L
i Congenita) DN : B
1. Due to an gecident or injury = M, cland) LD ey AL re 2ot
| i, Dae (g any underlying disease? - M oa :
4, Since when the deformity is present? o N T '
2. | Ifthe deformity is due to aty underlying disease, please
state the following: : et herd .}'ﬁ E t.:lrl"IP!IF."*iE'E'I_
i What was the disease leading to deformity? J ) Jﬁ alined © mlolin  m cra bl
it. When did it occur? 't Lo % ol ﬁ
i, Whether the disease is stationery or progressive? 'r;-.‘i talbia Py o
v, If sttionery, since when i S Y T Ny Aslq .,
3. | Does hefshe have contral on bowel movements and : _ Lf £h i
bladder? e JE2 |
4. | Exacl parts of the body affected and sxtent e=1 lel% ?ﬁﬂ_-}ﬂ_m pIEF AT -
5 | Are there uny resrictions in movements and function of il ﬁ 5?@-.;.; cd J.ff,,a{ A Ao ?
|| the limbs or affected paris? Please give degree of disabilily el L o T T R
6. | Haa hefshe a limp? . P
7. | Whether he /she can walk and run fast without any aid (in _ e i
|| ease of deformily in the legy? e ]
8. | Can hefshe squat, sit and get up properiy? - M
9. | Whether the affected Limb iz shorter than the other , and if A
|| 50 lo what extent (in cms) . =) ;
10, | If the deformity is due m poliomyelitis, please state s
whether the wasting of muscles is e o
T, mild
1. moderate
|| iii, severe _ :
. | How many limbs are affected? 1 (nald ”ﬁ_,i el ckﬂz:.l =
12| Are there any respiratory complications? e .
If ves, give details — A
I3 | s there any restriction in movement of any of the fingers? iy ]
Are any ol the fingers remaved? 3 N"‘
11 50, up to which phalanx. Sl
| Whether thumb and forefinger have been affectad / ki =

1



e

| | removed? |

' 14 | . Whether he / she can 1ift arficles without any difficulty _
and hold the articles without losing the grip (in case of

| Deformity in the hands)?

b. Is the grip Grm and strong?

—

|-|__.l.l lp"'l -'I.H [
g P e
44
‘;'M

-—

Are there any residusl complications?

se of the disability (s Af“dm}ml" E;Ur]{_u b{ .~
“? {“ el e Y bk M Cerckencd

O suspect on elinical grounds a recent

- My diagnosis as to the cau
<kt hoeel ¢, 30 WPl (orbledcly
W i e Ey vt ' L fAreh L 4
I do for the reasons explained below / do not have any reaso
deteriaration causing more pronounced disahil iy
_i": a. He/sheis ETET.-“ not able to perform routine self-care ackvities,

b. He/sheis/ isnot reqquired 1o yse wheel chair / crutches,

Dated st {_ f'rC:;r'M u:unrJ'm:_:'"r . dﬁynfﬂ
(e ARy

Sgmature of the proposer /

Policyholder

Signgtitagpd
Co :Hu._
Qualifications

Address

¢ Any other factors which are likely to add to the risk on account of

Reglstration No.

the deformity /ies, Adp

Please submit details of previous treatment, previous special reports. K-ravs ete, for ﬁlﬂmsa! and return.

20 )
D

wal Fi.x;minn;:."

Medical Attendant

i

=

"'IHI' !Hi

5



MHvision i

"
Mroposal Mo, 2 !
Full Nattie of the life o assurad

Special Questions in relation
To be completed by the Medical Ex

@Lic

AV ERTPTANES P w4

. ES.ﬂL'EE'IIHﬁNAIE }r'} 7.

CHHDTE

Braach Office

The medical examiner shauld Bive his remarks apuinst each item mentioned below:

*
| ) o
\ r |!. 28 ﬁgﬂ_lf_lj i "'."I.-"'!'

to the examination of Central Murvﬁa Svstem
aminer (By PG — Physiclin —

Form No, 3334
{Revised - 2iHG)

-

M} or a Nen rologist only)

1. [Headache : =3
i

< | Memory .F"-.J ._'!'n‘w-q_'?_l."'?j_ i

1 | Temper =

= R AT o

4 | Bpeach : Iﬁm vw._?_?ﬂ ]

5 [Slep ' Nooms P E

6 | Delusions s m__ﬁ____?ﬁ_

7 I-'[tsTniuting. Giddiness, Epilcpey Ao

I Atdxia p- D- 1

9 Nervausness hF O —

1 I'rernars A5 . :

T T Sig AY ormtn [ f &

EE Strabismins Mo

|ﬁ Hearing “Tinnitus | Ear discharge e M{'j' e ,ﬁ@

|' 14 | Taste f'-q'l.f'ﬂf'-ﬁf"ffl =

| 15 | Gencral weaknoss

o




(16 Tyvpe of paralvsis Qﬂ:'l ; ‘Emu
L'pper Motor nearan Iype r hﬂf d E&n.*;”dj 1 r Sud
Lower motor neuron type ' sl 4o g Qe8] d e b
17 | Criamps ro
18 | Sphincters:
Reetal NHO
WVesical
19 | Rellexes IS o M-r :
Elbow
Wrisi el '*"“"R‘P
Knee . mnrmhg
Anicle
Planter Reflex Ad0s D }
20 | Sensory functions i{ Ty Mﬁ's.lrj '
21 | Mator system: ]
L Involuntary movenents MGFMN'T ,'
ii. Atrophy or hypertrophy hit “
iti, Tong [
iv, Power sl :
v, Co-ordination AAOF l"'-;l*—bhrllﬂ-l '
22 | Trophic changes ASCTHL) d
23 | Posture and Gait N0 pn [
24 [ Any mental rétardation/disordor
25 | General remerks ]
e |
F
| i lI| v
Datedat o ‘I'L _on the i D_l:laj.-' ufﬂ . 2 S

[ F Ry
—I-_—\_ - a —
Signature of the proposer /
Policyholder

Signature of the Introducer
Name of Apent/Dev.offfcer
Address

Cinde Mo,

N
88, D
St .o e
Medical Attendant

Code No. o
' Qualifications
Registration No.
i Address




